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quirernents.  The  coni[)any  also 
sponsored  regular  educational 
demonstrations  and  [)rogranis.  A 
year  later  the  occu[)ational  injury/ 
illness  rates  were  redetermined. 
After  the  interventions,  and  with 
essentially  the  same  workforce, 
significant  musculoskeletal  inju- 
ries (ie,  those  requiring  one  or 
more  days  away  from  the  job) 
were  decreased  by  about  80  per 
cent.  The  total  injury  rate  dropped 
dramatically  from  41 .8  to  13.7  in- 
juries per  100  fulltime  workers  per 
year.  (Morb  Mort  Wkly  Reps 
38:413,  1989.) 

Despite  this  example  of  im- 
proved working  conditions 
achieved  through  employee  ed- 
ucation and  ergonomic  enter- 
prise, the  national  occupational 
injury  rates  in  manufacturing, 
construction  and  the  trade  sector 
have  risen  sharply  in  recent  dec- 
ades (Amer  J Publ  Health  78:276, 
1988).  Part  of  this  rise  in  indus- 
trial morbidity  may  be  the  result 
of  repetitive  trauma  disorders  (eg, 
carpal  tunnel  syndrome).  This 
form  of  cumulative  injury  ac- 
counted for  12.9  per  cent  of  all 
work-related  injuries  a decade 
ago,  but  now  is  associated  with 
20  per  cent  of  workers’  compen- 
sation claims  (Morb  Mort  Wkly 
Reps  36:713,  1987).  Part  of  this 
rise,  of  course,  may  represent  ear- 
lier underreporting  but  part  may 
also  reflect  newer  assembly  line 
activities  which  require  repetitive 
hand  movements. 

This  issue  of  the  Journo/  is  de- 
voted to  a commentary  on  the 
phenomenon  of  cumulative 
trauma  in  the  workplace,  an  er- 
gonomic analysis  of  these  chronic 
injuries,  and  a panel  discussion 
of  low  back  pain,  a hazard  which 
is  certainly  not  confined  to  the 
workplace.  Low  back  pain,  in- 
deed, is  so  commonplace  that 
“my  aching  back”  has  become  a 
metaphor  for  urban  life,  and,  ac- 
cording to  popular  opinion,  back- 
ache competes  with  the  common 


cold  as  the  greatest  challenge  of 
biomedical  research. 

Stanley  M.  Aronson,  MD 


The  Road  from  Troy 

The  practice  of  medicine  relies 
increasingly  on  quantitative  ap- 
praisals and  guidelines.  Repeat- 
edly, we  require  to  know:  How 
much?  How  many?  For  how  long? 
At  what  frequency?  The  good 
news  is  that  of  the  many  meas- 
ureable  physical  phenomena 
(time,  length,  mass,  capacity, 
force,  acceleration,  velocity)  only 
a few  are  critically  relevant  to  the 
daily  business  of  medicine;  the 
bad  news  is  that  many  of  us  per- 
sist in  using  the  colorful  but  ar- 
chaic and  illogical  measuring 
units  which  had  been  devised  for 
parochial  needs  centuries  ago. 
We  in  the  English-speaking  na- 
tions still  show  a reluctance  to 
adopt  the  metric  system,  a simple 
system  which  has  been  available 
to  us  for  190  years  and  which  is 
the  only  standard  of  measure- 
ment observed  in  most  countries 
of  the  world. 

The  bewilderments  of  the  Eng- 
lish systems  of  measurement  are 
legendary.  For  the  three  major 
categories  of  quantitation  (length, 
capacity  and  mass)  we  have  will- 
ingly inherited  a byzantine  col- 
lection of  historic  residue  which 
resist  any  facile  attempts  at  inter- 
conversion. For  ascertaining  ca- 
pacity, we  have  dry  measures 
which  include  pints,  quarts, 
pecks,  and  bushels;  for  liquid 
measures  we  are  confronted  with 
gills,  pints,  quarts  and  gallons; 
and  for  apothecary  purposes,  we 
are  burdened  with  alchemy’s 
minims,  fluid  drams,  ounces  and 
pints.  For  lengths  we  have  inches, 
feet,  cubits,  and  yards.  Linear 
measurements  in  human  medi- 
cine, fortunately,  tend  to  be  less 


than  a few  yards  and  we  therefore 
have  no  need  in  our  descriptive 
clinical  notes  for  fathoms  (6  feet), 
rods  (16  V'l  feet),  or  furlongs  (66() 
feet).  And  for  mass,  we  are  heir 
to  three  nonequivalent,  vestigial 
systems:  the  avoirdupois  system, 
involving  grains,  drams,  ounces 
and  pounds;  the  Troy  system,  us- 
ing grains,  carats,  pennyweights, 
ounces  and  pounds;  and  the 
apothecary  system,  employing 
grains,  scruples  and  drams.  The 
Troy  pound,  of  course,  is  only  '^/le 
of  the  commercial  pound,  and  to 
compound  the  confusion,  the 
British  gallon  is  somewhat  more 
capacious  than  the  US  gallon.  The 
American  pharmaceutical  indus- 
try and  the  American  Medical  As- 
sociation have  long  adopted  the 
metric  system  as  the  simplest, 
most  reliable  means  of  conveying 
clear  information  among  scien- 
tists, pharmacists,  practicing  phy- 
sicians and  the  enlightened  pa- 
tient population. 

There  is  little  of  redeeming 
value  to  the  older  systems  except 
for  some  lingering  nostalgia  and 
an  intriguing  etymology  underly- 
ing the  names  of  its  units.  These 
units  developed  separately,  were 
ambiguously  defined  and  were 
related  to  other  units  of  measure- 
ment only  when  forced  to  by  cir- 
cumstance. For  example,  a grain 
as  the  smallest  measure  of  Eng- 
lish weight,  is  first  recorded  in  the 
court  records  of  King  Athelstan  of 
England  some  seven  decades  be- 
fore the  Norman  invasion.  By  the 
16th  century,  the  grain  is  defined 
as  follows,  "...  the  least  portion 
of  weight  is  commonly  a Groyne, 
meaning  a Groyne  of  corn  or 
wheat,  drie,  and  gathered  out  of 
the  middle  of  the  eare.  ” The  dram 
(or  drachm  in  the  older  texts), 
equals  60  grains  and  was  orgi- 
nally  determined  by  the  weight  of 
the  Greek  coin,  the  drachma.  The 
scruple,  of  medieval  apothecary 
usage,  composed  of  20  grains,  is 
a term  derived  from  the  Latin 


4 


Rhode  Island  Medical  Journal 


Table  1 Converting  Units  of  Measurement 

British  System: 

Fluid  Measures  [apothecary]: 

1 pint 

= 16  ounces  = 

128  drams 

= 7,680  minims 

Fluid  Measures: 

1 gallon 

= 4 quarts  = 

8 pints 

= 32  gills 

Dry  Measures: 

1 bushel 

= 4 pecks  = 

32  quarts 

= 64  pints 

Avoidupois  Weight: 

1 pound 

= 16  ounces  = 

256  drams 

= 700  grains 

Troy  Weight: 

1 pound 

= 12  ounces 

240  pennywgt. 

= 5,760  grains 

Apothecary  Weight: 

288  scruples 

= 5,760 

1 pound 

= 12  ounces  = 

96  drams 

= grains 

Metric  System  (selected  units); 

Measures  of  Length: 

Measures  of  Capacity: 

Measures  of  Weight: 

name  meters  name 

liters 

name 

kilograms 

kilometer  10= 

hectoliter 

10= 

kilogram 

1 

hectometer  10= 

liter 

1 

gram 

10  = 

meter  1 

milliliter 

10  = 

milligram 

10  ® 

centimeter  10  = 

millimeter  10  = 

micrometer  10  ® 

nanometer  10  ® 

microliter 

10  « 

microgram 

10  = 

scrupulum,  a small  sharp  stone. 
The  word  now  has  greater  cur- 
rency as  an  ethical  attribute  than 
as  a measurement.  The  carat  is  a 
word  which  descends  from  the 
Arabic,  qirat,  the  fruit  of  the  carob 
tree.  The  term  carat  may  repre- 
sent a weight,  equal  to  about  four 
grains,  or  a measure  of  the  purity 
of  gold  expressed  as  a fraction  of 
24.  Thus  if  a piece  of  jewelry  con- 
tains 14/24ths  pure  gold  and  the 
rest,  alloy,  it  is  designated  as  14K. 

The  word,  inch,  and  the  word, 
ounce,  of  widely  different  con- 
temporary meanings,  are  both  de- 
rivatives of  the  same  Latin  term, 
uncia,  meaning  a twelfth  part.  The 
fact  that  there  are  12  ounces  to 
the  Troy  pound,  rather  than  16,  is 
one  of  many  inevitable  confu- 
sions which  arise  when  weights 
and  measures  evolve  by  hap- 
penstance rather  than  by  rational 
planning.  The  avoirdupois  sys- 
tem (from  the  old  French  phrase 
aueir  de  peis,  meaning  goods  of 
weight)  represented  a market 
place  system  of  commercial 
weights  dating  to  the  middle  ages. 


The  Troy  system,  probably  origi- 
nating in  the  twelfth  century  mer- 
cantile fairs  in  the  French  city  of 
Troyes,  is  still  used  in  weighing 
precious  stones,  precious  metals 
and  certain  pharmaceuticals. 

The  Babel  of  measuring  units 
becomes  even  more  distressing 
when  still  further  non-European 
systems  for  weights,  lengths  and 
capacities  are  employed.  Seven- 
teenth century  French  scientists 
particularly  the  astronomer  Pi- 
card, observed  that  the  absence 
of  a simple,  easily  defined  and 
standardized  system  of  weights 
and  measures  represented  a ma- 
jor impediment  to  international 
commerce  as  well  as  to  the  evolv- 
ing sciences  of  the  West.  Accord- 
ingly, earnest  recommendations 
were  made  to  develop  a system 
based  upon  three  attributes:  First, 
that  the  fundamental  unit  of  length 
be  defined  in  relation  to  some  un- 
changing physical  attribute  of  the 
globe,  and  that  measurements  of 
capacity  be  a dependent  function 
of  this  unit  of  length;  second,  that 
the  basic  unit  of  mass  represent 


the  weight  of  distilled  water,  at  a 
specified  temperature,  which  is 
contained  within  a unit  of  capac- 
ity determined  by  the  previously 
defined  fundamental  unit  of 
length;  and  third,  that  all  subse- 
quent units  of  length,  area,  vol- 
ume and  mass  (as  well  as  their 
relationships  to  each  other)  be 
expressed  in  multiples  of  ten.  In 
1790  the  National  Assembly  of 
France  appointed  a committee  to 
select  the  basic  unit  of  length  from 
amongst  three  candidate  criteria: 
(1)  the  length  of  a pendulum 
beating  one  second  at  sea-level, 
latitude  45°  (2)  a stated  fraction 
of  the  length  of  the  equator;  or 
(3)  a stipulated  fraction  of  the 
quadrant  of  the  terrestrial  merid- 
ian. The  committee  chose  the 
third  and  elected  to  adopt  one  ten- 
millionth  part  of  this  quadrant, 
calling  this  unit,  a meter.  The  me- 
ter, and  the  other  lengths,  areas, 
capacities  and  weights  derived 
from  the  meter,  were  finally  doc- 
umented nine  years  later  and 
adopted  into  French  law  on  De- 
cember 10,  1799.  In  1875,  the  In- 
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ternational  Bureau  of  Weights  and 
Measures  was  established  in  Paris 
to  make  and  provide  prototypes 
of  the  meter  and  the  kilogram  for 
the  various  countries  of  the  world. 

The  two  major  systems  of 
measurement  (the  metric  and  the 
English),  and  their  interconver- 
sion factors,  are  outlined  in  the 
accompanying  table. 

The  Rhode  Island  Medical 
Journal  will  continue  to  “think 
metric”  and  will  remind  its  con- 
tributors that  in  things  scientific, 
only  the  metric  system  will  be  ac- 
ceptable. In  other  areas,  we  will 
not  tamper.  It  would  be  unseemly 
to  read  King  Lear  described  as, 
"...  Ay,  every  centimeter  a king!”; 
or  Robert  Frost  reflecting,  “But  1 
have  promises  to  keep,  and  kil- 
ometers to  go  before  I sleep.” 

Stanley  M.  Aronson,  MD 
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Cumulative  Trauma  Disorders  of  the 
Upper  Extremities 


Henry  M.  Litchman,  MD 


Upper  extremity  trauma  is 
now  second  only  to  back  in- 
jury in  causing  industrial 
disability. 


Scope  of  the  Problem 

It  has  long  been  recognized  that 
activities  in  the  workplace  may 
adversely  affect  health.  In  addi- 
tion to  acute  trauma,  we  are  now 
concerned  with  the  more  subtle 
injuries  that  occur  over  time.  The 
National  Institute  for  Occupa- 
tional Safety  and  Health  (NIOSH) 
estimates  that  more  than  five  mil- 
lion Americans,  four  per  cent  of 
the  work  force,  suffered  from 
these  cumulative  workplace  dis- 
orders in  1986.  Soft  tissue  mus- 
culoskeletal disorders  including 
upper  extremity  and  back  prob- 
lems now  account  for  about  30 
per  cent  of  all  workmen’s  com- 
pensation claims  and  it  is  pre- 
dicted that  this  figure  will  reach 
50  per  cent  by  the  year  2000. 

Knowledge  of  these  cumulative 
traumas  has  long  been  ad- 
dressed. Bernardino  Ramazzini  ' 
more  than  200  years  ago  recog- 
nized two  types  of  occupational 
hazards.  The  first  was  exposure 


Henry  M.  Litchman,  MD,  is  an  or- 
thopedic surgeon  with  Or- 
thopedic Group,  Inc.,  and  Occu- 
pational Orthopedic  Center,  Inc., 
Pawtucket.  He  is  a Clinical  Pro- 
fessor of  Orthopedic  Surgery, 
Brown  University,  Providence, 
Rhode  Island. 


to  hazardous  materials  and  the 
second  was  what  we  now  call  cu- 
mulative trauma  disorders.  He 
perceptively  recognized  “certain 
violent  and  irregular  motions  and 
unnatural  postures  of  the  body, 
by  reason  of  which  the  natural 
structure  of  the  vital  machine  is 
so  impaired  that  serious  diseases 
gradually  develop  therefrom.” 
Whenever  there  appears  to  be 
an  increased  incidence  of  dis- 
ease we  ask  two  questions:  Is  it 
occurring  more  frequently,  or  is  it 
being  recognized  more  fre- 
quently? In  cumulative  trauma  it 
is  probably  both.  In  industry  to- 
day there  is  an  increase  in  assem- 
bly-line activities,  an  increased 
tempo  of  production  and  an  in- 
crease in  the  use  of  vibrating  and 
air-powered  tools.  Other  factors 
such  as  an  aging  workforce  and 
a reduction  in  worker  turnover 
contribute  to  a growing  incidence 
of  cumulative  trauma.  There  is 
also  an  increasing  awareness  that 
the  symptoms  arising  from  these 
diseases  often  emerge  only  after 
the  worker  leaves  the  worksite. 
Nocturnal  symptoms  were  not 
recognized  as  work-related  (and 
more  related  to  the  aging  proc- 
ess) until  patterns  of  symptoms 
correlated  with  specific  risk  fac- 
tors in  the  working  environment. ^ 
Upper  extremity  trauma  is  now 


second  only  to  back  injury  in 
causing  industrial  disability.  Ac- 
cident or  acute  injury  is  not  the 
cause  in  a majority  of  cases.^ 
What  we  are  now  addressing 
are  the  injuries  resulting  from 
small  traumas  accumulating  over 
time.  These  problems  are  not  lim- 
ited to  any  specific  industry  or  oc- 
cupation but  rather  to  a pattern 
of  usage.  The  vital  machine,  the 
human  body,  has  great  recuper- 
ative powers  to  heal  its  injuries  if 
given  the  opportunity  for  repair 
through  rest.  The  pattern  that  we 
have  come  to  recognize  is  that 
when  forceful,  highly  repetitive 
activity  is  combined  with  awk- 
ward posture  and  insufficient  rest, 
a worker  is  at  risk  for  developing 
a cumulative  trauma  disorder. ^ ^ 
Some  employers  doubt  that 
they  have  a problem  in  this  area. 


ABBREVIATIONS  USED: 

NIOSH:  National  Institute  of 
Occupational  Safety  and 
Health 

PRFF:  Posture,  Rate  of  contrac- 
tion, Fatigue,  Friction 
SENSOR:  Sentinel  Event  Noti- 
fication System  for  Occupa- 
tional Risks 

SWET:  Stress,  Work,  Environ- 
ment, Tool-design 
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Some  have  used  differing  criteria 
in  making  this  assessment.  There 
may  be  a reporting  of  increasing 
occurrence,  or  they  may  have  cal- 
culated the  incidence  or  even 
analyzed  the  direct  medical  costs, 
payments  to  hospitals,  physi- 
cians and  therapists  or  the  indi- 
rect disability  costs  — payments 
to  the  worker  for  lost  time,  lost 
productivity  and  disability  settle- 
ments. 

The  incidence  rate  of  a disor- 
der represents  the  number  of  new 
cases  occurring  during  a speci- 
fied period  of  time  for  a given 
population  at  risk  for  the  disor- 
der. The  period  of  time  is  meas- 
ured in  calendar  time,  usually  a 
year.  One  must  also  know  the  ex- 
posure hours  to  a job.  This  cal- 
culation is  usually  made  by  esti- 
mating that  each  worker  works 
2000  hours  per  year  (8  hours  a 
day,  5 days  a week  for  50  weeks 
a year) . 

Using  the  formula: 

Incidence  rate  per  100  workers  = 

No  CasesA'r  x 200,000  wk  hrs 
No  Workers  in  dept  x 2000  hrs 


we  can  arrive  at  a figure  which 
allows  us  to  compare  jobs,  de- 
partments year-to-year  compari- 
sons as  well  as  an  industry-wide 
position. 

As  a guideline,  a plant-wide  rate 
of  six  cases  per  200,000  work 
hours  has  been  used  as  an  ac- 
ceptable base-line  rate  of  injury. 
If  one  finds  a significant  variance 
in  case  rates  between  different 
jobs  or  departments  one  is  on  the 
road  to  identifying  a problem.  The 
next  step  is  finding  a solution. 

We  have  already  seen  that  there 
is  a pattern  to  the  process  of  de- 
veloping a cumulative  trauma 
disorder.  The  elements  in  this 
pattern  can  be  thought  of  as  risk 
factors  that  exist  in  the  job  itself 
and  those  involving  the  intrinsic 
capabilities  of  the  worker.  Injury 
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occurs  when  work  demands  ex- 
ceed the  workers  capacity  to  meet 
those  demands. 


. . .a  plant-wide  rate  of  six 
cases  per  200,000  work 
hours  has  been  used  as  an 
acceptable  baseline  rate  of 
injury. 


We  must  therefore  be  knowl- 
edgeable in  both  areas  and  this 
is  what  is  known  as  ergonomics 
or  human  factors  engineering.^  To 
reduce  injury  we  must  analyze  and 
adapt  the  man-made  world  to  the 
human.  This  allows  the  work- 
place to  be  more  efficient,  safe 
and  personally  satisfying.  It  im- 
plies an  interdisciplinary  ap- 
proach combining  information  on 
human  characteristics  as  they  de- 
fine appropriate  design  of  the  job 
and  its  tools.  Analysis  of  these  risk 
factors  is  a good  place  to  start  as 
we  may  be  able  to  identity  sources 
of  cumulative  trauma  before  they 
become  part  of  industrial  statis- 
tics. 

Human  Factors 

Ergonomic  job  analysis  is  a sci- 
ence that  helps  to  identify  and 
classify  risk  factors  in  the  work- 
place. The  weakest  link  in  this 
science  has  been  the  medical 
components.  Since  design  has  to 
be  user-oriented,  we  need  to  know 
more  about  the  functioning  of  the 
“vital  machine,”  the  human  body. 

When  thinking  about  risk  fac- 
tors, I use  a memory  device.  When 
a worker  is  asked  about  his  job 
demands,  and  the  risk  factors  are 
low,  the  response  is  usually  “no 
sweat.”  With  a little  poetic  li- 
cense, think  of  minimizing  the  risk 
factors  as  a “SWET-PRFF”  system. 
The  extrinsic  factors  that  modify 
human  function  are  represented 
by  the  first  word  (SWET).  Each 
letter  represents  a descriptive 
word.  Stress  refers  to  factors  such 
as  obstructions,  vibrations,  and 


temperature  extremes.  Work  sta- 
tion and  Environmental  analysis 
involves  the  design  of  the  work 
space  for  safety,  ease,  and  effi- 
ciency. By  examining  the  work 
environment,  we  can  determine  if 
the  space  and  mobility  provided 
is  adequate  or  whether  it  forces 
the  worker  to  assume  abnormal 
postures  or  force  requirements. 
Tool  design  is  examined  to  de- 
termine if  the  productivity  benefit 
is  not  offset  by  the  risk  inherent 
in  the  use  of  the  tool  itself.  We 
look  specifically  for  high  contact 
forces,  static  loading,  abnormal 
postures  and  repetitive  motions. 

The  second  word  in  the  mem- 
ory device  — PRFF  — refers  to 
the  human  factors.  They  cannot 
really  be  separated  from  the  en- 
gineering factors  but  must  be 
looked  at  from  the  physiological 
viewpoint.  The  activity  which  the 
human  body  contributes  to  the  in- 
dustrial equation  is  muscular  ef- 
fort. We  think  of  the  hand  as  the 
end  organ  (tool)  with  the  rest  of 
the  upper  extremity  being  a po- 
sitioning and  motor  device.  We 
usually  describe  this  mechanism 
in  terms  of  strength.  Strength  is  a 
term,  however,  that  cannot  be 
quantitated  in  measurable  units. 
What  we  can  measure  is  force, 
torque,  work  and  power  output. 

There  are  two  kinds  of  mus- 
cular effort.  Static  effort  requires 
a prolonged  state  of  contraction 
and  dynamic  effort  is  character- 
ized by  rhythmic  contractions.^ 
Although  most  activities  are  a 
combination  of  the  two,  the  body 
tries  to  conserve  energy  by  min- 
imizing static  contractions  since 
it  is  less  efficient  since  with  pro- 
longed contraction,  the  blood 
supply  is  restricted  and  forces 
cannot  be  sustained. 

We  characterize  the  elements 
that  contribute  to  what  we  call 
strength  using  our  acronym  PRFF. 
Posture  is  an  important  determi- 
nant. The  amount  of  force  that  a 
muscle  can  generate  is  related  to 
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the  length  of  the  muscle  tendon 
unit  at  the  time  of  contraction. 
This  is  shown  in  the  length-ten- 
sion curve  which  illustrates  that 
there  is  an  optimal  length  for 
maximum  tension.  The  length  is 
determined  by  the  posture  of  the 
joint  over  which  the  tendon 
passes.  As  an  example,  the  wrist 
in  flexion  functionally  lengthens 
the  tendons  for  grip.  Grip  strength 
is  weaker  and  more  force  has  to 
be  generated  to  accomplish  the 
task.  Another  instance  where 
posture  affects  function  is  by  de- 
termining which  muscles  will  be 
used  to  carry  out  the  task.  For  ex- 
ample, a task  requiring  force  gen- 
eration in  supination  utilizes  the 
biceps  muscle  predominantly. 
Pronation  force  uses  weaker 
muscles,  fatigue  more  quickly  and 
are  prone  to  injury.  One  of  the 
most  common  problems  in  in- 
dustry is  called  lateral  epicondy- 
litis or  tennis  elbow  and  repre- 
sents injury  to  the  origin  of  the 
extensor  muscles  of  the  forearm 
from  overuse  of  the  muscles  used 
in  a pronated  posture.  In  the  hand, 
pinch  grip  (holding  the  object  be- 
tween the  thumb  and  fingertip  on 
the  side  of  the  index  finger)  al- 
lows only  20-25  percent  of  the  force 
that  can  be  generated  when  the 
hand  encircles  the  object  (power 
grip).®  This  will  also  vary  with  grip 
span  which  is  a third  mechanism 
related  to  mechanical  efficiency  by 
virtue  of  posture.  Since  the  biceps 
tendon  attaches  to  the  forearm  at 
a distance  from  the  axis  of  rota- 
tion of  the  elbow,  the  torque  (force 
X distance)  generated  by  the  bi- 
ceps muscle  will  be  greater  when 
the  elbow  is  flexed  at  90  degrees 
than  when  it  is  extended. 

Rate  of  contraction  is  the  sec- 
ond determinant  of  what  we  call 
strength.  Activities  that  require  a 
continuous  contraction  (static  ef- 
fort) are  associated  with  de- 
creased blood  supply  and  build- 
up of  toxic  metabolic  products 
and  cannot  be  sustained.  Most 


activities  are  more  dynamic  and 
we  refer  to  this  as  the  rate  of  re- 
petitiveness with  which  contrac- 
tions have  to  be  performed  to  do 
the  task.  This  is  usually  measured 
in  cycle  time  (the  number  of 
movements  that  occur  in  a given 
time  in  order  to  complete  a given 
task.)  We  must  also  know  how 
often  the  cycle  time  must  be  re- 
peated. The  more  repetitive  the 
task  is,  the  more  rapid  and  fre- 
quent are  the  muscle  contrac- 
tions. Higher  velocity  contrac- 
tions develop  less  force  than 
slower  velocity  contractions  for 
the  same  load.  Muscle  effort  if  in- 
creased over  prolonged  periods 
of  time  can  produce  trauma  even 
at  what  may  be  otherwise  consid- 
ered safe  levels. 

The  third  determinant  of 
strength  is  the  intrinsic /^orce  that 
a person  can  ideally  generate. 
Each  muscle  fiber  contracts  with 
a certain  force  and  the  strength 
of  the  whole  muscle  is  the  sum 
of  the  strength  of  its  fibers.  Since 
women  in  general  have  less  mus- 
cle bulk  they  generate  about  30 
percent  less  force  than  a man,  as- 
suming equal  conditioning. 

The  final  determinant  of 
strength  is  /^atigue,  defined  as  a 
state  of  lessened  efficiency  and 
decreased  effort.  Not  only  is  force 
reduced  but  movement  is  slower, 
coordination  may  be  impaired 
and  there  is,  in  addition  to  de- 
creased productivity,  an  in- 
creased risk  of  error  and  injury.  It 
results  from  the  buildup  of  met- 
abolic waste  products  due  to  in- 
sufficient rest  and  metabolic  re- 
covery, a combination  of  the 
previous  three  factors.  In  terms  of 
risk  of  exposure,  think  of  taking 
a picture  with  a camera.  The 
proper  exposure  is  determined  by 

(1)  the  lens  opening,  represent- 
ing the  intensity  of  light  or  forces, 

(2)  the  shutter  speed,  represent- 
ing the  duration  of  the  light  or 
forces  and  (3)  the  film  type  — 
representing  intrinsic  character- 


istics of  the  film  emulsion  or  the 
person’s  muscle.  Different  people 
will,  by  virtue  of  these  intrinsic 
characteristics,  function  at  differ- 
ent fractions  of  maximal  capac- 
ity. When  activity  reaches  40  per- 
cent of  maximal  capacity,  blood 
flow  reduction  to  muscle  is 
measureable,  and  at  about  70 
percent  is  significantly  lowered. 
We  should  be  aware  of  the  factors 
that  cause  us  to  have  to  increase 
our  intensity  or  duration  of  effort. 
A good  example  is  the  necessity 
to  wear  gloves.  This  is  often  nec- 
essary for  mechanical  or  thermal 
protection.  Grip  strength  is  de- 
creased proportional  to  the  thick- 
ness of  the  glove,  thus  increasing 
the  force  requirement  to  accom- 
plish the  same  task.  Another 
modifier  of  force  requirement  is 
the  surface  F’riction  of  the  load  to 
be  handled.  The  force  required  to 
hold  an  object  is  proportional  to 
the  force  causing  it  to  slip  out  of 
the  hand.  It  is  inversely  propor- 
tional to  its  slipperiness  (coeffi- 
cient of  friction).  A dry  hand  (CF 
= 0.5)  is  more  slippery  than  a 
moist  hand  (CF  = 2.0).  The  best 
example  of  this  is  turning  a book 
page.  It  is  rendered  easier  by 
moistening  our  fingers.  Another 
example  of  increasing  the  re- 
quired forces  is  in  the  use  of  tools 
that  vibrate.^ 

To  a great  extent  we  can  modify 
the  workplace  and  control  the 
factors  of  intensity  and  duration. 
It  is  often  necessary,  however,  to 
be  sure  that  we  choose  the  right 
person  for  some  jobs. 

Strategies  for  the  Control  of 
Cumulative  Trauma  Disorders 

In  each  situation  one  is  always 
faced  with  the  risk-benefit  ratio, 
often  an  individual  determina- 
tion. We  can  think  of  heightened 
productivity  as  increasing  gross 
revenue,  but  as  work  pace  in- 
creases human  cost  and  rejection 
rates  of  imperfect  products  may 
become  significant. 
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We  must  first  start  witti  prot)- 
lem  recognition.  Recording  the 
incidence  rates  of  trauma  may 
hel[)  to  recognize  the  problem,  but 
does  not  evaluate  the  causes. 

Problem  evaluation  begins  with 
better  statistical  evaluation,  seek- 
ing common  denominators.  There 
are  several  methods  of  approach 
in  evaluating  the  [)roblem  once  it 
is  defined.  One  method  surveys 
health  care  providers  to  try  to  de- 
velop reliable  data.  This  has  not 
been  too  successful.  Standard 
definitions  are  not  always  avail- 
able, health  professionals  are  not 
always  adequately  trained  and 
usually  only  a small  per  cent  re- 
spond to  surveys  (30  per  cent  in 
a recent  study).®  there  is  an  effort 
between  NIOSH,  the  Center  for 
Disease  Control  and  ten  state 
health  departments  to  develop  the 
Sentinel  Event  Notification  Sys- 
tem for  Occupational  Risk  (SEN- 
SOR) program  to  improve  occu- 
pational disease  surveillance  at 
state  and  local  levels.  They  have, 
for  example,  recommended  a 
definition  for  carpal  tunnel  syn- 
drome. 

Risk  managers  should  look 
more  carefully  at  medical  reports 
to  see  if  the  care  givers  are  pro- 
viding objective  findings  to  sup- 
port their  diagnoses  and  conclu- 
sions as  to  the  ability  to  work.  If 
there  is  evidence  of  work-related 
injury  in  the  work  environment,  a 
job  analysis  is  indicated.  Worker 
assessments  can  be  helpful  but 
are  difficult  to  evaluate.  Based  on 
this  information,  design  modifi- 
cations can  be  suggested,  tested 
and  evaluated.  The  object  is  to  fit 
the  job  to  the  worker. 

In  some  instances  it  may  be 
more  practical  to  fit  the  worker  to 
the  job.  Pre-employment  evalua- 
tions are  not  cost  effective  except 
in  high  risk  jobs.  When  under- 
taken, the  examiner  must  be  pro- 
vided with  an  accurate  job  de- 
scription. The  examiner  must  be 
able  to  evaluate  the  physical  ca- 
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pacity  of  the  worker  and  report 
the  medical  findings  to  employ- 
ers in  a form  that  hel[xs  them  to 
make  decisions.  It  should  also 
provide  a baseline  for  any  future 
treatment  or  disability  determi- 
nation. 

When  functional  capacity  can- 
not meet  the  job  demands,  injury 
will  inevitably  result.  How  capa- 
ble are  we  of  determining  func- 
tional capacity  of  the  upper  ex- 
tremity? We  have  made  great 
progress  in  determining  trunk  and 
leg  dynamic  function  but  as  yet 
there  are  few  standards  for  the  up- 
per extremity.^  There  is  no  meth- 
odology to  predict  susceptibility 
to  cumulative  trauma  disorder  in 
the  upper  extremity.  Wrist  meas- 
urement ratios  have  been  sug- 
gested but  not  confirmed  for  pre- 
dicting carpal  tunnel  syndrome. 
Sex  differences  are  not  often  sig- 
nificant. 

If  pre-employment  screening  is 
based  on  weak  criteria  it  may  be- 
discriminatory  either  under  fed- 
eral law  (Rehabilitation  Act  of 
1973)  or  under  the  laws  of  some 
44  states.  We  have  to  be  able  to 
show  the  relevance  of  a screening 
test.  It  must  identify  the  minimal 
and  essential  attributes  needed  by 
a worker  to  satisfy  and  effectively 
perform  the  job.  The  screening 
must  be  performed  dynamically 
so  that  it  accurately  simulates  the 
job  demands. 

The  significance  of  being  able 
to  test  a person  based  on  these 
criteria  is  far-reaching.  When  a 
person  becomes  injured  we  must 
determine  the  degree  of  func- 
tional impairment,  the  ability  to 
return  to  work,  what  kind  of  work, 
and  if  unable  to  return,  the  degree 
of  enduring  disability. 

For  lifting  tasks  and  grip- 
strength  requirements,  standard- 
ized, separate  isometric  measure- 
ment can  be  interpolated  into 
valid  measurements  of  function, 
assuming  that  the  effort  is  maxi- 
mal. Once  a person  is  injured,  de- 


termining that  the  effort  during 
testing  is  maximal  becomes  more 
difficult.  There  are  no  dynamic 
studies  that  can  simulate  the  work 
place. 

Another  method  for  preventing 
cumulative  trauma  disorders  has 
been  job-training.  The  objective 
is  to  increase  awareness  by  ed- 
ucation and  to  change  behaviors 
thus  reducing  risk  factors.  Indus- 
trial training  programs  are  easy  to 
implement  and  seen  intuitively  to 
be  helpful  but  ultimate  value  is 
questionable.  Training  programs 
are  not  a substitute  for  ergonomic 
interventions.  Training  programs, 
however,  heighten  awareness  of 
potential  problems,  the  first  step 
in  problem  solving.  Also  by  es- 
tablishing protocols,  it  makes  it 
easier  to  integrate  new  employ- 
ees into  specific  jobs. 

Realizing  that  there  are  inevi- 
table risk  factors  inherent  in  any 
job,  another  strategy  minimizes 
them  by  reducing  exposure.  One 
consideration,  for  example,  may 
be  worker  rotation.  This  is  not 
without  its  own  risks.  Adjustment 
to  different  tasks  is  not  always 
easy  or  productive.  The  ultimate 
goal  is  to  reduce  physical  fatigue 
and  stress.  We  don’t  know  in  most 
cases  the  end  point  when  fatigue 
might  pose  a risk  factor.  Another 
area  of  consideration  is  in  not 
providing  incentives  to  pass  up 
rest  periods.  Bonuses  for  produc- 
tivity may  result  in  increased  in- 
jury rates  and  inferior  products. 

Even  with  all  these  strategies, 
we  have  to  accept  that  a certain 
number  of  workers  will  become 
injured  on  the  job.  What  further 
strategies  are  available  to  mini- 
mize the  effects  of  these  injuries 
to  the  worker  and  to  the  em- 
ployer? It  begins  with  the  initial 
handling  of  the  injury  when  first 
reported.  Concern  for  the  injured 
worker  and  directing  him  to  qual- 
ity care  is  the  only  chance  for  ex- 
erting any  control  during  this 
phase  of  the  problem.  Failing  this. 
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the  worker  will  be  lost  in  the  care 
system  and  if  there  is  fear  of  eco- 
nomic loss,  may  seek  redress 
through  legal  help.  The  work- 
men’s compensation  system  was 
designed  to  avoid  litigation  and 
the  fact  that  there  is  so  much, 
demonstrates  a failure  of  the  sys- 
tem. 


More  than  five  million 
Americans,  four  per  cent  of 
the  workforce,  suffered 
from  these  cumulative 
workplace  disorders  in 
1986. 


Physicians  must  ask  how  much 
do  we  contribute  to  this  failure? 
If  the  primary  medical  report  had 
documented  a causal  relation- 
ship, would  this  have  facilitated 
earlier  insurance  payments? 
When  the  injured  worker  is  sent 
for  medical  care,  the  employer 
expects  prompt  service,  good  li- 
aison and  immediate  answers  as 
to  the  status  of  that  worker.  Main- 
taining contact  shows  the  injured 
person  that  the  employer’s  con- 
cern is  continuing.  Reporting 
should  be  rapid  and  should  con- 
tain quantitative  data  to  substan- 
tiate the  diagnosis  and  establish 
work  capacity.  The  health  care 
provider  should  be  accountable 
not  only  to  the  injured  worker  but 
to  the  employer.  This  is  not  a con- 
flict of  interest.  The  interest  of  all 
parties  should  be  the  restoration 
of  the  employee’s  health  and  his 
return  to  normal  activity  in  a rapid 
and  effective  manner. 

The  employer  should  try  to  keep 
the  worker  in  the  workplace.  Most 
injured  workers  are  not  totally 
disabled  and  with  the  proper  in- 
formation from  the  health-care 
provider,  suitable  alternative  em- 
ployment may  be  provided.  There 
are  many  reasons  to  support  this 
recommendation.  Too  much  rest 
leads  to  deconditioning  and  pro- 


longed disability.  The  longer  a 
worker  is  out,  the  harder  and  less 
likely  will  be  his  return  to  work. 
It  is  also  in  the  best  interests  of 
the  employer  to  continue  reha- 
bilitation until  the  worker  returns 
to  pre-injury  function. 

Prevention  is  better  than  cure. 
If  and  when  injury  occurs,  how- 
ever, the  involved  worker  should 
be  directed  to  a knowledgeable 
provider  who  believes  in  early  and 
aggressive  management.  The  care 
giver  must  be  accountable  to  both 
the  patient  and  the  employer  and 
provide  documentation  of  an  ob- 
jective nature.  In  order  to  function 
well,  the  workmen’s  compensa- 
tion system  will  require  rapid  res- 
olution of  questions  that  too  often 
are  delayed.  Causal  relationship, 
diagnosis,  and  work  capacity 
should  be  documented.  Prompt 
reporting  and  good  communica- 
tions are  a key  to  the  medical  and 
financial  health  of  the  injured 
worker.  Motivation  is  the  most 
important  element  in  a success- 
ful outcome  and  it  requires  con- 
siderate health  givers  as  well  as 
personal  job  satisfaction  and  em- 
ployer support. 
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Ergonomics:  A Help  in  Understanding  and 
Preventing  Cumulative  Trauma  Disorders 

Guy  Fragala,  PhD,  CSP 


Ergonomics  ...  is  defined 
as  the  scientific  study  of  the 
relationship  between  hu- 
man beings  and  their  envi- 
ronment, particularly  in  the 
workplace. 


Ergonomics,  human  factors  en- 
gineering, can  be  helpful  in  im- 
proving the  work  environment. 
The  term  ergonomics,  which 
originated  in  England,  is  defined 
as  the  scientific  study  of  the  re- 
lationship between  human  beings 
and  their  environment,  particu- 
larly in  the  workplace.  The  field 
of  ergonomics  became  a defined 
discipline  during  the  rapid  mili- 
tary build-up  of  World  War  II. 
Equipment  became  so  complex 
and  operating  speed  so  high  that 
workers  were  subjected  to  much 
stress,  resulting  in  equipment  or 
operational  failure.  It  became 
necessary  to  learn  more  about  the 
limitations  of  human  perform- 
ance and  then  to  design  opera- 
tional systems  that  would  accom- 
odate these  limitations.  The  basic 
goal  of  ergonomics  in  the  work- 
place is  to  design  operational  sys- 
tems to  fit  the  worker  rather  than 
expect  the  worker  to  adapt  to  poor 
workplace  design. 

Figure  la  shows  the  location  of 
controls  for  an  industrial  lathe  in 


Guy  Fragala,  PhD,  CSP,  is  Director 
of  Environmental  Health  and 
Safety  at  the  University  of  Mas- 
sachusetts Medical  Center, 
Worcester,  Massachusetts. 


relation  to  a typical  worker’s 
height.  Many  of  the  controls  are 
below  waist  height  and  at  more 
than  arm’s  reach  from  the  center 
of  the  workplace.  Figure  lb  de- 
picts what  a person  would  have 
to  look  like  in  order  to  possess 
the  reach  and  visual  control  ca- 
pabilities needed  to  comfortably 
operate  this  lathe. 

One  of  the  starting  points  when 
considering  the  task  of  designing 
equipment  to  fit  the  individual  is 
to  determine  limitations  of  hu- 
man strength  and  reach.  Beyond 
just  specifying  the  physical  di- 
mensions of  work  stations,  er- 
gonomics focuses  on  the  total 
workplace,  considering  comfort 
and  safety  of  the  worker  with  re- 
spect to  lighting,  noise,  heat  and 
other  environmental  conditions. 
The  design  and  placement  of  dis- 
play panels  and  machine  con- 
trols so  that  they  do  not  overstress 
worker  limitations,  must  also  be 
considered.  Simply  put,  ergo- 
nomics tries  to  make  workers  as 
comfortable  and  as  safe  as  pos- 
sible in  the  workplace  so  that  they 
can  perform  optimally  without 
being  overstressed. 

The  principles  of  ergonomics 
are  applied  in  an  attempt  to  pre- 
vent some  of  the  more  serious 
musculoskeletal  disorders  en- 


countered in  industry  today,  such 
as  back  injuries  and  cumulative 
trauma  disorders  of  the  upper  ex- 
tremities. This  article  will  focus 
on  application  of  ergonomics  as 
a preventive  intervention  aimed 
at  reducing  the  impact  of  cumu- 
lative trauma  disorders  of  the  up- 
per extremities  in  today’s  indus- 
trial environment. 

When  considering  this  group- 
ing of  occupational  injuries  we 
can  consider  a set  of  contributory 
risk  factors:' 

(1)  Work  posture 

(2)  Tool  design 

(3)  Mechanical  stresses  on  body 
parts 

(4)  Grip  force  required  to  accom- 
plish the  task 

(5)  Repetition 

(6)  Vibration 

As  the  presence  and  intensity  of 
each  of  the  above  risk  factors  in- 
creases, the  likelihood  of  cumu- 
lative trauma  disorder  type  inju- 
ries will  increase. Through 
ergonomics  it  may  be  possible  to 
eliminate  or  reduce  the  intensity 
of  one  or  more  of  the  risk  factors 
present. 

Let  us  begin  by  looking  at  pos- 
ture. The  optimum  position  for  the 
hand  and  wrist  to  assume  when 
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Figure  1 . 


(b)  Some  designers  think  that  people  are  shaped  like  this 


doing  work  is  the  natural  or  neu- 
tral position  which  is  the  position 
of  the  wrist  when  the  arm  and 
hand  hang  by  the  side  of  the  body. 
If  a work  task  requires  wrist  flex- 
ion, extension,  ulnar  deviation  or 
radial  deviation,  additional  stress 
is  placed  on  the  worker’s  arm  and 
hand.  Through  the  application  of 
the  principles  of  ergonomics,  job 
tasks  which  require  bent  wrist 
posture  are  observed  and  design 
changes  considered  which  will 
accommodate  the  worker  better. 
For  example,  a seated  operator 
feeding  components  to  a semi- 
automated  machine  may  have  to 
assume  a posture  with  an  elbow 
angle  of  about  50  degrees.  As  a 
result  the  worker’s  wrist  may  be 
in  flexion  and  ulnar  deviation.  A 
simple  adjustment  of  the  seat  al- 
lows the  angle  at  the  elbow  to 
approach  approximately  90  de- 
grees. The  90  degree  bend  at  the 
worker’s  elbow  will  allow  the  wrist 
to  assume  more  neutral  and  com- 
fortable posture  to  accomplish  the 
job  task. 

Tool  design  can  present  an- 
other risk  factor.  A task  using  a 


pair  of  pliers  may  require  the 
worker  to  bend  the  wrist  in  pal- 
mar flexion  or  ulnar  deviation  or 
both.  Figure  2 illustrates  some 
poor  occupational  postures  of  the 
wrist  due  to  the  placement  of  the 
assembly  and  repair  work  and  tool 
design.  A simple  modification  to 
this  task  would  be  to  obtain  a new 
tool  where  a bend  would  be 
placed  in  a tool  replacing  the 
bend  to  the  wrist.  For  example, 
rather  than  using  conventional 
pliers,  pliers  could  be  obtained 
with  a bend  between  the  plier  jaws 
and  the  handle  of  approximately 
120  degrees.  These  ergonomi- 
cally designed  pliers  are  illus- 
trated in  Figure  3.  The  rate  of  ten- 
osynovitis, epicondylitis  and 
carpal  tunnel  syndrome  is  much 
greater  for  those  workers  who 
used  conventional  pliers,  as  op- 
posed to  bent  pliers. 

Tool  design  can  also  contrib- 
ute to  the  third  risk  factor,  me- 
chanical stress  with  tissue 
compression.  The  handle  design 
of  a hand-tool  may  dig  into  the 
palm  and  obstruct  blood  flow  or 
the  sharp  edge  of  a work  bench 
may  compress  the  worker’s  fore- 
arm. Figure  4 illustrates  how  a 
short  pair  of  wire  clippers  is  used 
to  perform  a repair  task.  Although 
the  pliers  are  small  enough  to  get 
into  restricted  spaces  they  do  not 
extend  beyond  the  center  of  the 
palm.  As  force  is  applied  it  is 
transmitted  to  the  base  of  the 
thumb  where  nerves  and  blood 
vessels  pass  through  the  palm. 
Repeated  trauma  to  this  part  of 
the  hand  may  produce  soreness 
or  damage.  The  impact  of  me- 
chanical stress  to  the  palmar  sur- 
face can  be  reduced  through  bet- 
ter tool  design.  Consider  a simple 
tool  such  as  a screwdriver;  if  the 
length  of  the  handle  is  too  short 
it  will  push  into  the  palmar  sur- 
face of  the  worker’s  hand.  A sim- 
ple modification  extends  the 
length  of  the  tool  handle.  The  op- 
timum length  of  a screwdriver 


handle  is  approximately  five 
inches.  The  same  principle  can 
be  applied  to  the  pair  of  pliers 
shown  in  Figure  4.  Pliers  with 
short  handles  causing  palmar 
compression  can  be  improved  by 
padding  and  extending  the  han- 
dle length,  as  illustrated  in  Figure 
3.  Mechanical  stressors  caused  by 
sharp  or  hard  work  surfaces  can 
be  minimized  by  simply  padding 
the  work  surface. 

Pliers  with  short  handles 
causing  palmar  compres- 
sion can  be  improved  by 
padding  and  extending  the 
handle  length.  . . 

The  fourth  risk  factor,  required 
grip  force,  is  significant  in  con- 
tributing to  cumulative  trauma 
disorders.^  * If  a worker  must  con- 
tinuously use  excessive  force  to 
complete  a task,  fatigue  will  soon 
result. 


Figure  2.  Poor  occupational  wrist 
postures  with  conventionally  de- 
signed hand  tools. 
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Figure  3.  Ergonomically  designed  pliers;  compare  with  figure  2. 


One  factor  to  consider  with  re- 
gard to  grip  force  is  handle  span. 
Figure  5 illustrates  average  max- 
imal grip  forces  in  Newtons  and 
pounds-force  for  women  at  sev- 
eral different  grip  spans.  This  il- 
lustration demonstrates  the  inef- 
ficiencies which  develop  when 
span  is  too  small  or  too  large.  De- 
signers should  be  aware  of  opti- 
mum grip  spans  when  designing 
machine  or  process  controls. 

Redesign  of  the  work  station 
may  be  one  answer  to  reduce  re- 
quired grip  force  or  a closer  look 
at  the  manufacturing  process  may 
reveal  other  interventions  which 
can  improve  the  situation.  For  ex- 
ample, if  an  assembly  task  re- 
quires pushing  two  components 
together  the  fabrication  process 
prior  to  assembly  may  be  set  for 
a closer  tolerance  range  which 
will  then  facilitate  assembly.  A lu- 
bricant may  also  be  used  to  aid 
the  assembly  process. 

Another  reason  for  excessive 
force  requirements  may  be  that 
components  of  tools  wear  out. 
Preventive  maintenance  princi- 
ples could  be  applied  to  replace 
tool  components  prior  to  worker 
complaints.  Employees  may  also 
be  trained  in  the  application  of 


better  methods  to  reduce  the 
amount  of  grip  force  required  to 
complete  a task. 

The  fifth  risk  factor  is  repeti- 
tion. The  more  times  a motion  is 
required  in  a fixed  time  period  the 
more  stressful  it  will  be  to  the 
worker.  Traditionally,  work  rates 
have  been  set  for  incentive  sys- 
tems in  the  manufacturing  envi- 
ronment. When  workers  are  ob- 
served by  engineers  to  set  work 
rates,  consideration  may  not  be 
given  to  the  fact  that  a particular 
rate  over  number  of  weeks  can 


over-stress  body  components. 
There  are  many  ways  to  reduce 
repetition.  Some  examples  in- 
clude: job  rotation  among  work- 
ers in  a particular  department 
whereby  workers  are  involved  in 
varying  tasks  over  the  course  of 
the  workday;  process  design,  so 
that  an  individual  worker  as- 
sumes more  of  the  assembly  tasks 
for  a particular  product  thus  re- 
ducing the  repetition  of  the  same 
action;  and  scheduling  periodic 
work  breaks. 


. . . ergonomics  tries  to 
make  workers  as  comfort- 
able and  as  safe  as  possible 
in  the  workplace  so  that 
they  can  perform  optimally 
without  being  overstressed. 


The  sixth  risk  factor  is  vibra- 
tion. Vibration  from  hand-held 
tools  has  been  implicated  in  nu- 
merous hand  and  wrist  disorders 
and  many  feel  that  it  is  a major 
contributor  to  cumulative  trauma 
disorders. ^ Better  design  of 
powered  equipment  or  improved 
mounting  of  such  equipment  may 
reduce  vibration. 

While  much  has  been  learned 
about  the  risk  factors  which  con- 


Figure  4.  Poorly  designed  wire  clipper.  Note  that  when  force  is  applied,  it  is 
transmitted  to  the  base  of  the  thumb. 


January,  1990  — Vol.  1 


15 


Newtons 


I 


300 


200 


100 


Ibf 

80 


>S  60 


O) 

E 

3 

E 

X 

03 


40 


20  - 


Grip  Axis 


_L 


_L 


_L 


0 2.5  5.0  7.5  10  12.5  cm 

0 1 2 3 4 5 inches 

Handle  opening  (at  grip  axis) 

Figure  5.  The  graphic  relationship  between  the  handle  opening  at  the  grip- 
axis  of  the  tool  and  the  average  maximal  grip  force  (for  women). 


/ foresee  the  medical  com- 
munity and  the  engineering 
community  working  more 
closely  together  and  estab- 
lishing better  lines  of  com- 
munication to  provide  ef- 
fective interventions  for  the 
workplace. 


tribute  to  the  cuuiulative  trauma 
disorders  of  the  upper  extremi- 
ties, the  condition  nevertheless 
persists  and  is  a major  problem 
for  industry.  How  then  can  we 
have  some  impact  on  the  scope 
of  the  problem?  As  an  ergonom- 
ics specialists  in  the  field  of  oc- 
cupational safety  and  health,  1 
foresee  the  medical  community 
and  the  engineering  community 
working  more  closely  together 
and  establishing  better  lines  of 
communication  to  provide  effec- 
tive interventions  for  the  work- 
place. This  process  may  be  facil- 
itated through  techniques  of  job 
analysis  whereby  trained  teams 
including  physicians,  safety  and 
health  professionals,  manufac- 
turing engineers,  supervisors  and 
workers  jointly  observe  job  tasks 
and  apply  appropriate  ergonomic 
principles  to  improve  job  design. 
Video  taping  a job  will  assist  in 
the  observation  and  analysis  and 
can  provide  a good  means  for 
review  by  an  inter-disciplinary 
review  team.  As  demands  for 
quality  of  work  life  improve,  ap- 
plication of  ergonomic  principles 
to  the  workplace  will  become 
more  important,  not  only  for  con- 
trol of  cumulative  trauma  type  in- 
juries, but  also  to  improve  other 
conditions. 


Address  correspondence  to:  Di- 
rector of  Environmental  Health 
and  Safety,  UMass  Medical  Cen- 
ter, Worcester,  Massachusetts 
01655,  (508)  856-4244. 
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Panel  Discussion 


Interdisciplinary  Perspectives  on  Mechanisms 
and  Management  of  Low  Back  Pain 


David  K.  Ahern,  PhD,  Moderator 
Duane  Bishop,  MD 
Michael  J.  Follick,  PhD 
Melvyn  Gelch,  MD 
Phillip  Lucas,  MD 
John  Parziale,  MD 
William  Marras,  PhD 
Dianne  L.  Wilkin,  PhD 
Steven  Wolf,  PT,  PhD 


Chronic  low  back  pain  (CLBP)  is  one  of  the  most  pervasive  and  costly  problems  facing 
medicine  today.  In  addition  to  personal  suffering,  CLBP  accounts  for  a greatly  dispropor- 
tionate amount  of  consumer  health  care  over-utilization,  employee  absenteeism,  lowered  work 
productivity,  disability  and  compensation  payments.  Recent  research  in  the  area  has  called 
attention  to  the  complex  nature  of  the  problem  and  the  need  for  an  interdisciplinary  approach 
to  identification  and  management.  Toward  this  end,  a panel  of  health  care  professionals  with 
skill  in  the  assessment  and  treatment  of  chronic  pain  was  convened  on  November  17,  1988. 
Sponsored  by  the  Institute  for  Behavioral  Medicine  in  Providence  and  with  funding  from  the 
National  Institute  for  Neurological  Disorders  and  Stroke,  Stroke  and  Trauma  Program,  the 
purpose  of  the  panel  discussion  was  to  bring  together  clinicians  and  researchers  from 
distinctly  different  specialties  but  who  all  work  with  CLBP  patients.  Topics  of  discussion 
included  etiology,  current  status  of  medical  diagnostics  and  treatments  for  chronic  pain, 
conceptual  and  systems  issues,  and  directions  for  future  research. 


Moderator:  What  do  you  believe 
to  be  the  critical  signs  or  symp- 
toms in  a medical  examination 
which  would  suggest  the  presence 
of  disc  or  nerve  root  involvement? 

Lucas:  The  presence  of  herniated 
disc  or  nerve  root  irritation  is 
probably  the  easiest  of  all  diag- 
noses to  make  for  the  physician 
treating  individuals  with  lower 
back  pain.  One  can  often  spot  the 
individual  with  such  a symptom 
complex  as  he/she  walks  into  the 
examining  room,  and  very  often 
the  history  gives  the  diagnosis. 
The  major  complaint  is  that  of  leg 
pain,  weakness  or  numbness.  Any 
or  all  of  these  symptoms  can  be 


present  with  nerve  root  compres- 
sion. 

There  are  two  groups  of  pa- 
tients that  we  see  with  nerve  root 
involvement:  A younger  group, 
aged  20  to  40,  that  present  with 
leg  pain  secondary  to  a herniated 
disc,  and  an  older  group,  aged  50 
and  beyond,  who  present  with  leg 
pain  secondary  to  spinal  steno- 
sis. Their  complaints  are  differ- 
ent. The  younger  group  com- 
plains of  leg  pain,  and  may  also 
complain  of  numbness  and 
weakness.  Pain  is  exacerbated  by 
standing  or  sitting.  Relief  can 
often  be  found  in  a reclined  po- 
sition. Symptoms  begin  acutely, 
often  preceded  by  back  pain,  but 


very  often  when  the  leg  pain  be- 
gins the  back  pain  disappears. 
The  older  group  with  spinal  ste- 
nosis generally  complains  of  an 
achiness  or  weakness  in  the  legs 
which  is  present  with  standing 
and  walking  and  is  relieved  by  sit- 


ABBREVIATIONS  USED: 

CLBP:  Chronic  low  back  pain 
CME:  Continued  medical  edu- 
cation 

CT:  Computerized  tomography 
EMC:  Electromyography 
MRl:  Magnetic  resonance 
imagining 

TNS:  Transcutaneous  nerve 
stimulation 
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ting  down,  much  the  opposite  of 
the  patient  with  an  acute  disc  her- 
niation. The  leg  symptoms  are 
differentiated  from  those  of  vas- 
cular claudication  in  that  the  pa- 
tient with  spinal  stenosis  needs 
to  sit  down  to  get  relief.  He  or  she 
cannot  stop  walking  or  stand  still. 

On  physical  examination,  the 
younger  patient  generally  will  re- 
port excruciating  pain  and  show 
marked  restriction  in  spinal  mo- 
bility. He  or  she  more  often  will 
show  neurological  deficit  on  ex- 
amination of  the  extremities,  with 
decrease  in  sensation,  weakness, 
and  reflex  changes,  and  radiating 
pain  with  straight  leg  raise.  The 
patient  with  spinal  stenosis  may 
show  some  spinal  restriction,  but 
generally  this  is  in  extension 
rather  than  flexion  of  the  spine 
and  the  physical  exam  is  remark- 
able only  in  the  paucity  of  find- 
ings. Generally  there  is  no  evi- 
dence of  neurological  deficit.  In 
a classic  picture  of  nerve  root  in- 
volvement either  due  to  stenosis 
or  disc  herniation,  diagnostic 
studies  such  as  a CT  scan,  MRl 
or  myelogram  should  only  con- 
firm the  diagnosis  arrived  at  on 
the  basis  of  the  history  and  ex- 
amination. It  is  very  rare  to  have 
a false  negative  diagnostic  test  in 
a patient  with  nerve  root  involve- 
ment. On  the  other  hand,  patients 
with  minimal  clinical  findings 
may  have  notable  abnormalities 
on  their  CT  scan,  myelogram  or 
MRl  which  may  not  be  clinically 
significant.  One  must  always  keep 
in  mind,  especially  in  the  surgical 
treatment  of  back  pain  and  nerve 
root  involvement,  to  treat  the  pa- 


Dauid K.  Ahem,  PhD,  is  Director 
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havioral Medicine  and  Clinical 
Assistant  Professor  with  the  De- 
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tient  based  on  presentation  of 
symptom  rather  than  solely  on  the 
basis  of  diagnostic  tests. 

Moderator:  What  are  the  indi- 
cations for  surgical  intervention 
in  chronic  low  back  pain? 

Gelch:  First,  there  is  a major 
problem  with  the  phrase  “low 
back  pain.”  I don’t  treat  “low  back 
pain”  per  se.  1 am  a surgeon  and 
operate  for  radiculopathy,  that  is, 
pain  that  radiates  down  the  back 
and  side  of  the  leg  along  the  dis- 
tribution of  the  sciatic  nerve.  Low 
back  pain  can  occur  because  of 
surgically-correctable  conditions 
such  as  slippage  of  bones,  spon- 
dylosis or  spondylolisthesis.  Rad- 
iculopathy can  arise  from  tuber- 
culosis or  a metastatic  process. 
Finally,  low  back  pain  can  be  sec- 
ondary to  instability  of  the  spine 
because  of  some  injury.  If  the 
spine  were  all  vertebrae,  that  is, 
all  bone,  an  individual  wouldn’t 
be  able  to  bend  at  all.  The  spinal 
column  is  a flexible  rod  that  per- 
mits bending  and  twisting.  But 
where  there’s  movement,  partic- 
ularly flexion,  there  is  a signifi- 
cant amount  of  force  or  pressure 
applied  to  the  spinal  column.  For 
example,  if  an  individual  bends 
over  to  lift  an  object,  there  is  a 
tremendous  acute  pressure 
placed  on  the  discs  and  the  lig- 
aments around  them.  And  so 
when  an  individual  tears  a liga- 
ment somehow,  the  disc  dis- 
places. When  a disc  becomes 
displaced  it  pinches  the  nerve, 
transmitting  pain  down  through 
the  buttocks,  legs,  and  occasion- 


Duane Bishop,  MD,  is  Chief  of  Re- 
habilitation Psychiatry  at  Rhode 
Island  Hospital  and  Associate 
Professor  with  the  Department  of 
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ally  the  groin.  By  examining  the 
pattern  of  pain  distribution,  the 
clinician  can  identify  the  level  of 
the  involved  disc. 

In  my  practice  1 treat  patients 
who  have  leg  pain  secondary  to 
nerve  compression.  Those  who 
have  low  back  pain  symptoms 
only  are  more  appropriately 
treated  conservatively.  In  those 
cases  of  low  back  pain  secondary 
to  spinal  instability,  an  or- 
thopedic surgeon  such  as  Dr  Lu- 
cas, who  understands  the  me- 
chanics of  the  back,  would  be  the 
most  appropriate  treating  physi- 
cian. On  the  other  hand,  if  the  low 
back  pain  is  derived  from  trigger 
points  or  lumbosacral  or  sacro- 
iliac joints,  a physiatrist  such  as 
Dr  Parziale  would  be  the  most  ap- 
propriate. 

Low  back  pain  is  really  only  a 
description  and  not  a diagnosis. 
A patient  either  has  low  back  pain 
secondary  to  a specific  working 
diagnosis  or  sciatica.  If  a patient 
has  sciatica,  he/she  may  require 
neurosurgical  evaluation  to  rule 
out  multiple  sclerosis,  herpes 
zoster,  or  diabetes  affecting  the 
nerve,  and  neurosurgical  inter- 
vention may  be  required. 

Moderator:  Dr  Gelch  has  raised 
some  interesting  points.  The  def- 
inition of  terms  is  important  to 
discuss.  Dr  Follick,  would  you 
differentiate  acute  and  chronic 
pain  conditions,  and  what  the  im- 
plications are  for  treatment  of 
these  two  types  of  pain  problems? 

Follick:  A clear  distinction  must 
be  made  between  acute  and 
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chronic  pain.  In  the  context  of  an 
acute  pain  problem,  the  pain  per 
se  is  considered  as  a symptom. 
Acute  low  back  pain  is  the  phrase 
used  to  describe  pain  that  is  less 
than  three  months  in  duration  and 
typically  is  related  to  some  injury. 
When  considering  chronic  pain, 
the  situation  is  quite  different. 
Pain  is  not  necessarily  viewed  as 
a symptom  but  rather  often  times 
is  the  primary  problem.  Chronic 
pain,  in  contrast  to  acute  pain,  is 
a complex  phenomenon  com- 
prised of  sensory,  affective  and 
evaluative  components.  Chronic 
pain  is  usually  experienced  daily 
and  is  pain  that  has  persisted  for 
an  inordinately  long  period  of 
time,  usually  six  months  or  more, 
despite  repeated  medical  inter- 
ventions. 

The  mechanisms  involved  in 
the  maintenance  of  chronic  pain 
are  hypothesized  to  be  different 
than  those  for  acute  pain.  In  the 
case  of  chronic  pain,  psychoso- 
cial and/or  environmental  factors 
are  considered  to  have  a major 
influence  on  the  clinical  picture. 
Hence,  treatment  of  chronic  pain 
needs  to  be  different  than  the 
treatment  employed  for  an  acute 
pain. 

Moderator:  Returning  to  the 
question  of  diagnosis,  recently  the 
field  of  medicine  has  witnessed 
major  advances  in  technology. 
Diagnostic  techniques  have  im- 
proved considerably  with  mag- 
netic resonance  imaging  (MRl) 
perhaps  as  the  best  example.  Dr 
Parziale,  what  additional  infor- 
mation does  MRl  provide  beyond 
Computerized  Tomography  (CT)? 
Also,  would  you  comment  on 
other  techniques  that  are  now 
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available  for  the  diagnosis  of  low 
back  disorders? 

Parziale:  Magnetic  resonance 
imaging  (MRl)  allows  excellent 
visualization  of  anatomy.  It  has 
certain  specific  advantages  over 
CT,  especially  when  evaluating 
soft  tissues.  With  MRl  the  clini- 
cian can  examine  the  saggital 
plane  quite  clearly,  something 
that  is  often  difficult  to  do  with 
CT.  Additionally,  the  hydration 
status  of  a disc  can  be  evaluated 
by  MRl  more  readily  than  with  CT. 
This  aspect  of  MRl  is  important 
because  in  some  disc  syn- 
dromes, a dehydrated  disc  can  in 
itself  be  a source  of  pain  where 
a well-hydrated  disc  is  less  likely 
a source  of  discomfort.  MRl  can 
help  in  differentiating  between  fi- 
brosis, hematoma,  recurrent  disc, 
and  the  patient  who  has  a failed 
back  surgery  syndrome.  A neu- 
rosurgeon would  be  less  likely  to 
operate  upon  a person  who  pre- 
viously had  back  surgery  if  they 
were  operating  upon  scar  tissue 
only,  since  pain  will  most  likely 
recur.  If  pain  is  related  to  a re- 
current disc,  that  surgeon  might 
be  more  likely  to  reoperate.  MRl 
allows  good  visualization  of  the 
spinal  cord  and  the  spinal  nerve 
root  without  intrathecal  contrast. 
The  sensitivity  of  the  examination 
can  be  enhanced  by  weighing  it 
differentially  using  T1  and  T2 
weights.  That  along  with  para- 
magnetic agents  such  as  TV  ga- 
dolinium can  dramatically  im- 
prove the  contrast  between  the 
various  soft  tissue  structures.  An- 
other advantage  of  MRl  over  CT 
is  that  MRl  does  not  result  in  any 
radiation  exposure.  CT  still  has 
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an  important  place  in  evaluation 
of  the  patient  with  low  back  pain. 
In  particular,  CT  is  very  good  at 
examining  bony  structures.  For 
fracture,  displacement,  or  arthri- 
tis, CT  is  the  preferable  tech- 
nique. 

Is  there  still  a place  for  mye- 
lography? Clearly,  there  is,  but  the 
role  of  myelography  will  be 
changing  as  we  become  more  fa- 
miliar with  MRl  techniques.  Yet 
MRl  is  not  without  drawbacks.  The 
MRl  gantry  is  a narrow  tunnel,  and 
some  patients  become  claustro- 
phobic during  testing.  Also,  MRl 
has  certain  contraindications 
such  as  its  use  with  patients  who 
have  pacemakers  or  metallic  im- 
plants. 

Plain  film  X-rays  have  been 
used  for  many  years  and  continue 
to  be  valuable  as  part  of  a base- 
line evaluation  for  low  back  pain. 
Thermography  has  been  advo- 
cated by  some  although  the  re- 
producibility of  the  thermograph 
remains  in  question;  thermogra- 
phy is  not  considered  a particu- 
larly reliable  diagnostic  test  at  the 
present  time.  Electro-diagnostic 
studies  such  as  EMG  and  nerve 
conduction  studies  can  give  ex- 
cellent information  about  the  in- 
tegrity of  the  nervous  system.  Ei- 
nally,  somatosensory  evoked 
potentials  reveal  the  function  of 
the  spinal  cord.  To  summarize,  a 
variety  of  diagnostic  techniques 
and  studies  as  well  as  local  in- 
jections and  bone  scans  are  avail- 
able to  help  the  clinician  diag- 
nose the  causes  of  acute  and 
chronic  low  back  pain. 

Moderator:  There  is  some  excit- 
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ing  work  being  done  now  in  the 
area  of  the  biomechanics  of  the 
lumbar  spine.  I would  like  to  pose 
this  question  to  Dr  Marras  first  and 
then  ask  Dr  Wolf  to  comment  as 
well.  Dr  Marras,  in  your  opinion, 
what  are  the  critical  biomechan- 
ical factors  in  low  back  pain? 

Marras:  Before  1 describe  the  bio- 
mechanical factors  involved  in 
low  back  pain,  first  let  me  give 
you  a brief  overview  of  the  way  1 
perceive  the  world.  1 like  to  divide 
the  world  up  into  both  internal 
and  external  forces.  External 
forces  are  those  forces  against 
which  gravity  works.  In  other 
words,  if  I’m  going  to  lift  a box, 
the  force  of  gravity  opposes  the 
lift.  Internal  forces,  on  the  other 
hand,  are  the  muscular  reactions 
to  external  forces  and  these  can 
often  become  quite  strong,  as  Dr 
Gelch  had  mentioned.  It  is  im- 
portant to  look  at  the  muscular 
involvement  and  that  is  often  re- 
flected by  the  motion  of  the  back. 
I would  like  to  come  back  to  this 
point. 

Wolf:  It’s  remarkable  that  most  of 
the  low  back  pain  patients  we  see 
don’t  have  clear  discogenic  prob- 
lems, nor  is  there  clear  evidence 
of  radiculopathy.  Thus,  we  have 
learned  to  ask  a patient  the  crit- 
ical question,  “What  activities  ex- 
acerbate your  pain  and  then  show 
us  those  activities?”  This  ques- 
tion begins  to  address  the  bio- 
mechanical aspects  of  low  back 
pain.  We  thought  several  years 
ago  that  one  gained  insight  to- 
ward understanding  the  aberra- 
tions in  movements  in  low  back 
pain  patients  by  evaluating  bilat- 
eral paraspinal  electromyo- 
graphic activity  to  see  how  these 
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mirror-imaged  muscles  move  rel- 
ative to  one  another.  While  this 
approach  has  provided  some  in- 
sight into  abnormal  movements 
when  compared  to  normal  pat- 
terns, and  also  provided  the  basis 
for  certain  training  and  treatment 
strategies,  it  has  not  been  the  rev- 
elation that  some  clinicians  would 
have  liked.  This  is  not  surprising 
when  we  consider  the  complexity 
of  the  anatomy  of  the  lower  back. 
Presumably,  most  low  back  pain 
problems  will  govern  the  L4-L5  or 
L5-S1  vertebrae  interspaces,  and 
if  we  consider  each  as  the  mini- 
mum of  four  joints,  and  each 
moved  by  seven  pairs  of  muscles 
on  each  side  of  the  back,  then  any 
mechanical  factors  that  produce 
an  aberration  in  alignment  can 
cause  a change  in  the  relative  ac- 
tivity or  tension  in  those  muscles. 
As  a result,  there  will  be  unequal 
pull  upon  the  various  bones.  In 
turn,  this  excessive  muscle  ten- 
sion can  serve  to  reinforce  the 
misalignment,  thus  leading  to  fur- 
ther pain. 

A more  exciting  and  promising 
approach  to  examining  the  im- 
portance of  biomechanical  fac- 
tors is  still  in  its  infancy,  and  al- 
though we  have  touched  upon  this 
approach  in  recent  years  1 think 
we  are  going  to  hear  a lot  more 
about  it.  This  approach  de-em- 
phasizes  electromyographic 
analysis  and  rather  concentrates 
on  kinematics;  that  is,  the  indi- 
vidual’s ability  to  move  through 
three  planes  during  dynamic  ac- 
tivities. There  is  accumulating 
evidence  that  kinematics  may  be 
a far  more  sensitive  indicator  of 
aberrations  of  movement  in  terms 
of  pain  than  electromyography. 

Marras:  1 agree  totally  with  Dr 
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Wolf.  Given  my  perspective  as  a 
biomechanicist,  1 want  to  deter- 
mine what  the  low  back  muscles 
are  doing  to  produce  that  force 
outside  the  body  during  dynamic 
movements.  I think  of  this  proc- 
ess in  terms  of  a transfer  function. 
What  I mean  by  that  is  input  ver- 
sus output.  In  other  words,  1 want 
to  know  what  those  muscles  have 
to  do  to  supply  that  counter  force 
so  as  to  maintain  spinal  equilib- 
rium. As  Dr  Gelch  mentioned,  a 
particular  lift  may  result  in  2000 
lbs  of  force  exerted  on  I he  lumbar 
spine.  From  a biomechanical 
viewpoint,  if  an  individual  is 
holding  100  lbs  some  distance 
from  the  body,  say  a foot  or  two 
away,  then  a moment  around  the 
spine  has  been  created  which  will 
be  equivalent  to  the  force  times 
the  distance.  That  moment  must 
be  counteracted  by  another  mo- 
ment, which  is  supplied  by  the 
muscle  position  relative  to  the 
spine.  However,  that  muscle  is 
only  an  inch  or  two  away  from 
the  spine,  so  the  forces  have  to 
be  very,  very  great  which  is  why 
there  can  be  2000  lbs  of  pressure 
on  the  spine.  As  Dr  Wolf  men- 
tioned, there  are  several  ways  to 
evaluate  the  forces  on  the  lumbar 
spine.  One  method  involves  elec- 
tromyography to  determine  the 
amount  of  activity  required  to 
produce  the  necessary  counter- 
force to  the  forces  outside  the 
body.  Another  method  involves 
determining  the  net  sum  of  that 
muscle  activity,  which  is  often  re- 
flected in  motion  patterns  around 
the  spine.  In  our  laboratory,  we 
have  done  studies  that  have  dem- 
onstrated that  there  are  dramatic 
differences  in  the  motion  patterns 
of  individuals  who  are  suffering 
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from  chronic  low  back  disorders 
as  compared  to  controls.  1 think 
that  motion  patterns  are  our  “win- 
dow to  the  world.”  This  biome- 
chanical approach  determines 
exactly  how  all  these  muscles  op- 
erate. However,  there  needs  to  be 
a word  of  caution.  Presently,  there 
are  a number  of  back  testing  ma- 
chines available  on  the  market 
that  measure  these  types  of  bio- 
mechanical parameters.  It  is  very 
important  to  determine  the  net 
sum  of  the  muscle  activity  during 
dynamic  movement.  Several  ma- 
chines claim  they  measure  veloc- 
ity parameters  and  motion  com- 
ponents yet  these  machines  may 
alter  the  motion  so  much  that  the 
clinician  is  no  longer  evaluating 
what  the  person  has  naturally  de- 
veloped over  a lifetime  of  pro- 
grammed learning  of  recruitment 
of  those  muscles.  Several  ma- 
chines control  the  velocity  of 
movement,  which  may  be  desir- 
able when  examining  electro- 
myography. 

If  the  clinician  is  interested  in 
examining  the  net  sum  of  motion 
then  the  types  of  machines  de- 
scribed above  are  not  necessarily 
appropriate.  There  are  other  ma- 
chines that  let  you  use  motion  pa- 
rameters as  a dependent  mea- 
sure. The  person  is  placed  in  a 
chair  and  then  moved  around  in 
different  planes.  The  motion  pat- 
terns or  the  motion  components 
are  observed  and  analyzed  for 
those  with  and  without  back 
problems.  However,  this  type  of 
machine  also  has  limitations  be- 
cause the  mechanics  of  the  de- 
vice may  alter  the  motion  of  the 
back  significantly.  Usually  the  up- 
per harness  of  these  types  of  de- 
vices may  weigh  anywhere  from 
30  to  50  lbs  which  create  huge 
moments  of  inertia.  Thus,  when 
an  individual  pushes  against  the 
device,  the  mass  begins  to  move 
and  will  continue  to  move  by  it- 
self even  when  the  individual 
stops  pushing  against  it.  Clearly, 


the  clinician  should  carefully 
consider  the  advantages  and  dis- 
advantages of  the  various  types  of 
machines,  and  the  purpose  for 
which  it  is  intended,  prior  to  mak- 
ing a purchase. 

Moderator:  Dr  Follick  alluded  to 
the  role  of  psychosocial  factors 
in  pain  syndromes,  especially  as 
the  transition  occurs  from  acute 
to  subacute,  and  ultimately 
chronic  pain.  First,  Dr  Bishop, 
what  is  the  role  of  testing  for  or- 
ganic signs  when  evaluating  low 
back  pain?  And  second,  to  what 
extent  should  the  presence  of  sig- 
nificant emotional  and  psycho- 
social difficulties  alter  the  medi- 
cal approach  to  both  assessment 
and  treatment? 

Bishop:  Clearly  clinicians  need 
to  conduct  a careful  assessment 
of  the  psychosocial  components. 
There  is  compelling  evidence  that 
psychosocial  factors  are  ex- 
tremely important  in  the  devel- 
opment of  persistent  pain  con- 
ditions. George  Engel  and  a 
number  of  other  researchers 
promulgated  the  concept  of  the 
pain-prone  individual.  This  re- 
search has  suggested  that  a num- 
ber of  factors,  in  particular,  in- 
dividuals with  a background  of 
inordinate  feelings  of  guilt,  with 
a marginal  adjustment  to  life  and 
a high  degree  of  problems,  strong 
aggressive  drives  and  those  who 
experience  loss  or  even  the  threat 
of  loss  are  prone  to  developing 
persistent  pain  problems. 

Other  researchers  have  docu- 
mented physical  and  sexual  abuse 
in  the  backgrounds  of  individuals 
with  chronic  pain.  They  claim  that 
these  individuals  have  led  mis- 
erable lives  and  are  depressed. 
However,  the  research  evidence 
suggests  that  most  often  depres- 
sion associated  with  chronic  pain 
is  qualitatively  different  than  ma- 
jor affective  illness.  Thus,  we  can- 
not claim  that  pain  is  simply  a 


symptom  of  an  underlying  major 
depression. 

From  a clinical  perspective,  the 
psychosocial  examination  will 
help  the  clinician  make  judg- 
ments about  the  course  of  treat- 
ment, which  is  a clinically  im- 
portant issue.  It  is  also  generally 
acknowledged  that  a central  psy- 
chosocial component  of  chronic 
pain  is  depression.  It  is,  there- 
fore, important  to  determine  the 
extent  of  depressive  symptoms. 
For  example,  does  the  individual 
present  with  a history  of  chronic 
depressive  symptoms  or  a depres- 
sive personality?  Perceive  the 
glass  as  being  half  empty  rather 
than  half  full?  Is  the  depression 
reflective  of  a psychiatric  disor- 
der? The  presence  of  a chronic 
medical  condition  does  not  pre- 
clude the  presence  of  a concom- 
itant psychiatric  disorder.  Does  it 
represent  an  adjustment  to  some 
chronic  marital  or  family  dys- 
function, with  an  exacerbation  of 
personality  features  as  a result? 
And  last,  but  not  least,  is  the  pain 
a result  of  depression  secondary 
to  the  medication  syndrome  these 
patients  often  develop,  the  “junk 
syndrome”  of  multiple  medica- 
tions? The  clinician  must  sort  out 
these  etiological  factors,  and  re- 
member that  in  a given  patient 
several  of  them  may  be  active. 

Another  approach  is  to  con- 
sider different  models,  for  ex- 
ample, a social  learning  theory 
point  of  view.  Do  operant  or  re- 
inforcement factors  account  for 
pain  complaints  and  behavior? 
Classical  conditioning  is  also  an 
important  paradigm  to  consider. 
Patients  frequently  come  to  hos- 
pitals or  treatment  centers  and 
have  negative  experiences  be- 
cause of  unpleasant  procedures, 
such  as  myelograms,  and  they 
may  develop  a conditioned  fear 
as  a result.  These  fears  may  per- 
sist and  lead  to  full-blown  pho- 
bias. Many  of  these  patients  have 
more  phobias  than  we  realize. 
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Also,  modeling  is  an  important 
process  by  which  patients  learn 
to  respond  to  pain  and  illness.  It 
is,  therefore,  important  to  deter- 
mine whether  these  individuals 
have  been  exposed  to  family 
members  or  other  individuals  who 
suffered  from  pain  or  other  dis- 
abling conditions  and  how  they 
handled  it.  Hence,  if  we  examine 
the  patient  from  a social  learning 
point  of  view,  and  find  positive 
evidence,  then  this  information 
will  help  to  determine  the  kind  of 
treatment  to  be  provided. 

The  second  model  is  adaptation. 
As  clinicians  we  often  overlook 
the  individual’s  preferred  coping 
strategy.  Some  people-read  books 
when  they  get  upset,  some  peo- 
ple go  out  and  chop  wood.  If 
you’re  a wood  chopper,  and  you 
develop  a chronic  back  condi- 
tion, you  not  only  have  the  back 
problem,  but  you  have  lost  your 
coping  strategy,  whereas  the  per- 
son who  reads  the  books  may  ac- 
tually be  able  to  make  use  of  that 
activity  to  overcome  or  modulate 
the  pain  problem.  The  other  as- 
pect to  consider  within  the  ad- 
aptation model  is  the  presence  of 
maladaptively  used  defense 
mechanisms.  For  example,  is  the 
individual  someone  who  tends  to 
somaticize,  ie,  express  distress  in 
physical  symptoms,  overly  focus 
on  bodily  functions  or  displace 
conflicts  onto  their  body? 

To  summarize,  there  are  many 
psychosocial  contributions  to 
chronic  pain  and  several  models 
we  can  use  to  assess  them.  We 
need  to  evaluate  carefully  in  or- 
der to  choose  the  most  appropri- 
ate treatment. 

Moderator:  The  assessment  of 
low  back  pain  is  compounded 
further  by  the  fact  that  there  are 
significant  socioeconomic  impli- 
cations when  an  assessment  is 
conducted  of  a chronic  pain  pa- 
tient. The  terms  that  describe  lim- 
itations are  not  understood  clearly 


and,  consequently,  often  con- 
fused. Dr  Parziale,  would  you 
comment  on  and  distinguish 
among  the  terms  impairment, 
disability  and  handicap? 

Parziale:  The  terminology  is  often 
misused  in  clinical  practice.  The 
World  Health  Organization  has 
developed  standard  definitions  for 
impairment,  disability  and  hand- 
icap. Impairment  is  an  abnor- 
mality of  psychological,  anatom- 
ical or  physiological  function. 

Disability  is  a loss  of  functional 
capacity  at  an  individual  level. 
Handicap  is  the  resultant  disad- 
vantage of  the  disability  which  can 
take  various  forms.  It  can  assume 
socioeconomic,  vocational,  or 
cultural  forms.  Let  me  give  you 
an  example  of  how  these  terms 
may  be  distinguished.  A young 
man  presents  with  spondylosis  or 
spondylolisthesis  in  his  lumbar 
spine  found  on  routine  X-rays. 
That  individual  may  be  sympto- 
matic or  asymptomatic.  If  he’s 
asymptomatic,  he  has  an  impair- 
ment; there  is  a structural  abnor- 
mality, but  there  is  no  resultant 
disability.  If  this  man  is  sympto- 
matic, he  may  have  very  little  dis- 
ability if  he  is  employed  in  a fairly 
sedentary  type  of  job  and  has  the 
types  of  coping  strategies  that  Dr 
Bishop  spoke  about  for  his  pain 
problem.  On  the  other  hand,  if 
this  individual  is  a professional 
football  player  who  has  signifi- 
cant pain  from  this  impairment  of 
his  lumbar  spine,  he  may  have 
significant  disability  which  will 
then  give  rise  to  a resultant  hand- 
icap. He  may  not  be  able  to  pur- 
sue his  vocation,  which  would 
then  lead  to  a cultural  and  soci- 
oeconomic hardship. 

Moderator:  I’d  like  to  shift  our 
focus  now  to  treatment  questions 
and  ask  Dr  Gelch,  what  are  the 
criteria  for  surgical  interventions 
following  an  initial  laminectomy? 


Gelch:  As  a neurosurgeon.  I’d  like 
to  comment  first  about  the  eval- 
uation of  psychological/psychi- 
atric problems  in  this  population. 
There  is  no  question  that  chronic 
pain  is  very  commonly  associ- 
ated with  depression.  Many  of  the 
medications  used  for  pain  such 
as  Percodan  may  mask  an  un- 
derlying depression.  But  my  ex- 
perience as  a neurosurgeon  for 
many  years  has  made  me  aware 
of  the  potential  for  a neurophy- 
siologic basis  for  depression  in 
these  patients.  For  many  years,  1 
had  performed  a lumbar  laminec- 
tomy for  a pinched  nerve  which 
relieved  leg  pain  but  the  patient 
would  be  discharged  with  de- 
pressive symptoms.  For  the  past 
4-5  years.  I’ve  been  prescribing 
high  doses  of  steroids  post-op- 
eratively  to  address  these  symp- 
toms, with  favorable  results.  In 
many  cases,  the  depression  re- 
solves within  24  hours.  In  these 
cases,  the  depression  is  not  solely 
functional  but  rather  the  fact  that 
the  chronic  pain  produces  adre- 
nal insufficiency.  Often  times  now 
when  we  conduct  a workup  for 
depression  in  the  hospital,  we  de- 
termine ACTH  levels  and  perform 
other  hormonal  tests  to  deter- 
mine if  there  is  any  underlying 
physical  cause.  It  is  my  opinion 
that  many  of  these  people  with 
chronic  pain,  because  of  the 
stressful  nature  of  the  condition, 
develop  adrenal  insufficiency. 
These  patients  become  de- 
pressed and  slow  down  in  their 
activities.  In  turn,  they  become  so 
concentrated  on  their  back  pain 
and  problems  because  they  are 
afraid  of  more  pain  that  they  de- 
velop a chronic  pain  syndrome 
which  then  becomes  very  com- 
plicated. So  it  is  important  to  rule 
out  any  physiologic  basis  for  the 
depression  that  might  be  correct- 
able. 

As  1 mentioned  earlier,  surgery 
is  indicated  only  if  there  is  evi- 
dence of  radiculopathy.  There  are 
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only  two  types  of  disc  that  are  op- 
erative. One  of  the  two  types  of 
disc  is  called  the  ruptured  disc, 
that  is,  a disc  that  literally  breaks 
into  pieces,  like  a “volcano  erupt- 
ing.” It’s  not  a herniated  disc,  it’s 
not  a slipped  disc,  it’s  not  a bulg- 
ing disc.  In  a published  study  in 
the  Journal  of  Spinal  Disorders, 
researchers  at  the  University  of 
Pennsylvania  and  Pennsylvania 
Hospital  conducted  a retrospec- 
tive study  on  their  patients  who 
were  carefully  selected  for  and 
underwent  surgery.'  They  claimed 
that  95  per  cent  of  these  patients 
experienced  good  to  excellent  re- 
sults from  lumbar  disc  surgery. 
Clearly,  careful  screening  and  se- 
lection is  crucial  to  achieve  this 
high  a success  rate.  The  second 
type  of  disc  is  one  that  becomes 
displaced  beneath  what  is  called 
a posterior  longitudinal  ligament. 
These  are  ligaments  that  keep  this 
soft,  spongy  material  in  place.  If 
a tear  occurs  the  disc  can  then 
come  out  through  the  ligament. 
Oftentimes  a disc  comes  out  be- 
neath the  ligament  over  the  bone 
and  cannot  get  back  into  place. 
It  is  likely  that  there  are  discs  that 
“slip  out  and  slip  in”  and  this 
process  is  one  of  exacerbation 
and  remission  of  pain.  Indeed, 
most  individuals  with  acute  pain 
get  better  regardless  of  the  treat- 
ment provided.  But  we  do  know 
that  there  are  two  types  of  disc, 
the  ruptured  disc  that  breaks  into 
pieces  and  the  incarcerated  disc 
which  is  displaced  and  pinches 
a nerve  to  the  extent  that  the  body 
cannot  accommodate.  One  can 
observe  that  the  lumbar  spine  be- 
comes flatter,  with  a disappear- 
ance of  lumbar  lordosis  in  these 
patients.  That  is  nature’s  way  of 
moving  the  disc  away  from  the 
nerve.  It  causes  a flattening  of  the 
back.  But  there  is  a limit  to  what 
the  body  can  do  to  accommodate 
to  a disc  that  is  displaced  and 
compressing  a nerve.  So  we  do 
operate  only  for  those  two  types 


of  discs.  Ordinarily,  further  explo- 
ration is  not  appropriate.  The  di- 
agnostic techniques  that  are 
available,  as  Dr  Parziale  noted,  are 
quite  good.  With  the  combination 
of  CT,  MRl,  and  myelography,  one 
you  can  obtain  as  high  as  97-98 
per  cent  diagnostic  accuracy. 
However,  these  tests  can  be 
costly.  Most  importantly,  the 
physical  examination  is  essential 
in  determining  whether  or  not  a 
patient  is  likely  to  be  a candidate 
for  surgery.  The  techniques  noted 
above  are  then  used  to  confirm 
the  diagnosis  and  help  pinpoint 
the  exact  location  of  the  defect. 
With  regard  to  repeat  surgery,  an 
operation  should  not  be  per- 
formed solely  to  remove  scar  tis- 
sue because  it  simply  will  recur. 
When  you  cut  scar  tissue,  what 
do  you  leave  behind?  You  leave 
blood.  What  does  blood  form? 
Blood  forms  scars.  Basically 
you  would  never  operate  just  for 
scar  tissue.  However,  there  are 
cases  where  a bone  compresses 
the  nerve  root.  In  these  cases,  a 
second  and  even  third  operation 
may  be  necessary.  Some  patients 
do  improve  with  a second  oper- 
ation, between  five  and  ten  per 
cent,  but  as  is  the  case  for  initial 
surgery,  one  has  to  be  very  careful 
that  there  is  a clear  disc  problem 
and  not  simply  scar  tissue.  Un- 
fortunately, if  a nerve  has  been 
compressed  for  some  time,  alter- 
ations in  the  nerve  can  occur  that 
may  never  be  correctable,  even 
with  decompression. 

Moderator:  As  an  alternative  to 
surgery,  a number  of  treatments 
have  been  developed.  Dr  Parzi- 
ale, would  you  comment  on  the 
different  non-invasive  treatments 
available  for  chronic  low  back 
pain? 

Parziale:  Actually,  there  are  many 
treatments  that  should  be  consid- 
ered for  low  back  syndromes  prior 
to  performing  surgery.  Generally, 


it  is  acknowledged  and,  1 believe 
most  surgeons  would  agree,  that 
there  are  relatively  few  and  fairly 
discreet  indications  for  low  back 
surgery.  Surgical  intervention  is 
often  restricted  to  problems  such 
as  changes  in  bladder  function, 
acute  pain  that  has  been  caused 
by  severe  tissue  compression  and 
progressive  neurologic  deficit. 
Typically,  the  CLBP  patient  that 
we  would  see  in  our  Rehabilita- 
tion Medicine  Practice  is  one  who 
does  not  have  these  specific  clin- 
ical signs.  Treatment  may  begin 
with  an  education  program,  usu- 
ally coupled  with  a low  back  ex- 
ercise program.  If  radiculopathic 
changes  have  led  to  weakness  in 
the  lower  extremity,  then  usually 
lower  extremity  exercises  are  pro- 
vided as  well.  The  type  of  low  back 
exercise  that  is  recommended 
may  vary  from  institution  to  insti- 
tution and  therapist  to  therapist. 
There  is  good  evidence  though 
that  for  many  individuals  who 
present  with  acute  or  subacute 
low  back  pain,  extension  exer- 
cises, such  as  the  McKenzie  tech- 
niques, can  be  very  effective  in 
reducing  discomfort.  Williams 
flexion  exercises  have  been  pre- 
scribed routinely  for  low  back 
pain  and  are  appropriate  for  many 
patients.  Traction  is  often  applied 
to  theoretically  reduce  the  ten- 
sion upon  the  disc  to  the  point 
where  actual  distraction  of  the  two 
bodies  is  achieved.  Substantial 
force  needs  to  be  applied  to  ac- 
complish this  objective,  in  the 
range  of  50  per  cent  of  body 
weight,  and  the  force  has  to  be 
applied  to  the  pelvis  keeping  the 
upper  torso  fairly  stable.  Conse- 
quently, traction  is  difficult  to  ap- 
ply consistently  well  and  may 
produce  additional  pain.  Ultra- 
sound has  been  used  to  heat  soft 
tissues,  but  may  be  ineffective  in 
many  conditions.  In  cases  of 
small  tumor  or  prior  laminectomy 
ultrasound  is  actually  contrain- 
dicated because  of  the  potential 
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for  additional  damage.  Superfi- 
cial heat  can  be  effective  at  re- 
ducing paraspinal  muscle 
spasms.  Ice  treatments  may  be 
used  for  the  same  reason.  The 
other  treatments  that  are  applied 
in  addition  to  exercise,  traction 
and  heat  or  ice  modalities  in- 
clude electrical  stimulation  to  re- 
duce paraspinal  spasm.  Electri- 
cal stimulation  can  fatigue  a 
muscle  that  is  in  severe  spasm 
and  consequently  can  produce 
relaxation  of  that  muscle  which 
can  lead  to  a reduction  in  pain. 
Transcutaneous  nerve  stim- 
ulation (TNS)  units  can  be  used 
to  relieve  pain  as  well.  The  use 
of  lumbar  or  lumbosacral  corsets 
can  increase  intra-abdominal 
pressure  and  thus  relieve  intra- 
discal  pressure. 

Perhaps  the  most  promising 
concept  developed  in  treating 
pain  syndromes  on  a long-term 
basis  has  been  the  idea  of  the 
“neutral”  spine, ^ promulgated  by 
Dr  Jeffrey  Saab  The  objective  is  to 
move  a patient  through  various 
ranges  of  motion  and  define  the 
position  of  the  spine  that  is  most 
comfortable,  which  is  not  always 
what  is  the  normal  lumbar  lor- 
dosis. The  patient  is  taught  to 
maintain  that  neutral  position  of 
the  spine  whenever  they  change 
from  a standing  to  sitting  posi- 
tion, sitting  to  standing,  supine  to 
sitting  and/or  lifting  objects. 
Hence,  when  a transition  is  made, 
most  of  the  force  is  applied  to  the 
legs  rather  than  to  the  low  back 
region.  This  approach  represents 
an  important  theory  in  the  reha- 
bilitation of  low  back  pain  pa- 
tients. 

Moderator:  Dr  Wolf,  do  you  want 
to  make  any  additional  com- 
ments on  treatment  alternatives? 

Wolf:  Well,  1 agree  with  Dr  Par- 
ziale  that  there  has  been  an  at- 
tempt to  develop  treatment  meth- 
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ods  based  upon  normalization  of 
the  spinal  alignment.  Considera- 
ble research  has  been  conducted 
utilizing  paraspinal  EMGs  during 
static  postures  and  dynamic 
movements  with  the  goal  of  un- 
derstanding the  forces  on  the 
lumbar  spine  during  these  activ- 
ities. I have  concern  with  most 
thermal  modalities.  Under  the  ap- 
propriate conditions,  either  heat 
or  ice  can  reduce  muscle  spasm; 
but  the  undeniable  fact  is  that  the 
cause  of  the  spasm  is  often  in- 
determinate and  those  spasms 
will  persist  and  represent  them- 
selves as  long  as  that  imbalance 
in  muscles  remains.  Unfortu- 
nately some  proponents  of  mo- 
bilization techniques,  including 
manipulation  of  the  spine  and 
gentle  mobilization  based  upon 
palpation  and  reorganization  of 
misaligned  spinal  segments,  have 
not  adequately  documented  the 
scientific  validity  of  these  ap- 
proaches. In  my  experience,  and 
perhaps  for  some  of  you  in  this 
room,  very  favorable  results  have 
been  obtained  with  mobilization 
techniques.  However,  it  is  very 
difficult  to  document  the  validity 
and  efficacy  of  this  approach. 
With  regard  to  electrical  stimu- 
lation, particularly  TNS,  we  have 
had  some  experience  at  my  in- 
stitution regarding  its  utility  as  a 
treatment  technique.  In  most 
cases,  patients  do  very  well  while 
they  are  under  the  TNS  treatments 
along  with  other  interventions,  but 
as  soon  as  the  applications  are 
relegated  to  the  patient,  out  of  the 
context  of  the  clinical  setting  and 
when  these  patients  are  sub- 
jected to  a variety  of  other  factors 
over  which  we  have  no  control, 
the  benefits  of  this  form  of  stim- 
ulation decrease  considerably. 
Thus,  1 would  say  that  electrical 
stimulation  to  block  pain  has  a 
limited  role  in  the  total  compre- 
hensive care  of  back  pain  pa- 
tients. 


Moderator:  A number  of  our 
panelists  today  have  commented 
on  the  association  between 
chronic  pain  and  depression.  Dr 
Bishop,  would  you  comment  on 
the  role  of  antidepressants  in  the 
treatment  of  chronic  pain. 

Bishop:  I think  the  term  antide- 
pressant is  somewhat  of  a mis- 
nomer. These  drugs  affect  neu- 
ronal transmission  and  vary  in 
their  actions  and  side  effects  de- 
pending on  which  enzyme  sys- 
tems they  affect.  Some  of  the  ear- 
lier generations  of  these  drugs 
affected  many  receptor  systems. 
Presently,  there  are  antidepres- 
sants available  that  affect  only 
specific  receptors. 

Antidepressants  have  other  ef- 
fects. Eor  example,  some  are  very 
potent  analgesics  and  can  be  used 
in  conjunction  with  other  anal- 
gesics to  maximize  the  desired 
analgesic  effect.  Amitryptiline 
would  be  an  example.  Imipra- 
mine  is  a very  effective,  fast-act- 
ing antispasmodic  (within  24-48 
hours),  quite  different  than  the 
time-line  for  its  antidepressant  ef- 
fect, which  typically  is  about  two 
weeks.  The  antidepressants  are 
also  potent  in  reducing  anxiety. 
Clearly,  they  are  effective  in  the 
treatment  of  the  neuro-vegetative 
symptoms  of  depression  such  as 
sleep  and  appetite  disturbance  as 
well  as  other  symptomatology 
such  as  negative  attributions  and 
the  negative/pessimistic  view  of 
the  world  that  1 mentioned  ear- 
lier. The  antidepressants  are  also 
useful  with  patients  who  suffer 
from  obsessive-compulsive  dis- 
orders. Many  chronic  pain  pa- 
tients present  with  very  fixed  and 
rigid  pain  complaints,  some  of 
which  take  on  a very  strong,  ob- 
sessive quality.  In  summary,  anti- 
depressants have  an  important 
role  to  play  in  the  treatment  of 
pain  syndromes  and  the  choice 
is  determined  by  the  symptom 
pattern  to  some  extent.  As  1 men- 
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tioned  earlier,  the  promise  for  the 
future  is  further  specificity  of  ac- 
tion and  this  in  turn  will  increase 
our  knowledge  of  the  psycho- 
physiological  correlates  of  com- 
plex pain  problems. 

Moderator:  Clearly,  CLBP  is  a 
major  health  care  problem  that 
has  stymied  attempts  at  diagnosis 
and  treatment.  Because  of  its 
complexity  and  recalcitrance, 
CLBP  has  an  enormous  socioec- 
onomic impact.  Dr  Follick,  would 
you  comment  on  CLBP  and  the 
Worker’s  Compensation  System. 

Follick:  In  the  past  few  years, 
problems  with  the  Workers’  Com- 
pensation System  have  received 
a great  deal  of  attention,  often- 
times with  a lot  of  finger  pointing. 
Since  CLBP  is  one  of  the  most 
frequent  and  costly  work-related 
injuries,  it  is  an  issue  of  great  con- 
cern. Physicians,  attorneys  and 
employers  at  various  times  have 
been  accused  of  contributing  to 
the  failure  of  the  compensation 
system  which  was  to  meet  the 
needs  of  patients  and  society  at 
large.  It  is  my  opinion  that  there 
are  a multitude  of  factors  in- 
volved, each  contributing  to  the 
problem.  As  a society,  we  have  to 
consider  the  total  system.  There 
is  little  or  no  benefit  gained  from 
finger  pointing;  rather  it  serves  to 
obscure  the  complex  nature  of  the 
problem  and  movement  toward 
some  resolution.  Another  ele- 
ment that  is  often  not  addressed 
or  recognized  but  which  is  part 
of  the  system,  particularly  in 
Rhode  Island,  is  the  presence  of 
an  “entitlement  syndrome’’ 
among  workers.  According  to  this 
philosophy,  once  an  individual  is 
injured,  he  or  she  is  entitled  to 
receive  benefits  until  death  or  un- 
less a cure  is  obtained.  This  mind 
set  contributes  to  the  magnitude 
of  the  compensation  problem. 

With  regard  to  the  economic 


costs  of  work-related  injures,  ap- 
proximately 75  per  cent  of  the 
costs  are  the  result  of  indemnity 
payments,  with  the  remaining  25 
per  cent  attributable  to  medical 
costs.  Hence,  the  longer  patients 
remain  out  of  work,  the  greater 
the  cost.  In  a ten  year  period  be- 
tween 1976  and  1986,  Workers’ 
Compensation  costs  rose  355  per 
cent.  In  this  same  time  period,  the 
average  weekly  pay  rose  96  per 
cent.  So  you  are  looking  at  a 16.5 
per  cent  increment  in  the  cost  of 
Workers’  Compensation  com- 
pared to  a 7 per  cent  annual  in- 
crement in  the  weekly  wage. 
These  statistics  tell  the  story  of  a 
system  that  has  spiralled  out  of 
control.  Unfortunately,  many  pa- 
tients become  caught  in  the  sys- 
tem because  of  inefficiency.  In 
many  cases  there  is  no  definitive 
treatment  plan,  or  endpoint.  Al- 
though 1 don’t  want  to  single  out 
any  one  profession,  those  health 
care  providers  that  carry  on  treat- 
ment indefinitely  without  objec- 
tive evidence  of  improvement 
perpetuate  the  problem.  It  is  my 
opinion  that  the  time  has  come 
where  people  who  are  paying  the 
freight  for  the  health  care  system, 
ie,  corporate  America,  are  not 
going  to  ask  anymore  for  changes 
in  the  system.  Rather,  they  are 
going  to  demand  a change  be- 
cause of  limited  financial  re- 
sources. Thus,  the  system  is  sorely 
in  need  of  overhaul  with  the  goal 
of  providing  quality  care  while  at 
the  same  time  reducing  cost. 

Moderator:  At  this  point,  1 would 
like  to  pose  one  question  to  all 
of  the  panel  members.  What  are 
the  major  etiologic  factors  in 
chronic  low  back  pain? 

Parziale:  Actually,  there  are  many 
factors  involved  in  low  back  pain. 
Some  have  been  examined  more 
carefully  than  others  but,  in  par- 
ticular, the  data  collected  in  re- 


lation to  the  occupational  health 
situation  are  quite  compelling. 
The  research  evidence  indicates 
that  for  those  individuals  who 
have  suffered  an  on-the-job  in- 
jury, certain  types  of  work  activi- 
ties and  the  association  between 
physical  status  and  work  activity 
can  place  them  at  high  risk  for 
low  back  pain.  Those  individuals 
who  perform  heavy  labor,  espe- 
cially repeated,  heavy  lifting,  are 
at  risk  for  low  back  pain.  One 
study  that  compared  heavy  vs 
moderate  vs  light  manual  work 
with  the  incidence  of  low  back 
injuries  found  that  those  persons 
who  are  in  heavier  work  areas 
have  about  a 2/3  higher  rate  for 
low  back  injury  than  those  per- 
sons who  are  in  moderate  or  light 
types  of  work  activities.  The  fre- 
quency of  load  handling  is  an- 
other factor  which  can  increase 
the  risk  for  low  back  pain.  The 
match  of  an  individual’s  strength 
with  the  physical  demands  of  the 
task  is  also  important.  For  ex- 
ample, a 170  lb  man  who  lifts  a 
50  lb  box  several  times  a day  is 
at  more  risk  for  experiencing  an 
injury  compared  to  a 200  lb  man 
who  also  lifts  several  times  a day 
because  of  the  difference  in 
weight  and  strength.  Prolonged 
sitting  or  standing,  assymetric  lift- 
ing or  twisting  activities  can  also 
place  individuals  at  higher  risk  for 
low  back  injuries.  Many  other  fac- 
tors that  I’m  sure  the  panel  will 
comment  on  such  as  alcohol  and 
tobacco  use,  various  psycholog- 
ical disorders  and  satisfaction 
with  the  job,  combine  to  increase 
an  individual’s  risk  for  low  back 
injury. 

Gelch:  1 agree  with  Dr  Parziale. 
Clearly,  there  is  no  one  etiologi- 
cal agent  in  low  back  pain. 

Bishop:  As  1 mentioned  earlier, 
in  the  context  of  a low  back  in- 
jury, psychosocial  factors  con- 
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tribute  to  the  transition  from  an 
acute  phase  into  a chronic  phase. 


Lucas:  This  issue  is  very  contro- 
versial. At  the  present  time,  we 
really  don’t  know  the  cause.  There 
are  many  etiologic  theories  that 
have  been  proposed  and  we  must 
ascribe  to  some  theory  in  order 
to  guide  the  treatment  we  pro- 
vide. One  must  remember  that 
back  pain  is  a symptom,  not 
a disease,  so  it  is  important  to  try 
to  determine  an  appropriate 
working  diagnosis.  One  can 
hardly  develop  a treatment  pro- 
gram if,  in  fact,  there  is  no  work- 
ing diagnosis.  As  has  been  men- 
tioned today,  low  back  pain  can 
originate  from  many  sources  in- 
cluding muscle  strain,  injury  to 
the  sacroiliac  joint,  herniated  disc 
or  facet  joint  derangement.  It  is 
very  difficult,  if  not  impossible  at 
times,  to  pinpoint  the  precise 
causal  factor.  If  we  just  limit  our- 
selves to  the  spinal  column  for  a 
moment,  1 will  propose  what  1 
consider  to  be  important  etio- 
logic factors.  The  theory  I ascribe 
to  was  developed  by  Kirkaldy- 
Willis  in  Canada.^  According  to 
this  theory,  lower  back  problems 
develop  as  a result  of  a natural 
degenerative  process  that  begins 
at  an  early  age,  18-20,  when  bio- 
chemical changes  start  to  occur 
within  the  disc.  These  changes, 
in  turn,  lead  to  alterations  of  bio- 
mechanical processes  in  the  way 
the  disc  responds  to  the  various 
stresses  of  everyday  life.  As  the 
disc  undergoes  degeneration,  it 
becomes  less  able  to  protect  the 
facet  joint,  which  in  turn,  begins 
to  set  arthritic  changes  in  motion. 
This  theory  is  consistent  with  the 
clinical  course  where,  as  Dr  Gelch 
mentioned,  symptoms  wax  and 
wane.  Initially,  there’s  an  injury, 
perhaps  secondary  to  disc  degen- 
eration. In  response  to  this  injury, 
the  body  responds  in  a protective 
fashion  which  permits  healing; 


hence,  initial  symptoms  resolve. 
This  explains,  1 think,  why  most 
people  with  back  problems  get 
better.  There  is  a natural  healing 
process.  It  is  only  when  an  event 
occurs  that  the  body  cannot  re- 
spond to  that  a chronic  process 
begins  to  develop.  This  theory  can 
also  be  useful  to  patients  in  terms 
of  helping  them  understand  the 
fluctuating  course  of  the  prob- 
lem. There  are  additional  factors 
that  Dr  Parziale  and  Dr  Bishop  al- 
luded to  that  effect  this  natural 
history.  Anything  that  effects  the 
nutrition  of  the  disc  is  going  to 
accelerate  the  degenerative  proc- 
ess so  that  if  the  blood  supply  to 
a disc  is  compromised  in  some 
way,  there  is  likely  to  be  a more 
rapid  change  in  the  degenerative 
process.  It  has  been  demon- 
strated in  animal  studies  that  ex- 
posure to  cigarette  smoke  de- 
creases diffusion  of  nutrients  into 
the  disc,  and  patients  who  smoke 
(compared  with  nonsmokers) 
have  a higher  incidence  of  back 
pain.  Another  relevant  factor  is  the 
amount  of  motion  or  activity  of 
the  individual.  Motion  actually 
helps  the  disc  by  increasing  the 
diffusion  of  nutrients  and  slowing 
the  degenerative  process.  Finally, 
genetically  determined  body  type 
and  biomechanical  characteris- 
tics are  also  contributing  factors. 


Marras:  To  expand  on  Dr  Parzi- 
ale’s  comments,  there  are  data 
that  support  the  contention  that  a 
third  of  the  back  injuries  that  oc- 
cur in  this  country  can  be  elimi- 
nated through  preventive  meas- 
ures in  the  workplace.  Cumulative 
trauma,  a concept  that  has  not 
been  mentioned  today,  is  in  my 
opinion  a major  factor  in  the  etiol- 
ogy of  low  back  disorders.  It  is 
the  repetitive  wear-and-tear  that 
is  responsible  for  the  biomechan- 
ical degenerations  that  are  often 
found  in  these  patients,  as  de- 
scribed by  Dr  Lucas.  For  exam- 


ple, if  I take  a coat  hanger  and  try 
to  pull  it  apart  with  my  bare  hands, 
1 would  not  be  able  to.  It  can’t  be 
broken  apart.  But  if  the  same  coat 
hanger  is  worn  by  bending  and 
twisting  it  at  the  same  point  over 
and  over,  eventually  it  will  break. 
With  this  process,  the  metal  heats 
up,  becoming  more  brittle.  The 
weakened  coat  hanger  provides  a 
gross  analogy  to  what  happens  in 
the  body.  It  is  that  repetitive  wear- 
and-tear  and  strain  placed  on  a 
particular  joint  during  the  per- 
formance of  work,  coupled  with 
natural  degenerative  changes, 
that,  in  my  opinion  as  a biome- 
chanicist,  is  responsible  for  many 
of  the  back  injuries  today.  Pre- 
vention of  these  problems  can  be 
accomplished  through  the  appli- 
cation of  proper  ergonomics.  Er- 
gonomics is  the  study  of  human 
factors  and  matching  the  work- 
place to  an  individual’s  capabil- 
ities. Dr  Parziale  mentioned  the 
importance  of  matching  workers 
with  the  physical  demands  of  their 
jobs.  I think  we  should  go  one 
step  beyond  and  make  sure  we 
design  the  job  so  that  anybody 
could  do  it,  not  just  certain  peo- 
ple. Then  we  do  not  have  to  worry 
about  worker  selection,  and 
through  proper  engineering  tech- 
niques and  biomechanical  anal- 
ysis, this  task  can  be  accom- 
plished today.  Another  point  I 
would  like  to  comment  on  is  not 
just  the  risk  associated  with  heavy 
lifting  but  the  manner  in  which 
an  individual  conducts  these  lifts, 
especially  acceleration  of  the 
back  during  a lift.  Motion  patterns 
play  a very  big  role  since  force 
is  equal  to  mass  times  accelera- 
tion. When  either  heavy  or  light 
loads  are  moved  very  rapidly,  an 
impulse  is  generated  on  the  spine. 
This  impulse  plus  the  co-contrac- 
tion of  the  muscles  cause  im- 
pulse loadings  on  the  spine  that 
are  substantial.  Thus,  it  is  not  sur- 
prising that  injuries  occur  partic- 
ularly for  those  people  with  de- 
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generation  and  other  contributing 
factors. 


Follick:  Clearly,  there  are  multi- 
ple etiologic  factors;  organic,  bio- 
mechanical, environmental  and  1 
want  to  comment  on  another  im- 
portant source,  psychosocial.  The 
psychosocial  aspect  of  pain  syn- 
dromes, as  Dr  Bishop  stated,  often 
times  distinguishes  acute  from 
chronic  and,  therefore,  the  treat- 
ments for  these  conditions  must 
be  different.  That  is  not  to  say  that 
psychosocial  factors  are  not  re- 
lated to  acute  injury.  Indeed,  they 
influence  the  acute  injury  rate.  Not 
only  are  there  the  biomechanical 
factors  that  Dr  Marras  described 
but  accident  frequency  can  be  in- 
fluenced by  an  individual’s  state 
of  mind,  level  of  depression,  be- 
havior and  job  satisfaction.  An- 
other factor  is  malingering,  al- 
though frank  malingering  is 
surprisingly  low  in  prevalence. 
The  last  point  I want  to  make  is 
the  impact  that  psychosocial  fac- 
tors have  on  the  maintenance  of 
disability.  Unfortunately,  it  is  not 
uncommon  for  a detectable  or- 
ganic defect,  say  nerve  root  in- 
trapment,  to  be  corrected  at  least 
from  a strictly  surgical  perspec- 
tive, and  yet  the  disability  per- 
sists. In  this  case,  psychosocial 
and  behavioral  conditioning  var- 
iables are  likely  to  play  a major 
role  in  determining  the  patient’s 
functional  disability  status. 


Wolf:  I think  the  etiological  fac- 
tors of  low  back  pain  are  as  di- 
versified as  human  behavior. 
What  Dr  Follick  referred  to  as  psy- 
chosocial factors,  I consider  more 
cultural  factors.  The  manner  in 
which  we  respond  to  back  pain 
in  our  society,  I believe,  helps  to 
explain  why  we  have  the  problem 
of  chronic  pain  behavior,  com- 
pared to  other  cultures.  With  ref- 
erence to  other  factors,  certainly 


there  is  the  likelihood  of  a genetic 
predisposition  to  back  injuries. 
Some  individuals  are  going  to 
have  “bad  backs”  whether  they 
want  to  or  not;  it  is  probably  in- 
evitable, given  a genetic  predis- 
position and  the  presence  of  pre- 
cipitating factors,  many  of  which 
have  been  mentioned  today.  Fi- 
nally, with  respect  to  biomechan- 
ical issues,  I agree  that  many  back 
injuries  are  related  to  the  work 
place.  Elements  such  as  fatigue, 
lack  of  conditioning,  and  over- 
exertion all  contribute  to  the 
probability  of  an  injury  and,  quite 
frankly,  that  blends  into  the  no- 
tion of  repetitive  trauma.  From  this 
perspective,  clearly,  the  better 
prepared,  physically  and  emo- 
tionally, an  individual  is,  the  less 
likely  the  risk  for  low  back  injury. 
Pertinent  to  this  point  is  the  im- 
portance of  preparation  for  work 
or  what  is  referred  to  today  as 
“work  hardening.”  All  too  often 
we  consider  work  hardening  only 
after  an  injury  has  occurred.  I 
would  recommend  the  establish- 
ment of  very  specific  condition- 
ing programs  geared  at  preven- 
tion rather  than  limited  only  to 
post-injury  intervention. 


Moderator:  To  summarize,  al- 
though we  are  uncertain  about  the 
exact  etiology  of  chronic  low  back 
pain  syndromes,  our  panelists  to- 
day have  identified  most  of  the 
likely  factors.  I would  like  to  take 
an  opportunity  to  thank  our 
panelists  at  this  time. 


All  recommendations  or  sugges- 
tions for  use  of  drugs,  devices  or 
techniques  contained  in  this 
panel  discussion  reflect  the  opin- 
ions of  the  discussion  partici- 
pants. No  responsibility  or  liabil- 
ity in  presenting  this  information 
is  assumed  by  the  editors,  the 
publisher,  or  the  accrediting  in- 
stitution. 
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The  closed-book,  multiple-choice  ex- 
amination that  follows  this  panel  dis- 
cussion is  designed  to  test  your  under- 
standing of  the  content  based  on  the 
educational  objectives  listed  below. 

EDUCATIONAL  OBJECTIVES 

1.  Identify  etiological  factors  in  the  de- 
velopment of  chronic  low  back  pain. 

2.  Identify  factors  involved  in  chronic  low 
back  pain  from  different  professional 
disciplines. 

3.  Identify  factors  most  appropriate  for 
both  surgical  cS  non-invasive  treatments 
for  low  back  pain. 

CME  Questions 

The  proceeding  was  a panel  discussion 
of  experts  in  the  area  of  low  back  pain 
representing  several  different  disci- 
plines. Please  answer  the  following  ques- 
tions based  on  the  information  provided 
in  the  text  above,  but  do  not  refer  back 
to  the  text.  Please  note  that  there  is  only 
one  correct  answer  to  each  question. 

1.  When  pain  is  considered  to  be  the 
primary  presenting  problem  rather  than 
a symptom,  it  is  most  likely 

a)  recurrent 

b)  acute 

c)  psychological 
dj  chronic 

e)  organic 

2.  Computerized  tomography  has  advan- 
tages over  magnetic  resonance  imaging 
when  examining 

a)  the  saggital  plane 

b)  bony  structures 

c)  dehydration  of  a disc 

d)  fibrosis 

e)  soft  tissue 

3.  MRI  might  be  the  diagnostic  tool  of 
choice  in  all  but  which  of  the  following 
instances,  when  a patient  has 

a)  a hematoma 

b)  a pacemaker 

c)  an  undiagnosed  tumor 

d)  diabetes 

e)  a recurrent  disc 

4.  At  the  present  time,  some  of  the  most 
useful  diagnostic  measures  for  low  back 
pain  are  all  but  the  following 

a)  X-ray,  CT  scan,  MRI,  thermography 

b)  CT  scan,  MRI,  X-ray,  myelogram 

c)  bone  scan,  X-ray,  CT  scan,  MRI 

d)  MRI,  evoked  somatosensory  poten- 
tials, X-ray  CT  scan 

e)  local  injections,  x-ray,  CT  scan,  MRI 
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5.  According  to  some  researchers  in  bio- 
mechanics, which  of  the  following  is  a 
more  sensitive  indicator  of  aberrations  of 
movement  secondary  to  pain? 

aj  electromyography 

b)  kinematics 

c)  bone  scan 

d)  evoked  somatosensory  [potentials 

e)  angular  measurement 


6.  From  a biomechanical  pers[)ective  the 
most  important  factor  in  low  back  pain 
is  (arej 

a)  electric  activity  of  the  muscles 

b)  biofeedback  monitoring 

c)  calculations  of  muscle  mass 

d)  force  times  distance 

e)  motion  patterns 


7.  Which  of  the  following  statements  is 

false? 

a)  Personality  and  coping  patterns  fre- 
quently determine  whether  an  acute 
back  injury  will  become  chronic. 

b)  The  central  psychosocial  issue  in  pain 
is  depression. 

c)  Individuals  from  families  with  passive 
and  dependent  characteristics  are 
more  likely  to  be  pain  prone  than  those 
from  aggressive,  hostile  back- 
grounds. 

d)  Over-reliance  on  medication  can  pro- 
duce depression. 

e)  Research  suggests  that  depression  as- 
sociated with  chronic  pain  is  quali- 
tatively different  from  a major  affec- 
tive disorder. 


8.  A model  which  examines  an  individ- 
ual’s style  of  coping  with  life  stress  prior 
to  the  onset  of  a chronic  illness  condition 
is 

a)  biobehavioral 

b)  adaptation 

c)  social  learning 

d)  psychological 
ej  William’s 

9.  According  to  the  World  Health  Orga- 
nization, abnormality  of  psychological, 
anatomical  or  physiological  function  is 
termed 

a)  impairment 

b)  chronic  pain  syndrome 

c)  disability 

d)  handicapped 

e)  dysfunctional 


10.  According  to  the  panel  discussion,  a 
patient  who  might  be  the  least  likely  can- 


didate for  surgery  for  low  back  pain  would 
be  one  who  presents  with 

a)  injury  to  a nerve  root 

b)  spinal  stenosis 
cj  a ruptured  disk 

d)  a herniated  disc 

ej  an  incarcerated  disc 

11.  Physical  therapists  most  frequently 
will  observe  the  absence  of  a normal 
lumbar  lordosis  in  cases  involving 

a)  sciatica 

b)  ruptured  disc 

c)  spinal  stenosis 

d)  torn  ligament 

e)  pinched  nerve 

12.  In  cases  involving  a bony  structure 
compressing  a nerve  root,  what  percent 
of  second  surgeries  are  likely  to  be  suc- 
cessful? 

aj  5-10% 
bj  25-35% 
cj  50-60% 
d)  97-98% 

ej  none  of  the  above 

13.  In  the  majority  of  cases,  which  of  the 
following  would  be  the  least  preferential 
noninvasive  treatment  for  pain  following 
surgery? 

aj  TNS 
bj  heat 

cj  physical  therapy 
dj  ultrasound 
ej  medication 

14.  According  to  Dr  Jeffrey  Saal,  the 
“neutral”  spine  refers  to 

aj  anatomically  normal  lumbar  lordosis 
bj  the  position  of  the  spine  which  is  most 
comfortable 

cj  one  which  has  not  had  radical  sur- 
gical intervention 
dj  zero  degrees  forward  flexion 
ej  none  of  the  above 

15.  Two  of  the  major  factors  adversely 
affecting  the  Workers’  Compensation 
system  in  the  State  of  Rhode  Island  are 

aj  inadequate  funding  by  the  State  leg- 
islature 

b)  the  over-involvement  of  various  med- 
ical disciplines 

cj  the  under-representation  of  injured 
workers  by  competent  attorneys 
dj  the  lack  of  a definitive  treatment  plan 
or  end  point  for  most  injured  workers 
ej  the  presence  of  an  “entitlement  syn- 
drome” among  workers 

aj  (1)  and  (4j 
bj  (2j  and  (3j 
cj  (3j  and  (4j 
dj  (4)  and  (5j 
ej  all  of  the  above 
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16.  With  regard  to  economic  costs,  what 
are  the  relative  percentages  of  indemnity 
payments  to  medical  care  costs? 

a)  20,  80 

b)  80,  20 

c)  50,  50 

d)  40,  60 

e)  60,  40 

1 7.  Which  of  the  following  have  not  been 
posited  as  etiological  factors  in  the  de- 
velopment of  chronic  low  back  pain? 

a)  cigarette  smoking 

b)  motion  increases  the  diffusion  of  nu- 
trients to  the  disc  but  can  speed  up 
the  degenerative  process 

c)  genetically  determined  body  types  can 
be  a contributing  factor 

d)  psychosocial  factors  can  assist  in  the 
progression  of  an  acute  into  a chronic 
condition 

e)  aging  has  been  identified  as  a key  fac- 
tor in  the  development  of  back  pain 

18.  It  has  been  estimated  that  what  per- 
centage of  injuries  in  the  workplace  could 
be  eliminated  through  preventive  meas- 
ures? 

a)  10 

b)  30 

c)  50 

d)  60 

e)  70 

19.  The  study  of  matching  the  workplace 
to  an  individual’s  capabilities  is  referred 
to  as 

a)  human  dynamics 

b)  human  engineering 

c)  work  capacity 

d)  ergonomics 

e)  work  hardening 

20.  Indicate  which  of  the  following  are 
true: 

1 ) Imipramine  is  an  example  of  a fast 
acting  anti-spasmotic  which  has  a de- 
layed effect  upon  an  affective  condi- 
tion. 

2)  Psychosocial  factors  can  influence 
acute  back  injuries  by  being  related 
to  such  things  as  types  and  frequency 
of  accidents. 

3)  Outright  malingering  is  of  surprisingly 
low  prevalence  in  the  incidence  of 
low  back  pain. 

4)  Psychosocial  factors  have  perhaps 
their  greatest  influence  upon  the 
maintenance  of  disability. 

a)  (2)  and  (4) 

b)  (3)  and  (4) 

c)  (2),  (3),  and  (4) 

d)  (1),  (2),  and  (4) 

e)  All  of  the  above 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon » is  Indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.'  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied;  Oral  tablets  of  Yocon'  1/12  gr,  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128: 
45-47, 1982, 


vocorr 


Rev.  1/85 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


January,  1990 


Vol.  1 


33 


HEALTH 

BY 

NUMBERS 


Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


The  Rhode  Island  WIC  Program 


The  Rhode  Island  WIC  Program  is  a state- 
administered  program  funded  under  the 
federal  Special  Supplemental  Food  Pro- 
gram for  Women,  Infants,  and  Children. 
It  provides  nutrition  counseling  and  nu- 
tritious foods  to  women  who  are  preg- 
nant, postpartum,  or  breastfeeding,  to  in- 
fants, and  to  children  under  the  age  of 
five.  The  purpose  of  WIC  benefits  is  to 
supplement  good  health  care  in  order  to 
prevent  nutrition-related  health  problems 
among  low-income  mothers  and  their 
children.  WIC  services  are  provided  at  14 
locations  throughout  Rhode  Island,  in- 
cluding hospitals  and  local  health  cen- 
ters. Participants  must  be  Rhode  Island 
residents,  have  limited  income,  and  be 
at  some  documented  nutritional  or  med- 
ical risk. 

The  program’s  client  population  in- 
cludes many  of  those  at  high  risk  of  poor 
birth  outcomes  or  growth  deficiencies. 
Minority  groups,  who  are  over-repre- 
sented among  low-income  residents,  are 
served  in  larger  proportions  than  they  ap- 
pear in  the  state’s  population,  with  Blacks, 
Hispanics,  Asians,  and  American  Indians 
comprising  over  40  per  cent  of  partici- 


pants (Figure  1 ).  Also,  the  program  serves 
higher  proportions  of  infants,  who  are 
more  likely  to  be  at  nutritional  risk,  than 
of  women  or  older  children  (Table  1). 

From  1974  to  1983,  WIC  served  an  in- 
creasing number  of  clients,  with  essen- 
tially stable  participation  after  1983  (Fig- 
ure 2).  Most  recently,  funding  levels  have 
not  kept  up  with  inflation,  but  the  pro- 
gram has  been  able  to  increase  partici- 
pation with  funds  received  under  a rebate 
agreement  with  Mead  Johnson,  makers 
of  infant  formula  under  the  brand  names 
Enfamil  and  ProSobee.  Under  the  con- 
tract with  Mead  Johnson,  WIC  programs 
participants  use  these  brands  of  formula 
unless  otherwise  indicated  by  allergy  or 
medical  intolerance.  The  WiC  Program 
is  given  a discounted  price  for  these 
brands,  with  the  discount  returned  to  the 
program  as  a rebate.  In  1990,  the  rebate 
program  will  allow  WIC  to  serve  an  ad- 
ditional 2,500  clients. 

Rhode  Island  physicians  play  an  im- 
portant role  in  the  provision  of  high-qual- 
ity services  to  WIC  clients.  Physicians  re- 
fer patients  to  the  program  and  document 
nutritional  and  medical  risks.  For  infants 


who  are  allergic  to  or  medically  intoler- 
ant of  the  contract  brands  of  formula, 
physicians  may  prescribe  alternative 
brands.  To  date,  physicians  have  kept 
exceptions  to  one  per  cent  of  the  4,000 
infants  on  the  program,  allowing  the  re- 
bate program  to  augment  WIC  partici- 
pation by  nearly  the  maximum  possible 
number  of  additional  recipients. 

Reference:  The  National  WIC  Evalua- 
tion: Evaluation  of  the  Special  Supple- 
mental Food  Program  for  Women,  In- 
fants, and  Children.  American  Journal  of 
Clinical  Nutrition  48(2):389-519  (Supple- 
ment, August  1988). 


Table  1.  WIC  Program 
Enrollment  and  Per  Cent 
Penetration  by  Eligibility 
Category,  Rhode  Island, 
November  1989. 


Eligibility 

Number 

Number 

Per  Cent 

Category 

Eligible 

Served 

Penetration 

Women 

6,741 

2,991 

44.4 

Infants 

5,393 

3,633 

67.4 

Children 

19,520 

9,130 

46.8 

Figure  1.  Distribution  of  WIC  Program  Participants  by  Figure  2.  WIC  Program  Participation,  Rhode  Island,  1974- 
Race/Ethnicity,  Rhode  Island,  September  1989.  1990. 
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Director  of  Health 


Records 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period  12  Months  Ending  with  September  1989 


Vital  Events 

September  1989 
Number 

Number 

Rates 

Live  Births 

1,383 

14,990 

15,1* 

Deaths 

720 

9,690 

9.8* 

Infant  deaths 

(13) 

(146) 

9.7t 

Neonatal  deaths 

(11) 

(113) 

7.5t 

Marriages 

1,183 

8,305 

8.4* 

Divorces 

291 

3,638 

3.7* 

Induced  Terminations 

644 

7,840 

523.0t 

Spontaneous  Fetal  Deaths 

135 

1,153 

76.9t 

Under  20  weeks’  gestation 

(117) 

(1,014) 

67.6t 

20  + weeks’  gestation 

(11) 

(111) 

7.4t 

'Rates  per  1,000  estimated  population.  fRates  per  1,000  live  births. 


Reporting  Period  12  Months  Ending  with  June  1989 


Underlying  Cause  of 

June  1989 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

248 

3,477 

350.2 

4,582.5 

Malignant  Neoplasms 

203 

2,404 

242.1 

7,680.0 

Cerebrovascular  Diseases 

47 

596 

60.0 

1,120.0 

Injuries  (Accident,  Suicide,  Homicide) 

30 

422 

42.5 

9,982.5 

COPD 

24 

311 

31.3 

451.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Brain  Mapping 

St  Computemd  Neurophysiology 

Laboratory 


205  Governor  St 


Providence  PI  02306 

We  are  pleased  to  announce  

40!  ■272-4644 

the  opening  of  this  facility 
offering  a full  spectrum  of 
neurodiagnostic  studies  for 
developmental,  neurologic 
and  psychiatric  disorders. 

Electroencephalography  (EEGj  including 
computerized  spectral/frequency  analysis 
topographic  brain  mapping 
normative  data  base  comparison 

Ambulatory  (24  hour)  EEG 

Evoked  Potentials  including 
visual  2, 4,  8,  20  channels 
brainstem  auditory  2,  4 channels 
cortical  auditory  20  channels 
somatosensory  2,  4,  8,  20  channels 
P300  cognitive  20  channels 
topographic  brain  mapping 

Technical  Director:  Maria  G.  Gabriel  REEGT 
former  Chief  Technologist,  Seizure  Unit, 

Childrens  Hospital,  Boston 

Medical  Director:  Jeffrey  Wishik,  M.D. 

Board  certified  neurologist  and  fellowship 
trained  in  clinical  neurophysiology  and 
neurobehavior 

For  more  information  or  patient  referrals 
call:  272-4644  (Laboratory)  or  272-4626 
(Dr.  Wishik) 


Rx  C3:  Coughs,  Colds,  Flu 


S-T  FORTE 


SUGAR  FREE 

NDC  #0372-0005-16 


Hydrocodone  Bitartrate  2.50  mg./5  ml.; 

(Warning:  May  be  habit  forming.)  _ 

Phenylephrine  & Phenylpropanolamine  Hcl.  ^ 5 
mg./5  ml.;  Pheniramine  Maleate  13.33  mg./5  ml., 
Guaifenesin  80  mg./5  ml.  & 5%  Alcohol  by  volume. 

Rx  C3  —Same  formula  with  sugar. 

S-T  Forte  Syrup  ndc #0372-0004-1 6 

Complete  information  in  the  package  or  PDR  Rx. 


(401)  942-8555 
Toll  Free  1-800-638-SCOT 

TM:  Scot-Tussin  Pharmacal  Co.,  Inc. 

Cranston,  R.l.  02920-0217 


ATTENTION  DOCTORS 
Warwick,  East 
Greenwich, 
Cranston  Areas 

Are  you  contemplating  selling  your 
practice?  Will  give  the  best  offer. 

Send  confidential  info  to: 

PO  Box  7657 
Warwick,  Ri  02887 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


.4 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Hunntlin"® 

human  insulin 
[recombinant  DNA  origin) 


Leadership 
In  Diabetes  Care 
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Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help... the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 
The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

* Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


*Ncdional  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles;  PATIENT  SUPPORT 


You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary'  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800  638-7867 
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I For  more  information  about  the  Medifast  I 
, Program,  please  send  this  coupon  to:  . 

' The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

I Director,  Clinical  Services  I 

1840  York  Road,  Suite  H . 

I Timonium,  MD  21093  ' 
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Fifty  Years  Ago 
(January^  1940) 

The  Journal,  some  16  pages  in 
length,  is  edited  by  Dr  Albert  H. 
Miller  with  Associate  Editors,  Drs 
Charles  Bradley,  William  Buffum, 
Alex  Burgess,  Francis  Chafee, 
John  Ham,  John  Helfrich,  Ernest 
Thompson  and  George  Young. 

The  lead  article  is  entitled  “An- 
esthesia for  the  Benefit  of  the 
Patient”  and  represents  a dis- 
tillation of  commentaries  by  Drs 
A.  H.  Miller,  M.  Saklad  and  J.  A. 
Hayward  in  a symposium  pre- 
sented before  the  128th  Annual 
Meeting  of  the  Rhode  Island  Med- 
ical Society  held  in  June,  1939. 
The  article  begins  with  the  ob- 
servation that,  “During  the  87 
years  which  have  elapsed  since 
the  introduction  of  etherization, 
more  than  500  agents  for  produc- 
ing surgical  anesthesia  have  been 
recommended  and  tried.  While 
most  of  these  agents  have  proved 
so  inefficient  or  so  dangerous  that 
they  have  shortly  been  aban- 
doned, more  than  50  agents  are 
in  use  at  the  present  time  and 
these  agents  are  administered  by 
no  less  than  25  different  meth- 
ods.” The  paper  considers  first 
premedication,  then  the  anes- 
thetic agents  and  their  physio- 
logic effects;  and  finally  there  is 
a summary  discussion  of  the  lat- 
est methods  of  anesthetic  admin- 
istration. 


The  principal  editorial  is  con- 
cerned with  the  merits  of  periodic 
health  examinations.  The  writer 
reflects  that,  “while  it  is  fre- 
quently called  a physical  exami- 
nation, the  physical  examination 
is  the  least  fruitful  though  an  es- 
pecially necessary  part  of  it.  There 
are  relatively  few  significant  con- 
ditions that  can  be  found  on  phys- 
ical examination  without  having 
caused  some  indications  that 
would  be  listed  in  careful  history. 
The  history,  so  often  neglected, 
should  be  the  foundation  stone 
on  which  the  remainder  of  the  ex- 
amination is  built.”  The  writer 
concludes:  “It  is  common  knowl- 
edge that  really  quite  obvious 
findings  will  be  missed  unless 
something  directs  us  to  look  quite 
specifically  for  them.  An  ade- 
quate history  will  frequently  point 
a directing  finger.  Certain  labo- 
ratory or  x-ray  work  may  be  the 
solution  of  the  problem,  or  per- 
haps some  special  examinations. 
There  are  so  many  of  these  that 
it  is  only  by  vigilant  coordination 
of  the  facts  found  by  the  eyes,  ears 
and  fingers  that  the  proper  selec- 
tion of  procedure  can  be  made. 
In  this  way  patients  can  be  saved 
from  the  dangers  of  neglect  or  the 
burden  of  excessive  laboratory 
studies.  We  should  always  bear 
in  mind  that  it  is  the  things  we 
don’t  think  of  rather  than  the 
things  we  don’t  know  that  cause 
the  greatest  woes  in  medicine. 


Yet  another  editorial,  “Tests  by 
Number,”  comments  on  the  rise 
of  quantitation  and  statistical 
evaluation  in  medicine.  “So  far  as 
medicine  has  risen  from  super- 
stition to  science,  progress  has 
been  made  over  a way  mapped 
by  hard-gained  experience,  but 
the  shortest  road  had  always  been 
found  as  a result  of  statistical  ex- 
amination of  the  phenomena 
which  have  been  encountered 
along  the  way.  Scientific  medi- 
cine had  its  beginning  with  the 
statistical  study  of  disease  and  its 
treatment,  as  introduced  by  Louis 
of  Paris.  He  proved  mathemati- 
cally that  venesection,  the  routine 
treatment  of  the  time  for  pneu- 
monia, not  only  was  of  no  benefit 
but  was  distinctly  injurious  and 
responsible  for  many  deaths. 
Holmes  followed  with  his  statis- 
tical study  of  puerperal  fever, 
which  shortly  banished  this  curse 
from  lying-in  hospitals.  Test  by 
numbers  is  responsible  for  the  use 
of  the  ligature  rather  than  the  cau- 
tery to  staunch  hemorrhage,  for 
the  prevention  of  small  pox  by 
vaccination,  for  the  control  of 
diphtheria  by  toxin-antitoxin.  The 
list  can  be  extended  without  end.” 
The  Charles  V.  Chapin  Hospital 
announces  its  internship  staff 
which  includes  Drs  Michael 
DiMaio,  Walter  Batchelder,  Isa- 
dore  Gershman,  Corinne  Eddy, 
and  Harry  Magnet. 
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Twenty  Five  Years  Ago 
( January  f 1965) 

The  lead  article  by  Nathan  Son- 
kin,  MD,  is  entitled  “Ice  Water  in 
the  Ambulatory  Treatment  of 
Duodenal  Ulcer.”  Prompted  by 
Wangensteen’s  employment  of 
gastric  freezing  for  bleeding  pep- 
tic ulcers  and  Palmer’s  use  of  ice- 
water  lavage  in  the  emergency 
treatment  of  upper  gastrointes- 
tinal bleeding,  the  author  treats  a 
series  of  ten  duodenal  ulcers  pa- 
tients with  an  oral  ice-water  re- 
gime. The  patients  are  instructed 
to  drink  at  least  one  eight-ounce 
glass  of  ice  water  with  each  meal 
and  between  each  meal.  Two 
glasses  are  to  be  taken  at  bed- 
time. A control  group  of  ulcers 
patients  form  the  basis  for  com- 
parison. The  article  concludes:  “A 
new  treatment  method,  the  inges- 
tion of  ice  water,  has  been  sug- 
gested for  the  ambulatory  office 
management  of  acute  duodenal 
ulcer.  It  appears  to  offer  a simple, 
economical  method  which  does 
not  present  any  problems  in  pa- 
tient cooperation.  It  offers  symp- 
tomatic relief  rather  quickly  and 
hastens  control  of  acute  or  re- 
current duodenal  ulcer.  Further 
extensive  experience  is  needed 
to  evaluate  its  effectiveness  and 
long-term  effects.  It  is  not  sug- 
gested that  this  is  a panacea  for 
duodenal  ulcer  or  that  it  should 
replace  time-proven  therapy. 
However,  further  trial  with  this 
safe  and  relatively  simple  meas- 
ure appears  to  be  merited.” 

Two  cases  of  the  malignant 
carcinoid  syndrome,  one  treated 
by  hepatic  artery  perfusion,  are 
described  by  Drs  Raymond  Mof- 
fitt  and  Charles  Jones. 

Dr  Alton  Pauli  writes  on  recent 
advances  in  the  diagnosis  of  pul- 
monary embolism  and  shows  the 
diagnostic  value  of  examining  the 
serum  concentrations  of  biliru- 
bin, lactic  dehydrogenase  and 
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glutamic  oxaloacetic  transam- 
inase, in  distinguishing  pulmo- 
nary embolism  from  myocardial 
infarction  and  pneumonitis. 

A case  report  of  obturator  her- 
nia of  a loop  of  ileum  resulting 
in  almost  total  intestinal  obstruc- 
tion is  described  by  Dr  Warren 
Francis. 


The  Journal  summarizes  the 
actions  of  the  AMA  House  of  Del- 
egates during  the  18th  Clinical 
Convention,  Nov  29-Dec  2,  1964. 
With  regard  to  human  reproduc- 
tion, the  delegates  adopt  the  fol- 
lowing four-point  statement:  “1. 
An  intelligent  recognition  of  the 
problems  that  relate  to  human  re- 
production, including  the  need  for 
population  control,  is  more  than 
a matter  of  responsible  parent- 
hood; it  is  a matter  of  responsible 
medical  practice.  2.  The  medical 
profession  should  accept  a major 
responsibility  in  matters  related 
to  human  reproduction  as  they  af- 
fect the  total  population  and  the 
individual  family.  3.  In  discharg- 
ing this  responsibility,  physicians 
must  be  prepared  to  provide 
counsel  and  guidance  when  the 
needs  of  their  patients  require  it 
or  refer  patients  to  appropriate 
persons.  4.  The  AMA  shall  take 
the  responsibility  for  disseminat- 
ing information  to  physicians  on 
all  phases  of  human  reproduc- 
tion, including  sexual  behavior, 
by  whatever  means  are  appropri- 
ate.” 

A small  news  item  notes  that 
health  insurance  in  1953  covered 
97  million  Americans.  “Since  then 
there  has  been  a coverage  in- 
crease of  more  than  49%  and  a 
total  of  over  145  million  persons 
were  protected  against  the  cost  of 
hospital  care  at  the  year-end  1963. 
In  1953,  61%  of  the  US  civilian 
population  were  protected  by 
some  kind  of  health  insurance, 
while  at  the  beginning  of  1963 
77%  were  so  insured.” 


The  Journal  notes  the  death, 
during  the  year  of  1964,  of  many 
of  its  leading  practitioners: 
L.  Murray  Beardsley,  Edmund  B. 
Curran,  Halsey  De  Wolf,  H.  Lor- 
enzo Emidy,  Bernard  F.  Ferrara, 
Joseph  C.  Kent,  Harold  D.  Ken- 
yon, Louis  1.  Kramer,  Frank  1.  Mat- 
teo,  Henry  F.  McCusker,  Edward 
G.  Melvin,  John  E.  Menzies,  Jo- 
seph E.  Murray,  Amy  E.  Russell, 
Eliot  A.  Shaw. 
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Albert  E.  Geremia,  MD 

Doctor  Albert  E.  Geremia,  a car- 
diologist with  an  office  in  Provi- 
dence for  40  years  before  retiring 
in  1975,  died  January  31,  1989  at 
the  age  of  85. 

Doctor  Geremia  was  a graduate 
of  Tufts  University  Medical  School 
in  1932.  He  studied  electrocar- 
diology in  1946  with  Doctor  Frank 
Wilson  at  the  University  of  Mich- 
igan, Ann  Arbor. 

A World  War  11  navy  veteran. 
Doctor  Geremia  served  as  chief 
medical  officer  at  St.  Alban’s  Hos- 
pital, Long  Island,  NY.  He  was 
medical  officer  at  St.  Joseph  Hos- 
pital’s rheumatic  heart  clinic  from 
1 948  to  1 965,  medical  adjudicator 
for  the  Social  Security  Adminis- 
tration from  1959  to  1980,  and  staff 
consultant  to  Rhode  Island  Hos- 
pital since  1973. 

Doctor  Geremia  was  a member 
of  the  American  Association  of  In- 
ternal Medicine,  the  Rhode  Island 
Society  of  Internal  Medicine  and 
the  Providence  and  Rhode  Island 
Medical  Societies.  He  was  a for- 
mer board  member  of  the  Rhode 
Island  and  New  England  Heart 
Associations  and  past  president 
of  the  Malpighi  Medical  Society. 

Doctor  Geremia  was  the  hus- 
band of  Mary  (LaCava)  Geremia. 

Frank  Joseph  Logler,  MD 

Doctor  Frank  Joseph  Logler,  sur- 
geon, died  February  15,  1989  at 
the  age  of  79. 

Doctor  Logler  received  a med- 
ical degree  from  Vanderbuilt  Uni- 
versity in  1937. 

He  served  two  years  in  the  Army 
Medical  Corps  in  World  War  11  at 
American  bases  in  Argentina  and 
Newfoundland  where  he  was  in- 
strumental in  setting  up  the  base 
hospital.  At  the  Lahey  Clinic,  he 
served  a surgical  fellowship 

Doctor  Logler  was  senior  sur- 
geon at  Newport  Hospital  and 


courtesy  surgeon  at  Rhode  Island 
Hospital.  He  was  a physician  to 
the  Virgin  Islands  government 
from  1975  to  1977. 

Doctor  Logler  was  professor  at 
the  Newport  Hospital  School  of 
Nursing,  Beverly  Hospital  School 
of  Nursing  and  Salve  Regina  Col- 
lege. He  was  director  of  the  Rhode 
Island  Blue  Cross  Physician  Serv- 
ice for  eight  years. 

He  was  director  of  the  Aquid- 
neck  Medical  Associates,  trustee 
of  the  Herbert  and  Daisy  Stride 
Foundation  for  Medical  Educa- 
tion, and  the  first  president  and 
one  of  three  organizers  of  the 
Aquidneck  Medical  Association. 
He  was  a fellow  of  the  American 
College  of  Surgeons,  the  Inter- 
national College  of  Surgeons,  In- 
ternational Academy  of  Proctol- 
ogy and  a diplomate  of  the 
American  Board  of  Abdominal 
Surgeons. 

Doctor  Logler  was  a member  of 
the  Newport  County  and  Rhode 
Island  Medical  Societies,  the 
American  Medical  Association, 
Massachusetts  Medical  Society, 
Providence  Surgical  Society,  New 
England  Obstetrical  and  Gyne- 
cological Society,  the  Industrial 
Medical  Association  and  the 
United  States  National  Associa- 
tion of  Medical  Examiners. 

He  was  a member  of  the  State 
Peer  Review  Committee,  the 
Rhode  Island  Medical  Society 
House  of  Delegates  and  Medical 
Legal  Committee. 

Doctor  Logler  was  the  husband 
of  the  late  Martha  E.  (Conway) 
Logler. 

John  C.  Ham,  MD 

Doctor  John  C.  Ham,  internist, 
died  March  4,  1989  at  the  age  of 
83. 

Doctor  Ham  was  a graduate  of 
Harvard  University  Medical 
School  in  1932.  He  joined  the  staff 


of  Rhode  Island  Hospital  in  1936, 
where  he  was  a consultant  until 
his  death.  He  was  a consultant  in 
internal  medicine  at  Miriam  Hos- 
pital, and  also  at  Butler  Hospital 
until  1981.  Doctor  Ham  was  a di- 
rector of  the  Thoracic  Clinic  at 
Rhode  Island  Hospital  from  1942 
to  1966  and  served  on  the  staffs 
of  Zambarano  Memorial  Hospi- 
tal, Veterans  Administration  Re- 
gional Medical  Center  and  the  for- 
mer Charles  V.  Chapin  Hospital. 

Doctor  Ham  was  past  president 
of  the  American  Thoracic  Society, 
a member  of  the  Providence  and 
Rhode  Island  Medical  Societies 
and  the  Providence  Tuberculosis 
League.  He  was  a board  member 
of  the  Visiting  Nurse  Association, 
served  on  the  board  of  the  Rhode 
Island  Lung  Association,  and  was 
a member  of  the  Friday  Night 
Medical  Club.  Doctor  Ham  was  a 
fellow  of  the  American  College  of 
Physicians,  diplomate  of  the 
American  Board  of  Internal  Med- 
icine and  a member  of  the  Amer- 
ican Medical  Association. 

Doctor  Ham  was  the  husband 
of  Joan  (Taylor)  Ham. 

Robert  F.  Rosin,  MD 

Doctor  Robert  F.  Rosin,  general 
physician  in  Pawtucket  for  over 
30  years,  died  April  4,  1989  at  the 
age  of  73. 

Doctor  Rosin  graduated  from 
the  University  of  Pennsylvania 
Medical  School  in  1942.  He  was 
a physician  in  the  Army  in  World 
War  11  serving  in  the  South  Pacific 
Theater  and  in  India  and  Burma. 

He  was  a member  of  Paw- 
tucket, Rhode  Island  and  Ameri- 
can Medical  Associations. 

Doctor  Rosin  was  the  husband 
of  Devera  (Grossman)  Rosin. 

Charles  V.  Cox,  MD 

Doctor  Charles  V.  Cox,  chief  of 
anesthesiology  at  Memorial  Hos- 
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pital  from  1972  until  retiring  in 
1986,  died  May  8,  1989  at  the  age 
of  68. 

Doctor  Cox  received  his  med- 
ical degree  from  Ohio  State  Med- 
ical School  in  1950.  He  was  sen- 
ior anesthesiologist  at  Rhode 
Island  Hospital  from  1954  until 
1972,  senior  instructor  of  resi- 
dents at  Rhode  Island  Hospital 
from  1954  to  1973  and  director  of 
school  of  anesthesia  for  nurse 
anesthetists  from  1973  to  1986.  He 
was  also  clinical  instructor  in 
anesthesiology  at  Brown  Univer- 
sity from  1970  to  1986. 

Doctor  Cox  was  a member  of 
the  American  Board  of  Anesthe- 
siology, the  American  Medical 
Association,  past  president  of  the 
Rhode  Island  Society  of  Anesthe- 
siologists, a member  of  the  Rhode 
Island,  Providence  and  Paw- 
tucket Medical  Societies,  the 
AANA  Council  on  Accreditation 
and  the  Honorary  Physicians  So- 
ciety. 

In  1962,  he  received  an  appre- 
ciation award  from  Medico  for 
services  rendered  in  Algeria  dur- 
ing the  Algerian  Independence 
emergency.  He  received  the  Isaac 
B.  Merriman  Award  for  being  a 
physician,  healer  and  teacher. 

Doctor  Cox  was  the  husband  of 
Constance  (Weldon)  Cox. 


James  F.  Hardiman,  MD 

Doctor  James  F.  Hardiman,  a 
practicing  physician  for  40  years 
before  retiring  in  1986,  died  May 
10,  1989  at  the  age  of  68. 

Doctor  Hardiman  graduated 
from  Tufts  Medical  School  in 
1945.  He  was  on  the  staffs  of  St. 
Joseph  Hospital  and  former  pres- 
ident of  the  medical  staffs. 

He  was  a member  of  the  Amer- 
ican Medical  Association,  the 
Rhode  Island  and  Providence 
Medical  Societies,  and  past  pres- 
ident of  the  Rhode  Island  He- 
mophiliac Society. 

Doctor  Hardiman  was  the  hus- 


band of  the  late  Margaret  (Hogan) 
Hardiman. 


Leo  Stern,  MD 

Doctor  Leo  Stern,  chief  of  pedi- 
atrics at  Rhode  Island  Hospital, 
died  May  17,  1989  at  the  age  of 
58. 

Doctor  Stern  received  his  med- 
ical degree  from  the  University  of 
Manitoba  in  1956.  He  was  chair- 
man of  the  pediatrics  department 
at  Brown  University  Medical 
School,  member  of  the  American 
Academy  of  Pediatrics,  Royal  So- 
ciety of  Medicine,  Society  for  Pe- 
diatric Research,  American  Pe- 
diatric Society,  Rhode  Island  and 
Providence  Medical  Societies, 
Canadian  Medical  Association, 
Canadian  Pediatric  Society,  New 
York  Academy  of  Science,  Cana- 
dian Society  of  Clinical  Investi- 
gation, Perinatal  Research  Soci- 
ety and  the  American  Society  of 
Clinical  Pharmacology  and  Ther- 
apeutics. 

Doctor  Stern  was  the  husband 
of  Reva  (Angel)  Stern. 


John  H.  Mulvany,  MD 

Doctor  John  H.  Mulvany,  a phy- 
sician in  Rhode  Island  for  60 
years,  died  May  24,  1989  at  the 
age  of  83. 

Doctor  Mulvany  received  his 
medical  degree  from  the  Univer- 
sity of  London  in  1 927.  He  earned 
a number  of  specialty  degrees  at 
various  London  hospitals  in  sur- 
gery, internal  medicine,  pathol- 
ogy, neurology,  obstetrics  and 
gynecology.  He  attained  the  rank 
of  lieutenant  colonel  in  the  Royal 
Army  medical  corps  during  World 
War  11,  at  which  time  he  was  chief 
surgeon  on  the  Queen  Mary.  He 
was  on  the  staff  of  St.  Joseph  Hos- 
pital and  Fogarty  Hospital  until 
retiring  in  1987. 

He  was  a Hunterian  professor 
at  the  Royal  College  of  Surgeons, 
member  of  the  American  and  Brit- 
ish Medical  Associations,  and  the 


Rhode  Island  and  Pawtucket 
Medical  Societies.  He  was  a fel- 
low of  the  College  of  Obstetri- 
cians and  Gynecologists  and  a 
Fellow  of  the  Royal  College  of 
Medicine. 

Doctor  Mulvaney  was  the  hus- 
band of  Barbara  (Gibbons)  Mul- 
vaney. 

George  J.  Dwyer,  MD 

Doctor  George  J.  Dwyer,  a phy- 
sician in  private  practice  for  42 
years  before  retiring  in  1976,  died 
May  29,  1989  at  the  age  of  85. 

Doctor  Dwyer  graduated  from 
Hahnemann  Medical  School  in 
Philadelphia  in  1932.  He  was  a 
staff  member  of  Roger  Williams 
General  Hospital  throughout  his 
career  and  became  medical  staff 
president  in  1 956.  He  was  a mem- 
ber of  the  Rhode  Island  Medical 
Society. 

Doctor  Dwyer  was  the  husband 
of  the  late  Sarah  (McGeough) 
Dwyer. 

Palmer  Congdon,  MD 

Doctor  Palmer  Congdon,  a phy- 
sician in  Providence  for  30  years, 
died  June  13,  1989  at  the  age  of 
78. 

Doctor  Congdon  was  a 1936 
graduate  of  Harvard  Medical 
School.  He  worked  for  the  US  De- 
partment of  Health  in  the  then  ter- 
ritory of  Alaska  from  1 939  to  1 94 1 . 
He  served  as  captain  of  the  US 
Army  Medical  Corps  evacuation 
team  in  the  China-Burma-lndia 
Theater  in  World  War  11.  Between 
1974  and  1984,  he  was  a super- 
vising physician  at  Rhode  Island 
Medical  Center.  He  was  a director 
of  the  personnel  health  clinic  at 
Rhode  Island  Hospital  for  40  years 
before  retiring  in  1986. 

Doctor  Congdon  was  a mem- 
ber of  the  Rhode  Island  Medical 
Society,  Providence  Medical  and 
American  Medical  Association, 
and  the  Society  of  Internal  Medi- 
cine. 

Doctor  Congdon  was  the  hus- 
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band  of  Kathleen  (Herbert)  Cong- 
don. 

Frank  A.  Merlino,  MD 

Doctor  Frank  Merlino,  practicing 
physician  until  retiring  in  1980, 
died  June  18,  1989  at  the  age  of 
86. 

Doctor  Merlino  received  his 
medical  degree  from  the  Univer- 
sity of  Maryland  Medical  School 
in  1928.  He  was  executive  sec- 
retary and  medical  director  of  the 
Providence  Tuberculosis  League 
for  20  years  and  medical  director 
of  the  State  Division  of  Tubercu- 
losis Control  for  more  than  35 
years. 

He  was  a member  of  the  Amer- 
ican Association  of  Chest  Physi- 
cians, a member  of  the  Rhode  Is- 
land Medical  Society  and 
American  Medical  Association. 

Doctor  Merlino  was  the  hus- 
band of  the  late  Louise  (Gregory) 
Merlino. 

George  E.  Charon,  MD 

Doctor  George  E.  Charon,  general 
practitioner,  died  June  18,  1989 
at  the  age  of  76. 

Doctor  Charon  graduated  from 
the  University  of  Montreal  Medi- 
cal School  in  1944.  He  was  a cap- 
tain in  the  Army  Medical  Corps, 
serving  the  4th  Infantry  Division 
in  the  Korean  War. 

He  was  a former  president  of 
the  Rhode  Island  Chapter  of  the 
American  Association  of  Family 
Practice,  a member  of  the  Rhode 
Island  Medical  Society  and  Prov- 
idence Medical  Association  and 
served  on  the  staffs  of  St.  Joseph 
Hospital,  Roger  Williams  General 
Hospital  and  Zambarano  Memo- 
rial Hospital. 

Doctor  Charon  was  the  hus- 
band of  Noella  (Raquier)  Charon. 

Merle  M.  Potter,  MD 

Doctor  Merle  M.  Potter,  general 
practitioner,  died  June  25,  1989 
at  the  age  of  97. 

Doctor  Potter  received  a med- 


ical degree  from  Cornell  Univer- 
sity Medical  School  in  1917.  She 
was  the  physician  for  girls  in  the 
Providence  school  system  and 
physician  for  the  former  Pem- 
broke College,  now  Brown  Uni- 
versity. 

She  was  a member  of  the  Rhode 
Island  Medical  Society  and  Prov- 
idence Medical  Association. 

Whitman  Merrill,  MD 

Doctor  Whitman  Merrill,  a phy- 
sician in  private  practice  for  36 
years  in  Coventry,  died  July  23, 
1989  at  the  age  of  84. 

Doctor  Merrill  graduated  from 
Tufts  University  Medical  School 
in  1932.  He  enlisted  in  the  Navy 
as  a medical  officer  in  World  War 
II.  He  formerly  served  as  town 
health  officer  for  Coventry. 

He  was  president  and  vice 
president  of  the  Kent  County  Me- 
morial Hospital  staff  and  one  of 
the  incorporators  of  Kent  County 
Memorial  Hospital  in  1951.  He 
was  a member  of  the  American 
Medical  Association  and  Rhode 
Island  and  Kent  County  Medical 
Societies. 

Doctor  Merrill  was  the  husband 
of  the  late  Gertrude  (Wilkinson) 
Merrill. 

Edward  Damarjian,  MD 

Doctor  Edward  Damarjian,  retired 
chief  of  anesthesiology  at  Me- 
morial Hospital,  died  August  11, 
1989  at  the  age  of  79. 

Doctor  Damarjian  graduated 
from  Tufts  Medical  School  in 
1936.  He  started  the  school  of  an- 
esthesia for  graduate  nurses  at 
Memorial  Hospital  in  1965.  He 
was  instrumental  in  establishing 
an  emergency  cardiopulmonary 
resuscitation  unit,  known  as 
“Cardiac  99.”  He  was  a captain 
in  the  Army  Medical  Corps  during 
World  War  II  and  served  with  the 
48th  Evacuation  Unit  in  the  China- 
Burma-India  Theater. 

Doctor  Damarjian  was  a mem- 
ber of  the  American  Medical  As- 


sociation, Rhode  Island  Medical 
Society  and  Pawtucket  Medical 
Association. 

Doctor  Damarjian  was  the  hus- 
band of  Shaki  (Yorganjian)  Da- 
marjian. 

Anthony  C.  Verrone,  MD 

Doctor  Anthony  C.  Verrone,  a 
physician  in  private  practice,  died 
August  21,  1989  at  the  age  of  74. 

Doctor  Verrone  graduated  from 
Tufts  University  Medical  School 
in  1941.  He  served  in  the  Army 
Medical  Corps  in  World  War  II. 
He  had  been  an  adjudicating  of- 
ficer for  the  Veterans  Administra- 
tion. He  was  also  a staff  member 
of  St.  Joseph  Hospital. 

He  was  a member  of  the  Rhode 
Island  Medical  Society,  Provi- 
dence and  American  Medical  As- 
sociation, and  the  American  Col- 
lege of  Surgeons. 

David  K.  Johnson,  MD 

Doctor  David  K.  Johnson,  a phy- 
sician in  private  practice,  died 
August  28,  1989  at  the  age  of  35. 

Doctor  Johnson  received  his 
medical  degree  from  the  Univer- 
sity of  Iowa  in  1980.  He  was  cer- 
tified by  the  American  Board  of 
Internal  Medicine  in  1983. 

He  was  a member  of  the  Rhode 
Island  and  Woonsocket  Medical 
Societies. 

Doctor  Johnson  was  the  hus- 
band of  Laurie  (Hilger)  Johnson. 

Jan  S.  Dudek,  MD 

Doctor  Jan  S.  Dudek,  a practicing 
physician  in  Johnston,  died  Oc- 
tober 1989  at  the  age  of  75. 

Doctor  Dudek  graduated  from 
the  University  of  Lwow  in  1939 
and  served  as  physician  in  the 
Polish  Army  in  World  War  II.  He 
was  a graduate  of  the  Royal  Col- 
lege of  Physicians  in  London, 
1955.  He  was  a member  of  the 
Rhode  Island  Medical  Society  and 
American  Medical  Association. 

Doctor  Dudek  was  the  husband 
of  Irena  (Lopatniuk)  Dudek. 
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Kieran  W.  Hennessey,  MD 

Doctor  Kieran  W.  Hennessey,  in 
private  practice  for  40  years,  died 
November  1,  1989  at  the  age  of 
79. 

Doctor  Hennessey  received  his 
medical  degree  from  Tufts  Medi- 
cal School  in  1936.  He  served  in 
the  Medical  Corps  during  World 
War  II  in  the  South  Pacific  and 
was  awarded  the  Bronze  Star.  He 
was  on  the  staff  of  Memorial  Hos- 
pital for  40  years. 

He  was  a member  of  the  Rhode 
Island  Medical  Society  and  Paw- 
tucket and  American  Medical  As- 
sociation. 

Doctor  Hennessey  was  the  hus- 
band of  Madelyn  (Hoey)  Hennes- 
sey. 

Angelo  R.  Bologna,  MD 

Doctor  Angelo  R.  Bologna,  family 
physician,  died  November  19, 
1989  at  the  age  of  84. 

Doctor  Bologna  graduated  from 
Washington  University  Medical 
School  in  1933.  He  also  pursued 
a certified  course  in  public  health 
and  occupational  medicine  at 
Bellevue  Hospital  Post  Graduate 
School,  New  York,  in  1961. 

Doctor  Bologna  was  a member 
of  the  American  Medical  Associ- 
ation, the  New  York  State  Medical 
Society,  Queens  County  Medical 
Society,  and  Rhode  Island  and 
Providence  Medical  Associa- 
tions. He  was  a charter  fellow  of 
the  American  Academy  of  Family 
Physicians,  member  of  the  Amer- 
ican Occupatonal  Medical  Asso- 
ciation, and  a former  member  of 
the  Industrial  Medical  Associa- 
tion. He  served  as  an  Army  cap- 
tain in  WWII  and  performed  sur- 
gery. 
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included. 
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ANNUAL  20%  SALE 

PROVIDENCE  PICTURE  FRAME  CO. 

Dryden  Galleries,  Ltd. 

Rt  95,  Exit  24,  Branch  Avenue  To  Dryden  Lane,  Behind  Benny's 

• Daily  9-6  • Sunday  9-5 


CLINICAL  W NETWORK 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY,  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/751-9120 

67  CEDAR  ST  • SUITE  ONE  • PROVIDENCE,  R.I.  02903 
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RURAL  HEALTH! 


National  Rural  Health  Association 

13th  Annual  National  Conference 
May  16-19,  1990 
New  Orleans,  Louisiana 


"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 
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HIS  provides  unsurpassed  personal  support  and  offers  remote  electronic  diag- 
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Groto^_Cr^8002^62^7069_WJlartfordj_CT^2032W3_8909^ 


RHODE  ISLAND 
MEDICAL  JOURNAL 


EDITORIAL  STAFF 

Stanley  M.  Aronson,  MD 
Edilor-in-Chief 
Kimberly  J.  Allyn 
Managing  Editor 
Seebert  J.  Goldowsky,  MD 
Editor-in-Chief  Emeritus 
John  E.  Farrell,  ScD 
Managing  Editor  Emeritus 

EDITORIAL  BOARD 

*Edward  R.  Feller,  MD 

Chairman 

‘Joseph  Amaral,  MD 
‘Stanley  M.  Aronson,  MD 
Paul  Calabresi,  MD 
‘Richard  A.  Carleton,  MD 
Margaret  Coloiem,  MSJ 
RIMS  Director  of  Communications 
‘Peter  A.  Hollmann,  MD 
‘Frank  J.  Schaberg,  Jr.,  MD 
‘Fred  J.  Schiffman,  MD 
William  J.  Waters,  Jr,,  PhD 
‘Member  of  Publications  Committee 

OFFICERS 

Donald  R.  Coustan,  MD 

President 

Richard  Wong,  MD 
President-Elect 
Robert  J.  Dobrzynski,  MD 

Secretary 

Frances  P.  Conklin,  MD 

Treasurer 

Boyd  P.  King,  MD 

Immediate  Past  President 

DISTRICT  AND  COUNTY 
PRESIDENTS 

Richard  D.  Frary,  MD 

Bristol  County  Medical  Society 
Fred  T.  Perry,  MD 
Kent  County  Medical  Society 
Joseph  England,  MD 
Newport  County  Medical  Society 
Frank  J.  Schaberg,  Jr.,  M.D. 
Pawtucket  Medical  Association 
Elaine  B.  Fain,  MD 
Providence  Medical  Association 
Joseph  R.  Dotolo,  MD 
Washington  County  Medical  Society 
Jean  Marcellot,  MD 
Woonsocket  District  Medical  Society 


Volume  73,  Number  2 February  1990 


TABLE  OF  CONTENTS 

49  EDITORIALS 

The  Journal  as  a Forum  for  Unsettled  Questions 
To  Err  is  Human 

The  Rhode  Island  Medical  Journal  Heritage 


CONTRIBUTIONS 

53  Women’s  Rights  and  the  Medical  Use  of  Fetal  Tissue: 
An  International  Perspective 

Eugene  B.  Brody,  MD 


59  Four  Commentaries  on  the  Brody  Paper 
In  Response  to  the  Use  of  Fetal  Tissue 

The  Reuerend  David  Shire 


The  Fetal  Tissue  Issue 

Reuerend  Albert  S.  Moraczewski,  OP,  PhD 

Concerning  the  Use  of  Fetal  Tissue 

Boyd  P.  King,  MD 

The  Feminine  Approach  in  Ethics  and 
Medical  Decision-Making 

Marsha  Duke  Fretwell,  MD 


69  Primary  Movement  Disorders 

Joseph  H.  Friedman,  MD 

75  Under  Your  Calvarium 

Tom  J.  Wachtel,  MD 

COLUMNS 

78  HEALTH  BY  NUMBERS 

Level  of  Functional  Impairment  among  Nursing  Home 
Residents  in  Rhode  Island 

79  MONTHLY  VITAL  STATISTICS  REPORT 

81  THE  RHODE  ISLAND  MEDICAL  JOURNAL 
HERITAGE 

85  PHYSICIANS  IN  THE  NEWS 

86  BOOK  REVIEW 

88  INFORMATION  FOR  AUTHORS 

Cover:  Sorrow  Consoling  Justice  Who  Points  to  Fame, 

1774.  Houdon,  Jean-Antoine,  French,  1741- 
1828.  Museum  of  Art,  Rhode  Island  School  of 
Design,  Providence,  Rhode  Island.  Gift  of  Mrs. 

Gustav  Radeke. 


Rhode  Island  Medical  Journal  is  owned  and  published  by  the  Rhode  Island  Medical  Society.  106  Francis  Street.  Providence.  Rhode  Island  02903,  Ph:  401/331-3207.  Single  copies  $2.00 
— Subscriptions  $20.00  per  year  (members  of  the  Rhode  Island  Medical  Society  — $5.00  annually).  Published  articles  represent  opinions  of  the  authors  and  do  not  necessarily  reflect  the 
official  policy  of  the  Rhode  Island  Medical  Society  unless  clearly  specified.  Advertisements  do  not  imply  sponsorship  or  endorsement  by  the  Rhode  Island  Medical  Society.  Second  class 
postage  paid  at  Providence,  Rhode  Island  and  at  additional  mailing  offices,  ISSN  0363-7913  POSTMASTER:  Send  address  changes  to  RHODE  ISLAND  MEDICAL  JOURNAL.  106  Francis 
Street,  Providence,  Rl  02903. 


WE  PROTECT  YOUR 
PRACTICE  AND  YOU 

STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street  • Providence,  Rhode  Island  02903 
(401)  421-6900 


Insurance  Since  1879 . . . 


EDITORIALS 


The  Journal  as  a Forum 
for  Unsettled  Questions 

The  strength  of  a society  rests  to 
some  measure  upon  its  capacity 
to  live  with,  tolerate  and  eventu- 
ally confront  unsettled,  and  un- 
settling, issues.  When  the  tools  of 
medicine  had  been  limited  to 
symptom-control  and  solicitude, 
its  ethical  problems  were  mod- 
est. However,  as  the  science-fic- 
tion of  yesterday  merges  into  the 
reality  of  today,  many  new  and 
vexatious  questions  inevitably 
arise. 

Some  of  these  contentious 
problems,  such  as  the  moral  out- 
rage evoked  when  blood  trans- 
fusion or  organ  transplantation 
were  first  adopted,  have  abated 
with  time;  others  have  yet  to  be 
resolved.  If  any  one  of  the  new 
moral  dilemmas  facing  medicine 
is  to  be  resolved,  the  path  must 
lie  in  continuing  inquiry  and  ear- 
nest, open  debate  with  minds  not 
totally  closed  to  the  winds  of 
change.  It  is  therefore  appropri- 
ate, indeed  essential,  that  the 
pages  of  this  Journal  be  em- 
ployed in  an  airing  of  the  tor- 
menting questions  which  some 
of  our  technologic  advances  now 
generate. 

It  is  the  policy  of  this  publica- 
tion to  encourage  the  presenta- 
tion of  controversial,  conflicting 
views  within  its  pages.  The  Jour- 
nal welcomes  responsible  sci- 
entific and  bioethical  contribu- 
tions as  well  as  letters  expressing 
the  forthright,  signed  opinions  of 
the  Society’s  members.  i\\Q  Rhode 
Island  Medical  Journal  speaks 
with  many  voices.  With  the  pas- 
sage of  time,  some  may  be  proven 
valid  while  others  eventually  will 
best  be  forgotten. 


This  month’s  issue  is  devoted 
in  part  to  the  troubling  moral  un- 
certainties which  accompany  the 
recent  observations  that  human 
fetal  tissue  offers  substantial  value 
in  the  treatment  of  a number  of 
chronic  human  illnesses.  Dr  Eu- 
gene B.  Brody,  an  imminent  psy- 
chiatrist, bio-ethicist  and  cur- 
rently Secretary-General  of  the 
World  Federation  for  Mental 
Health,  has  provided  the  Journal 
with  an  international  perspective 
on  the  medical  use  of  fetal  tissue. 
Brody’s  illuminating  manuscript 
was  submitted  to  two  members 
of  the  clergy  and  two  practicing 
physicians  for  commentary,  and 
their  responses  are  also  printed 
herein.  The  readers  are  also  in- 
vited to  offer  their  opinions  on  this 
subject,  and  such  letters  will  be 
printed  in  a subsequent  issue  of 
the  Journal. 

Stanley  M.  Aronson,  MD 


To  Err  is  Human 


It  requires  some  courage  to  sub- 
mit a scientific  paper  to  a profes- 
sional journal.  A legitimate  sub- 
ject distilled  from  personal 
experience  or  inquiry  needs  to  be 
identified;  time  must  be  dis- 
sected out  of  a busy  schedule; 
writing  skills  must  be  recruited; 
and  then  the  product  of  these  dis- 
ciplined efforts  must  pass  the  crit- 
ical scrutiny  of  editors  and  read- 
ers. It  is  a daunting  process,  but 
fortunately  for  the  survival  of  our 


journals,  there  are  sufficient  num- 
bers of  busy  people  willing 
enough  to  undertake  this  perilous 
task  of  enlightening  others  with 
their  original  thoughts. 

In  emulating  the  accepted 
model  of  scientific  writing,  au- 
thors commonly  dispense  with 
eloquence  and  employ  a lean,  de- 
personalized style,  emphasizing 
scientific  content  and  reasoning. 
Statistical  significance  properly 
assumes  more  importance  than 
syntactic  elegance;  and  some- 
times the  excessive  concerns  over 
methodology  and  quantitation  al- 
low mere  spelling  errors  to  slip 
through  undetected.  Indeed,  au- 
thors are  terrible  proof-readers  of 
their  own  works,  readily  ignoring 
errors  which  are  obvious  to  the 
more  objective  reader.  One  of  the 
great  truths  of  scientific  author- 
ship recognizes  that  typographi- 
cal mistakes  will  be  evident  only 
after  the  manuscript  is  sealed  and 
in  the  mail. 

In  reviewing  manuscripts  sub- 
mitted for  publication  to  this 
Journal,  the  editors  encounter 
occasional  spelling  lapses.  Most 
are  banal  mistakes  in  the  cate- 
gory of  ie-ei  or  ible-able  confu- 
sions. A rare  spelling  error,  how- 
ever, imparts  an  unintended,  and 
sometimes  humorous,  meaning 
to  the  sentence.  In  recent  months, 
manuscripts  submitted  to  the 
Rhode  Island  Medical  Journal 
have  included  the  following  de- 
lightful typographic  errors: 
magnetic  residence  imaging 
sacral  ridiculopathy 
rights  of  passage 
symptoms  wax  and  vein 

I suppose  that  we  should  ac- 
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knowledge  that  there  are  opera- 
tive, and  perhaps  etiologic,  dis- 
tinctions between  mere  inadver- 
tent mistakes,  gaffes,  errors  due 
to  ignorance,  paramnesias,  par- 
apraxes,  and  those  special  errors 
which  arise  from  subconscious 
repressions,  the  Freudian  slips. 
Some,  perhaps  all,  of  the  specific 
errors  cited  above  may  represent 
the  misinterpretations  of  a tran- 
scribing typist  abetted  by  indif- 
ferent proofreading.  Others  may 
be  Freudian  — but  they  certainly 
do  not  achieve  the  world-class 
character  of  some  such  as  the  oft- 
quoted  line  from  a college  stu- 
dent’s paper,  “Freud’s  emphasis 
on  sexuality  is  surely  a phallacy.” 
We  will  continue  to  monitor  the 
papers  submitted  to  this  Journal, 
primarily  for  their  scientific  con- 
tent and  merit;  but  when  lapses 
of  a more  humorous  kind  mate- 
rialize, we  will  share  them  with 
the  readers  so  long  as  they  do  not 
identify  the  author.  To  err  is  hu- 
man — and  sometimes  gently  hu- 
morous. 

Stanley  M.  Aronson,  MD 


The  Rhode  Island 
Medical  Journal 
Heritage 

In  June  of  1 989  the  Journal  began 
a monthly  column  which  sum- 
marized the  contents  of  its  issues 
of  25  and  50  years  ago.  We  did 
this,  and  will  continue  to  do  so, 
in  the  belief  that  the  legacy  of  our 
publication  is  an  important  part 
of  our  professional  identity.  Fur- 
ther, we  stated  that,  “these  short 
summaries  will  serve  to  demon- 
strate how  far  we  have  advanced 
in  certain  arenas,  and  how  little 
we  have  progressed  in  others. 
Furthermore,  the  problems  which 
seem  novel  to  us  today  may  re- 
veal themselves  to  be  problems 
which  equally  burdened  our  col- 


leagues decades  ago.  It  is  also 
instructive  to  observe  how  the 
spectrum  of  diseases  has  evolved 
during  these  decades  and  the  ex- 
tent to  which  medical  under- 
standing has  altered  even  our  no- 
menclature. It  is  our  hope  that 
these  synopses  will  be  a source 
of  both  entertainment  and  edu- 
cation.” 

Some  of  the  readers  of  this 
Journal  have  expressed  pleasure 
in  reading  these  distillations  of 
our  published  past.  For  the  edi- 
tors the  pleasure  is  even  greater 
since  we  are  obliged,  at  monthly 
intervals,  to  read  two  entire  is- 
sues from  the  past  in  order  to 
identify  those  segments  worthy  of 
republication.  To  read  these  older 
journals  is  to  question  constantly: 
“Did  we  really  believe  such 
things?”  “How  could  we  have 
reached  such  a bizarre  conclu- 
sion?” “I  thought  that  problem 


arose  only  recently!”  “What  clin- 
ical wisdom  — and  without  the 
aid  of  MRI!” 

Ambrose  Bierce  once  de- 
scribed history  as  an  account 
mostly  false,  of  events  mostly  un- 
important, which  are  brought 
about  by  rulers  mostly  knaves, 
and  soldiers  mostly  fools.  We 
prefer  to  believe,  rather,  that  there 
is  much  merit  in  reading  the 
thoughts  of  the  past.  There  is 
properly  no  history,  said  Emer- 
son, only  biography.  Possibly  so 
for  society  in  general;  certainly  so 
for  the  profession  of  medicine.  As 
a profession  we  are  what  we  have 
accomplished  as  physicians 
working  separately  or  together 
and  the  history  of  Rhode  Island 
medicine  represents  nothing 
more  and  nothing  less  than  the 
collective  biographies  of  its  many 
practitioners. 

Stanley  M.  Aronson,  MD 


ATTENTION  DOCTORS 
Warwick,  East 
Greenwich, 
Cranston  Areas 


Are  you  contemplating  selling  your 
practice?  Will  give  the  best  offer. 


Send  confidential  info  to: 
PO  Box  7657 
Warwick,  Rl  02887 
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& Computerized  Neurophysiology 

Laboratory 


205  Governof  St. 


Providence  PI  02906 

We  are  pleased  to  announce  

the  opening  of  this  facility 
offering  a full  spectrum  of 
neurodiagnostic  studies  for 
developmental,  neurologic 
and  psychiatric  disorders. 

Electroencephalography  (EEG)  including 
computerized  spectral/frequency  analysis 
topographic  brain  mapping 
normative  data  base  comparison 

Ambulatory  (24  hour)  EEG 

Evoked  Potentials  including 
visual  2, 4,  8,  20  channels 
brainstem  auditory  2, 4 channels 
cortical  auditory  20  channels 
somatosensory  2, 4, 8, 20  channels 
P300  cognitive  20  channels 
topographic  brain  mapping 

Technical  Director:  Maria  G.  Gabriel  REEGT 
former  Chief  Technologist,  Seizure  Unit, 

Childrens  Hospital,  Boston 

Medical  Director:  Jeffrey  Wishik,  M.D. 

Board  certified  neurologist  and  fellowship 
trained  in  clinical  neurophysiology  and 
neurobehavior 

For  more  information  or  patient  referrals 
call:  272-4644  (Laboratory)  or  272-4626 
(Dr.  Wishik) 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ’ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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FRONT  VIEW 


MEDICAL  OFFICE(S)  FOR  RENT 

38  Hamlet  Ave. 

Woonsocket,  Rl 

Two  spacious  medical  suites  available 

in  a prime  location  at  the  intersection  of  Hamlet  Ave.  and  Park  Ave. 

One  suite  is  approximately  600  sq.  ft.  and  the  other  700  sq.  ft. 

Owner  will  combine  into  one  larger  suite  on  request  at  no  additional  charge. 

Excellent  1st  floor  location 
Large  parking  lot 

Medical  Lab  and  X-Ray  in  building 
Low  Rent  — Heat  included 

$850  / month  for  combined  space 
$400  / month  for  600  sq.  ft. 

$450  / month  for  700  sq.  ft. 

$850  / month  for  combined  space 

If  interested  please  call  767-2550 
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Women’s  Rights  and  the  Medical  Use  of 
Fetal  Tissue:  An  International  Perspective 

Eugene  B.  Brody,  MD 

. . . recent  scientific  discov- 
eries and  technological  ad- 
vances . . . may  . . . endan- 
ger the  rights  and  freedoms 
of  individuals  and  will  re- 
quire continuing  attention. 


The  Biomedical 
Technologies:  Advocacy 
for  Ethical  Use 

Contemporary  medical  preoccu- 
pation with  the  ethics  of  high- 
technology  practice  reflects  two 
concurrent  phenomena.  One  is 
the  rise  of  health  consumer  or- 
ganizations which  act  as  advo- 
cates not  only  for  patients  but  for 
all  those  who  might  some  day  re- 
quire medical  care;  these  are 
mainly  active  in  the  world’s  in- 
dustrial democracies.  The  other 
is  the  nearly  universal  spread  of 
advanced  biomedical  technol- 
ogy.' In  developing  nations, 
sometimes  used  to  bolster  an  in- 
ternational image  of  health  care 
I progress,  it  co-exists  with  the  folk 
healing  and  (often  inadequate) 

I primary  care  systems  upon  which 
I the  bulk  of  their  populations  de- 
pend. 

The  consumer  movement  gives 

! 

. Eugene  B.  Brody,  MD,  is  Secretary 
General  of  the  World  Federation 
for  Mental  Health,  Editor-in-Chief 
of  Journal  of  Nervous  and  Mental 
Disease,  and  Professor  and 
Chairman  Emeritus  of  the  De- 
partment of  Psychiatry,  University 
of  Maryland  Medical  School,  Bal- 
timore, Maryland. 


educated  patients  a platform  for 
health  care  advocacy  as  well  as 
a stronger  voice  in  medical  de- 
cisions affecting  their  own  fu- 
tures. But  biomedical  science  and 
its  associated  technologies  (in- 
cluding such  widely  disparate  ap- 
proaches as  non-invasive  imag- 
ing, organ  transplants,  dialysis 
machines,  endarterectomies,  and 
neonatal  survival  devices)  give 
physicians  more  effective  clinical 
power  than  ever  before.  They 
command  powerful  means  with 
unknown  limitations,  and  unin- 
tended consequences  (for  pa- 
tients, families  and  the  broader 
community)  which  require  delib- 
erate scrutiny  of  the  goals  for 
which  they  are  employed.  High- 
technology  medicine  also  in- 
creases the  influence  of  the  cor- 
porate profit-making  entities 
which  supply  the  technologies 
and  the  hospitals  or  governmen- 
tal institutions  which  buy  and 
service  them. 

These  circumstances  reinforce 
consumer  advocate’s  concerns 
with  maintaining  the  autonomy 
of  individual  help-seekers  and 
their  control  over  their  own  bod- 
ies. The  Kantian  principle  of  au- 
tonomy with  its  emphasis  on 
equality  of  respect  between  per- 
sons has  come  to  include  patient 
and  doctor.  This  principle,  one  of 


the  bases  of  the  ideal  of  “in- 
formed consent,”  has  also  been 
viewed  as  encompassing  the  right 
of  privacy  applied  to  one’s  own 
body  which  is  inherent  in  such 
earlier  documents  as  the  US  Con- 
stitution. 

The  new  technologies  also 
reinforce  the  central  position  in 
health  planning  of  the  ethical 
principle  of  justice,  in  the  sense 
of  equal  access  to  resources  and 
equal  freedom  from  harms  or 
constraints;  and  of  the  principle 
of  beneficence,  in  the  sense  that 
medical  procedure  should  be  in- 
tended for  the  primary  benefit  of 
the  patient  to  whom  it  is  applied 
rather  than  the  community,  the 
family  or  the  medical  profession. 
These  principles  are  involved  in 
deciding  whether  or  not  expen- 
sive biomedical  technologies 
should  be  electively  available  only 
to  privileged  citizens,  who  can  af- 
ford them,  or  part  of  entitled, 
publically  supported,  reparative 
medical  treatment;  whether  they 


ABBREVIATIONS  USED: 

IVF:  In  vitro  fertilization 
UN:  United  Nations 
UNESCO:  United  Nations  Ed- 
ucational, Scientific  and 
Cultural  Committee 


February,  1990  — Vol.  2 


53 


should  be  develo[)ed  and  applied 
if  it  must  be  at  the  expense  of 
basic  liealth  care  and  illness  pre- 
vention for  the  bulk  of  a popula- 
tion; and  whether  the  spin-offs 
and  “trickle-down”  effects  of  such 
development  actually  benefit  the 
public  health.  The  presumed 
rights  to  life,  health  and  appro- 
priate treatments  of  some  mem- 
bers of  the  population  must  be 
balanced  more  sensitively  than 
ever  against  the  presumed  rights 
of  those  whose  taxes  are  ex- 
pected to  support  or  whose  labor 
actually  provides  the  requested 
resources.  This  complicated 
equation  should  also  include  the 
profit-making  potential  for  those 
who  manufacture,  market  or  lease 
the  necessary  technologies,  as 
well  as  the  short  and  long-term 
health  of  the  broader  community, 
however  measured.  In  this  last 
framework  fetal  tissue  transplan- 
tation is  only  one  instance  of  the 
possible  use  of  expensive,  or  rare, 
government  or  insurance  sup- 
ported, technology  for  the  treat- 
ment of  chronic  disease. 


Human  Rights  and 
Women’s  Rights  in  the 
Intergovernmental  System 

It  is  in  this  context  that  UNESCO’s 
Division  of  Human  Rights  and 
Peace  has  revived  an  interest  in 
the  benefits  and  hazards  of 
biomedical  technology,  includ- 
ing the  possible  use  of  fetal  tissue 
for  research  or  therapy.  This  gen- 
eral interest  emerged  in  the  first 
human  rights  instrument  of  the 
intergovernmental  system,  the 
Universal  Declaration  of  Human 
Rights,  adopted  by  the  General 
Assembly  of  the  United  Nations 
at  the  beginning  of  the  post-Nazi, 
post-World  II  era,  on  December 
10,  1948.2  The  Declaration’s 
health-related  elements  can  be 
regarded,  depending  upon  the 
observer’s  perspective,  as  entitle- 
ments or  as  freedoms.  Thus,  it  af- 


firmed rights  to  plan  a family  (Ar- 
ticle 16j,  to  basic  health-related 
and  social  services  (Article  25), 
and  to  share  in  scientific  ad- 
vancement and  its  benefits  (Arti- 
cle 27).  It  also  paid  attention  to 
gender  ecpiality  stating  that  dis- 
tinctions based  on  sex  shall  not 
interfere  with  the  exercise  of  hu- 
man “rights  and  freedoms”  (Ar- 
ticle 29).  Its  prohibitions  of  slav- 
ery, cruel  treatment  and  arbitrary 
detention  were  elaborated  in  the 
1966  International  Covenant  of 
Civil  and  Political  Rights^  with  its 
ban  on  inhumane  and  degrading 
treatment  for  detainees,  includ- 
ing those  in  hospitals.  More  spe- 
cifically it  upheld  the  principle  of 
due  legal  process  in  the  depri- 
vation of  liberty  under  any  cir- 
cumstances including  “detention 
on  grounds  of  mental  illness.” 
The  1948  assertion  of  a “right” 
to  share  in  “scientific  advance- 
ment and  its  benefits,”  basic  to 
the  now  familiar  question  of  equal 
access  to  scarce  medical  re- 
sources, was  expanded  to  in- 
clude freedom  from  the  threats 
which  science/technology  might 
impose.  Thus,  in  1968,  the  Inter- 
national Conference  on  Human 
Rights^  warned  that  “recent  sci- 
entific discoveries  and  techno- 
logical advances  . . . may  ...  en- 
danger the  rights  and  freedoms  of 
individuals  and  will  require  con- 
tinuing attention.”  It  recom- 
mended that  UN  agencies  under- 
take a study  of  problems  relating 
to  human  rights  which  arise  from 
developments  in  science  and 
technology.  In  1969=  and  1979®  UN 
resolutions  upheld  free  access  to 
contraception  and  required  mem- 
ber states  to  remove  restrictions 
to  access  by  unmarried  persons, 
as  well  as  rules  requiring  spousal 
authorization  for  such  services, 
including  sterilization  and  abor- 
tion.^ By  1985  the  final  report  of 
the  UN  Decade  of  Women*  stated 
that  “the  ability  of  women  to  con- 
trol their  own  fertility”  is  “an  im- 


portant basis  for  the  enjoyment  of 
other  rights.” 

The  autonomy  advocated  by 
these  resolutions,  reflecting  the 
independence  and  achievement 
values  of  Western  culture,  does 
not  fit  the  family  and  lineage  ori- 
ented societies  and  the  paternal- 
istic traditions  of  the  developing 
world.  This  was  recognized  by  a 
1985  conference  of  the  Interna- 
tional Social  Science  Council  and 
UNESCO  which  noted  that  in  ap- 
plying the  new  advances  in  biol- 
ogy, “it  is  essential  to  ensure  that 
the  application  decreases  the 
economic  and  cultural  disparities 
among  social  and  national 
groups.”® 

. . . Women,  in  most  of  the 
world,  are  still  in  the  posi- 
tion of  a minority  with  in- 
adequate access  to  the 
sources  of  societal  power. 

In  practical  terms  the  1985  con- 
ference referred  particularly  to 
Third  World  peoples  at  risk  of  ex- 
ploitation as  test  populations  for 
biomedical  products,  or  as  sec- 
ondary markets  in  which  to 
“dump”  products  no  longer  in  de- 
mand in  more  developed  coun- 
tries. But  it  was  also  aware  of  the 
possible  use  of  mental  hospital 
patients,  the  retarded  or  de- 
mented, prisoners,  and  even  poor 
and  uneducated  paid  “volun- 
teers” as  subjects  for  hazardous 
or  unproved  “treatments,”  albeit 
with  their  “consent.”  It  is  also  rec- 
ognized that  one  socially  defined 
group  which  might  be  placed  at 
risk  by  the  new  reproductive  tech- 
nologies, although  it  could  also 
gain  new  opportunities  from 
them,  was  the  group  of  women. 
Women,  in  most  of  the  world,  are 
still  in  the  position  of  a minority 
with  inadequate  access  to  the 
sources  of  societal  power.  Even 
in  the  industrial  democracies 
such  as  the  United  States,  those 
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women  who  are  poor,  migrant, 
refugee  or  ethnically  different 
from  the  majority,  and  speak  a dif- 
ferent language  from  them,  may 
be  at  particular  risk  from  the  new 
technologies.  They  have  less  ac- 
cess to  health  care;  are  at  greater 
risk  than  others  for  illness,  injury 
and  chronic  disability;  and  are  at 
greater  risk  of  being  subject,  with- 
out informed  consent  to  poten- 
tially hazardous  procedures. 

Women’s  Rights  and 
Fetal  Tissue  Use 

Abortion:  Fetal  Rights  Versus  Ma- 
ternal Rights.  Most  contemporary 
attention  to  fetal  tissue  use  lies  in 
its  source:  elective  or  sponta- 
neous abortion  or  miscarried  fe- 
tuses. Elective  abortion  is  the 
central  issue  since  spontaneous 
terminations  of  pregnancy  often 
involve  chromosomal  aberra- 
tions or  viral  infestations  which 
would  make  clinical  use  of  the 
expelled  tissue  potentially  dan- 
gerous and  unethical.  In  terms  of 
practical  autonomy  rights  the 
aborted  fetus  has  no  personal 
voice;  the  pregnant  woman  who 
has  produced  the  fetus,  and 
elected  to  abort  it,  or  her  next  of 
kin,  are  the  only  ones  for  whom 
such  rights  can  be  invoked.  How- 
ever, contemporary  religious  and 
political  movements,  fueled  by 
medical  research  promoting  a 
concept  of  the  fetus  independent 
of  the  woman  of  which  it  is  a part, 
are  recognized  as  threatening  the 
rights  of  women  and  their  free- 
dom of  autonomous  action.  They 
do  so  by  asserting  the  primacy  of 
the  rights  and  interests  of  the  fe- 
tus over  those  of  the  woman  who 
has  been  an  active  participant  in 
its  conception,  within  whose  body 
it  grows,  and  upon  whose  welfare 
it  is  dependent  for  its  own.  Spal- 
lone  declares  that  bio-science,  it- 
self, has  limited  the  freedom  of 
women  by  defining  “the  role  and 
power  of  medicine”'®  over  them. 


with  special  reference  to  the  sta- 
tus of  the  fetus. 

The  rights  problem  typically 
emerges  when  the  rights  of  the 
fetus  are  placed  ahead  of  those 
of  the  pregnant  woman.  In  some 
US  cases  non-consenting  women 
have  been  forced  by  court  order 
to  undergo  Caesarian  section  in 
order  to  save  the  life  of  the  fetus. 
Others  have  been  threatened  with 
unprecedented  restraint  in  order 
to  prevent  them  from  engaging  in 
behavior  considered  dangerous 
to  the  health  of  the  fetus.  A recent 
survey"  showed  that  46  percent 
of  heads  of  US  fellowship  pro- 
grams in  maternal-fetal  medicine 
“thought  that  women  who  re- 
fused medical  advice  and  thereby 
endangered  the  life  of  the  fetus 
should  be  ‘detained.’  Forty-seven 
percent  supported  court  orders  for 
procedures  such  as  intrauterine 
transfusions”  which  invade  the 
mother’s  body,  without  her  con- 
sent for  the  presumed  good  of  the 
fetus.  The  authors  suggest  that  the 
targets  of  these  interventions  were 
in  effect  dehumanized  and  not 
treated  in  terms  of  the  status 
granted  them  under  the  law.  As 
evidence  they  note  that  81  per- 
cent of  women  subjected  to  such 
court  orders  were  Black,  Asian  or 
Hispanic;  44  percent  were  un- 
married; and  for  24  percent  Eng- 
lish was  not  the  primary  lan- 
guage. “The  question”  as  they  put 
it  “is  really  whether  doctors  or  the 
government  may  usurp  patients’ 
decision-making  rights  and  ap- 
propriate or  invade  their  bodies 
to  advance  what  they  perceive  to 
be  the  therapeutic  interests  of  a 
second  patient,  the  fetus.” 

Property  Rights  Over  the  Fetus. 
Official  commissions  in  every 
country  which  has  issued  state- 
ments about  fetal  tissue  use  (Aus- 
tralia, Sweden,  France,  the  UK, 
Canada,  the  US),  as  well  as  the 
European  Council,  recommend 
insulating  the  woman’s  decision 
to  abort  from  any  decision  about 


the  medical  use  of  the  fetal  tissue. 
In  effect  they  agree  that  the  fetus 
constitutes  a life  independent  of 
her  own  and  that  she  does  not 
have  the  right  of  choosing  to  sac- 
rifice it  for  the  possible  benefit  of 
another.  They  also  agree  on  sep- 
arating medical  scientists  who 
might  do  research  on  the  issue 
from  any  decisions  about  the  ter- 
mination of  pregnancy,  including 
its  timing  and  the  method  em- 
ployed — which  are  clearly  rel- 
evant to  the  developmental  stage 
and  potential  therapeutic  prop- 
erties of  the  tissue.  It  is  apparent 
that  these  representative  ap- 
pointed bodies,  including  physi- 
cians and  scientists,  suspect 
(across  societies  and  cultures) 
that  physicians’  wishes  to  do  re- 
search, to  give  their  patients  or 
friends  the  benefit  of  a new  treat- 
ment, to  be  at  the  forefront  of  a 
social  movement,  to  instill  ex- 
citement into  their  practices,  or 
other  unidentified  reasons,  could 
lead  them  to  engage  in  abortion- 
behavior  which  does  not  conform 
to  the  prevailing  moral-religious- 
political-cultural  codes  of  their 
countries.  The  intense  US  medi- 
cal concern  in  this  respect  is  re- 
vealed in  the  Stanford  University 
Medical  School  Ethics  Committee 
recommendation  that  the  US  Uni- 
form Anatomical  Gift  Act  which 
allows  organ  donations  to  spe- 
cific persons  for  medical  pur- 
poses be  amended  to  prohibit 
designating  a specific  recipient  for 
fetal  tissue. 

The  various  governmental  bod- 
ies do  mandate  the  woman’s  ap- 
proval for  using  the  aborted  fetal 
tissue  for  medical  purposes.  As 
Childress  put  it,  the  mother  “still 
has  a special  connection  with  her 
fetus,  and  ...  a legitimate  interest 
in  its  disposition  and  use.  Fur- 
thermore, the  dead  fetus  has  no 
interests  that  the  pregnant  wom- 
an’s donation  would  violate.”"^ 
These  dicta  seem  to  argue  that, 
except  for  the  post  hoc  consent. 
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after  the  abortion  has  been  per- 
formed, a woman  has  no  rights 
over  the  fetus  whicti  she  has  [)ro- 
duced.  As  for  economic  rights  the 
commercialization  of  fetal  traffic 
is  prohibited  by  all  governmental 
commissions  to  date.  Aside  from 
general  distaste  for  treating  hu- 
man tissue  as  a commodity  the 
most  widespread  human  rights 
concern  is  with  the  possibility  that 
poor,  minority  or  Third  World 
women  might  come  to  consider 
the  production  and  sale  of  fetuses 
as  a legitimate  occupation  — an 
eventuality  which  would  be  con- 
sidered by  many  observers  as  an 
instance  of  de  facto  exploitation 
of  women  rather  than  one  of  free- 
dom of  choice  or  of  work.  It  has 
been  suggested  that  producing  a 
fetus  for  economic  gain,  or  even 
to  donate  to  a specifically  desig- 
nated relative  or  friend,  would  de- 
humanize the  woman  as  well  as 
the  fetus.  The  anticipation  of  fetal 
production  and  sale,  however,  is 
based  in  part  on  precedent:  the 
fact  that  bilateral  organs,  such  as 
kidneys,  have  been  sold,  as  have 
renewable  body  parts  such  as 
blood  or  sperm.  It  is  also  based 
on  a perception  of  tissue  sales  as 
analogous  to  current  exploitative 
economic  practices  throughout 
the  world.  These  include  hiring 
poor  people  to  serve  in  hazard- 
ous occupations  for  pay,  for  ex- 
ample, volunteering  as  a paid  sol- 
dier at  risk  of  being  exposed  to 
combat;  or  the  use  of  child  labor 
which  can  inhibit  the  child’s  later 
development.  As  Robert  Veatch 
of  the  Kennedy  Center  for  Bioeth- 
ics put  it:  “The  same  arguments 
that  make  it  immoral  to  sell  hu- 
man organs  seem  also  to  make  it 
immoral  to  fail  to  provide  the  ne- 
cessities of  life  when  they  can  be 
provided.”''' 

The  Justice  Rights  of  Tissue  Re- 
cipients. The  argument  is  com- 
plicated by  the  presumed  human 
right  to  “share  in  the  benefits  of 
scientific  advancement,”  includ- 


ing equal  access  to  such  benefits. 
Testimony  from  the  National  Co- 
alition of  His[)anic  Health  and 
Human  Services  (Organization  be- 
fore the  US  Fetal  Trans[)lant  Panel 
did  not  fully  sup[)ort  the  idea  that 
the  decision  to  abort  should  be 
insulated  from  that  to  utilize  tis- 
sue. It  noted  that  in  the  US  His- 
panic women  have  been  60  per- 
cent more  likely  than  non- 
Hispanics  to  have  an  unintended 
pregnancy  terminated  by  abor- 
tion (so  that  they  could  become 
intentional  fetal  tissue  sources) 
and  that  they  “suffer  dispropor- 
tionately from  diabetes  and  AIDS 
— diseases  where  an  effective 
treatment  might  be  developed” 
from  fetal  transplant  research."^ 
At  the  Fetal  Transplant  Panel 
hearings  families  of  patients  suf- 
fering from  Parkinsonism  lobbied 
vigorously  for  guidelines  which 
would  permit  easy  access  to  fetal 
tissue  by  those  who  might  need 
it  for  therapeutic  purposes.  A 
more  intense  argument  (Personal 
Communication)  is  exemplified 
in  a statement  from  a female  ob- 
stetrician in  one  of  the  European 
countries  which  has  considered 
the  matter.  She  said  that  if  she 
had  a child  with  juvenile  diabetes 
she  would  consider  if  her  right  to 
become  pregnant  with  the  aim  of 
aborting  in  order  to  obtain  a fetal 
pancreas  to  implant  into  her  child. 
Some  ethicists  suggest  that,  while 
many  people  might  be  repelled 
by  the  idea,  this  decision  would 
not  be  inherently  immoral:  a fe- 
tus, while  human,  is  not  a person 
and,  therefore,  does  not  have 
rights.  In  contrast  the  doctor’s  di- 
abetic child,  already  an  emotion- 
ally invested  and  responsive  fig- 
ure in  her  life,  is  a person  with 
rights,  including  a right  to  appro- 
priate treatment.  The  mother,  un- 
derstandably, insists  that  her  own 
rights  as  an  adult  member  of  so- 
ciety, a socially  interactive,  self- 
reflecting  person  acting  as  an  in- 
dependent moral  agent,  must  take 


precedence  over  those,  if  any,  of 
her  fetus. 

Physicians  as  Ethical 
Interpreters  and  Technical 
Gatekeepers 

In  all  of  these  transactions  the 
physician  is  always  the  essential 
intermediary,  the  gatekeeper,  be- 
tween the  woman  and  the  would- 
be  regulators  of  the  production 
and  use  of  fetal  tissue.  Some  ethi- 
cists prefer  the  medical  profes- 
sion as  monitor  of  how  fetal  tis- 
sue is  to  be  obtained  and  used, 
to  government  control  of  repro- 
ductive behavior  with  the  awful 
possibility  of  producing  a new 
class  of  female  reproductive 
criminals.  At  the  same  time  the 
various  commission  reports,  and 
a burgeoning  medical  literature 
on  the  subject,  suggest  that  many 
physicians  doubt  their  col- 
leagues’ consistent  adherence  to 
the  principles  of  autonomy,  jus- 
tice and  beneficence  — even  as 
the  doubt  coexists  with  respect 
for  colleagues’  conscious  convic- 
tions. 


...  A female  obstetrician 
. . . said  that  if  she  had  a 
child  with  juvenile  diabetes 
she  would  consider  it  her 
right  to  become  pregnant 
with  the  aim  of  aborting  in 
order  to  obtain  a fetal  pan- 
creas to  implant  into  her 
child. 


The  ethical  controversies  sur- 
rounding fetal  tissue  transplants 
are  colored  by  the  continuing  de- 
bate about  other  technologies  in- 
fluencing unborn  humans.  Many 
doctors  feel  the  very  availability 
of  new  technologies  as  a moral 
imperative  for  their  use.'®  This  has 
been  especially  intense  when 
dealing  with  infertility.  Francois 
Laborie  of  the  French  National 
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Center  for  Health  Research  in 
Paris  has  noted  with  dismay  the 
enormous  expansion  of  so-called 
medical  indications  for  in  vitro 
fertilization  (IVF)  including  the 
infertility  of  the  male  member  of 
a couple.'^  Even  though  exagger- 
ated claims  for  the  efficacy  of  IVF 
have  been  widely  criticized  the 
practitioner  may  be  convinced  of 
the  high  moral  value  of  providing 
this  service.  It  is  difficult  for  pa- 
tients and  for  many  physicians  to 
consider  that  a woman’s  best  in- 
terest may  not  be  served  by  a doc- 
tor’s reinforcement  of  her  des- 
perate desire  to  become  a mother 
at  any  cost.  The  doctor  who  ac- 
cepts such  “desperation”  as  nor- 
mal, and  justifying  extreme  meas- 
ures to  gratify  it,  may  unwittingly 
be  defending  personal  values  or 
a set  of  cultural  values  that  re- 
quire re-examination.'®  In  any 
case  the  patient  loses  an  oppor- 
tunity, through  counselling  and 
guided  introspection,  to  discover 
where  her  own  best  interest  ac- 
tually lies. 

Conclusion 

At  present  much  of  the  argument 
about  fetal  transplant  for  therapy 
is  premature.  While  the  available 
data  as  to  their  clinical  useful- 
ness are  promising,  they  are  in- 
conclusive. However,  despite 
some  reservations  and  obstacles, 
research  on  fetal  physiology  and 
the  potential  clinical  value  of  fetal 
tissue  has  received  more,  cau- 
tious, approvals  than  disap- 
provals by  national  commissions. 
The  history  of  medicine,  and  of 
other  once  problematic  therapies 
which  have  been  validated,  sug- 
gests that  if  fetal  tissue  becomes 
established  as  an  effective  ther- 
apeutic agent,  physicians  will  feel 
a moral  imperative  to  provide  it 
to  their  patients,  just  as  they  have 
with  other  new  treatments.  It 
seems  unlikely  that  as  more  pre- 
cise knowledge  is  gained  of  fetal 
developmental  stages  useful  for 


treatment  purposes,  and  as  meth- 
ods for  extracting  fetal  tissue 
without  destroying  organs  be- 
come available,  doctors  will  not 
determine  the  timing  and  meth- 
ods of  abortions  in  order  to  fit  the 
medical  use  of  the  newly  avail- 
able fetal  material. 

Within  the  intergovernmental 
system,  the  UN,  there  is  usually 
no  pressure  to  translate  human 
rights  instruments  immediately 
into  action.  Most  can  be  under- 
stood as  political  compromises, 
ensuring  the  acceptability  of  in- 
volved Member  States  to  the  UN 
community  while  retaining  suffi- 
cient ambiguity  and  generality  to 
forestall  domestic  criticism. 
Those  described  above  are  an  as- 
pect of  developing  world  culture 
in  the  technological  era.'®  Insofar 
as  science/technology  is  the  main 
driving  force  for  cultural  change 
these  UN  instruments  facilitate 
such  change.  They  constitute  a 
gradually  growing  body  of  codi- 
fied values  acceptable  to  the  ed- 
ucated leaders  of  most  of  the 
world’s  countries  who  recognize 
that  their  practical  applicability 
varies  with  available  resources. 


. . . the  physician  is  always 
the  essential  intermediary, 
the  gatekeeper,  between  the 
woman  and  the  would-be 
regulators  of  the  produc- 
tion and  the  use  of  fetal  tis- 
sue. 

Aside  from  governments  a key 
conduit  of  research-based  ideas 
to  world  culture  is  the  interna- 
tional corporate  network.  The 
biomedical  research  enterprise  is 
central  to  the  economies  of  the 
industrialized  world,  and  uses  the 
rest  of  the  world  as  a market.  As 
science/technology  becomes,  in- 
creasingly, a major  basis  for  in- 
dividual and  group  behavior  in  all 
of  the  world’s  populations  their 
socially  inherited,  “traditional,” 


values  will  be  abandoned.  The 
shape  of  those  to  come  is  still 
unclear.  It  is  clear,  however,  that 
we  are  only  at  the  beginning  of 
some  fundamental  reconceptual- 
izations of  what  is  regarded  as 
good,  moral,  correct,  preferred  or 
valued  — and  the  reverse.  Phy- 
sicians, still  the  essential  inter- 
mediaries who  must  apply  the 
new  technologies  to  help-seeking 
individuals,  still  vested  by  society 
with  the  privilege  of  invading  the 
bodies  and  minds  of  fellow  citi- 
zens, must  be  active,  reflective 
participants  in  this  process  of  cul- 
ture change. 
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Four  Commentaries  on  the  Brody  Paper 


The  excellent  paper  by  Dr  EB  Brody  on  women ’s  rights  and  the  medical  use  of  fetal  tissue,  written 
expressly  for  the  Rhode  Island  Medical  Journal,  addresses  problems  and  raises  questions  which  the 
medical  profession  cannot  avoid.  The  editors  have  requested  that  knowledgeable  members  of  the 
Rhode  Island  medical  and  theologic  communities  provide  the  Journal  with  brief  commentaries  on 
those  critical  issues  raised  by  Brody;  their  varied  opinions  are  published  below. 


In  Response  to  the  Use  of  Fetal  Tissue 


The  Reverend  David  Shire 

This  response  to  Dr  Brody’s  pa- 
per is  based  on  the  conviction  that 
those  of  us  concerned  with  reli- 
gion and  ethics  need  to  partici- 
pate in  these  discussions.  As  a 
parish  minister  involved  in  state- 
wide health  care  decisions,  it  is 
a privilege  to  be  asked  to  share 
in  this  process. 

The  Gatekeepers 

I commend  Dr  Brody’s  conclud- 
ing statement  that  “physicians 
must  be  active,  reflective  partici- 
pants” in  the  ethical  discussion 
regarding  the  use  of  fetal  tissue. 
So,  too,  must  be  clergy  and  the 
regulatory  agencies  of  govern- 
ment, as  well  as  what  Dr  Brody 
calls  the  “consumer  movement” 
and  the  “educated  patients.”  All 
of  us  together  must  be  the  gate- 
keepers. And  although  he  states 
that  much  of  the  argument  about 
fetal  transplant  is  premature,  eth- 


The  Reverend  David  Shire  is  Sen- 
ior Minister,  Newman  Congrega- 
tional Church,  United  Church  of 
Christ,  in  East  Providence,  Rhode 
Island;  he  is  a member  of  the 
Health  Services  Council  of  the 
State  of  Rhode  Island,  Vice  Pres- 
ident of  Hospice  Care  of  Rhode 
Island,  and  a member  of  the 
Health  and  Human  Services 
Committee  of  the  Rhode  Island 
Conference,  United  Church  of 
Christ. 


ical  debate  can  never  be  prema- 
ture. 

The  paper  demonstrates  clearly 
that  no  longer  is  the  medical 
profession  educating  physicians 
with  only  technical  and  scientific 
training.  The  study  of  ethics,  and 
a deeper  awareness  of  the  patient 
as  the  consumer  of  medical  serv- 
ices who  shares  in  the  decisions 
regarding  his  or  her  own  health 
care,  should  remind  us  all  that 
this  recent  theme  in  medical  ed- 
ucation must  be  continued  and 
significantly  expanded.  The  same 
must  be  true  for  those  of  us  whose 
primary  concern  is  the  pastoral 
ministry.  We  must  extend  our 
knowledge  into  the  current  issues 
of  health  care  and  the  complex 
ethical  issues  which  surround 
them. 

Some  Theological  Foundations 

The  United  Church  of  Christ’s 
“Pronouncement  on  the  Church 
and  Genetic  Engineering”  (Gen- 
eral Synod  XVII  1989)  provides 
theistic  guidelines  for  our  discus- 
sion on  fetal  tissue  research. 

“God  creates  through  the  proc- 
ess of  nature.  As  we  discover 
these  processes  and  learn  how  to 
use  them,  we  find  new  ways  to 
exercise  covenantal  responsibil- 
ity with  God  in  the  on-going  cre- 
ative and  redemptive  work.”  A 
covenant  is  an  agreement  wherein 
both  parties  commit  to  provide 
specific  things.  God  commits  to 
provide  us  with  insight  into  God’s 


will  for  us  and  with  the  ability  to 
discover  and  grow.  We,  in  turn, 
commit  to  use  that  knowledge  in 
ways  consistent  with  the  highest 
and  best  we  know.  I would  adapt 
another  concept  offered  in  the  de- 
nominational pronouncement  on 
genetic  engineering  to  include  fe- 
tal tissue  research:  “Genetic  en- 
gineering (fetal  tissue  research) 
may  give  us  new  ways  to  relieve 
suffering.  Certainly  we  must  be 
concerned  about  and  guard 
against  injustice,  misuse  and  un- 
due risks,  but  we  believe  the 
greater  immorality  would  be  for 
the  church  to  stifle  or  ignore  (fetal 
tissue  research’s)  promise  for  hu- 
man benefit.” 

Covenant  and  Justice 

With  new  knowledge  comes  new 
responsibility.  These  new  respon- 
sibilities grow  out  of  our  Judeo- 
Christian  concepts  of  covenant 
and  justice.  God’s  part  of  this  cov- 
enant is  forged  with  the  realiza- 
tion that  God  is  the  Giver  of  life 
and  knowledge.  Our  part  of  the 
covenant  is  the  responsibility  to 
use  all  knowledge  for  the  better- 
ment of  humankind,  not  merely 
“to  do  no  harm”  but  to  intention- 
ally try  to  do  good.  Despite  a fun- 
damental respect  for  all  life,  in- 
cluding embryonic  life,  we  are 
constantly  challenged  to  weigh 
one  good  against  another:  the 
mother’s  right  to  reproductive 
freedom  (UN  report),  and  the  right 
of  living  persons  to  new  technol- 
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ogy  and  those  discoveries  that 
cure  disease,  against  the  “rights” 
if  any,  of  a fetus.  The  lack  of  con- 
census regarding  abortion  and  the 
pressure  from  segments  of  the  re- 
ligious community  to  involve  gov- 
ernment in  enacting  restrictive 
legislation  which  limits  a wom- 
an’s right  to  reproductive  free- 
dom, should  not  inhibit  a cove- 
nant being  shaped  between  those 
parties  who  would  work  ethically 
toward  discovering  new  ways  of 
healing  disease.  An  inappropriate 
covenant  in  a pluralistic  society 
would  be  one  shaped  by  a partic- 
ular viewpoint  and  then  legis- 
lated to  affect  all  persons.  Those 
women  who  choose  not  to  exer- 
cise their  right  to  an  abortion 
should  always  have  that  right,  but 
the  rights  of  others  should  not  be 
abridged.  Our  concept  of  justice 
would  then  be  fulfilled  and  fetal 
tissue,  in  this  instance,  would  be 
made  available  for  research  un- 
der guidelines  that  support  the  re- 
searchers’ need  to  discover,  the 
rights  of  women,  and  the  right  of 
the  sick  to  be  healed. 

Dr  Brody  demonstrates  that 
many  have  been  working  to  es- 
tablish just  guidelines,  ie,  the 
UNESCO  symposium  referenced 
in  his  footnote  #9,  the  Stanford 
Medical  Center  Committee  on 
Ethics  in  his  footnote  #12,  and 
the  report  from  the  panel  of  NIH. 
Such  responsible  efforts  would 
work  toward  safeguarding  the  re- 
search and  researchers  from 
committing  the  abuses  of  which 
we  can  presently  conceive;  es- 
pecially the  making  of  profit  at  the 
expense  of  minority  women  in 
developed  countries,  and  all  peo- 
ple in  developing  nations,  includ- 
ing those  upon  whom  experi- 
ments might  be  performed.  These 
guidelines  must  include  the  right 
of  each  woman  to  decide  whether 
or  not  her  fetus  may  be  used  in 
medical  research.  Such  guide- 
lines would  respond  to  the  polit- 
ically motivated  ban  that  Health 


and  Human  Services  has  placed 
on  fetal  research  and  would  help 
remove  the  politics  of  abortion 
rights  from  this  discussion. 

Profit  and  Access 

Dr  Brody’s  reference  to  the  inter- 
national biomedical  enterprise 
and  its  importance  to  the  eco- 
nomics of  the  industrialized  world 
needs  response  here.  Aware  as  1 
am  of  the  motivation  and  benefits 
of  profit  in  our  economy,  there  is 
an  argument  to  be  made  for  the 
ban  of  all  profit  from  scientific  re- 
search that  would  have  therapeu- 
tic possibilities.  The  commer- 
cialization of  the  health  care 
system  and  its  technology  tends 
to  work  contrary  to  the  concept 
of  justice.  We  need  to  ask  if  jus- 
tice would  better  be  served  were 
we  to  channel  research  through 
non-profit  and  government- 
funded  programs.  Access  to  all 
scientific  advances  in  health  care 


is  the  right  of  every  human  being, 
especially  those  who  lack  socie- 
tal power,  whether  in  developed 
or  developing  nations.  These  per- 
sons should  be  served  by  those 
of  us  who  control  the  research. 
This  is  the  true  meaning  of  justice 
and  of  ministering  to  the  com- 
mon good.  Anything  else  is  ex- 
ploitation. This  concept  would 
help  respond  to  concerns  regard- 
ing access  and  the  high  cost  of 
transplanting  fetal  tissue  in  per- 
sons with  diabetes  or  Parkinson’s 
disease,  if  indeed  the  concept  ever 
does  prove  therapeutic  or  cura- 
tive. 

We  in  science  and  religion  are 
joint  stewards  of  the  God-given 
resources  which  surround  us.  Let 
us  continue  the  dialogue  that  will 
help  implement  the  United  Na- 
tions Universal  Declaration  of 
Human  Rights. 
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The  Fetal  Tissue  Issue 


Reverend  Albert  S.  Moraczewski, 


Acrimonious  debate  has  arisen 
between  those  who  favor  the  use 
of  electively  aborted  fetal  tissue 
transplants  for  treating  certain  se- 
rious diseases  such  as  Parkin- 
son’s and  Alzheimer’s  and  those 
who  oppose  such  use.  Both  sides 
are  convinced  that  their  respec- 
tive position  is  the  one  which  is 
morally  correct.  Each  looks  on  the 
other  position  as  lacking  moral 
probity  and  humane  sensitivity. 
Each  is  vociferously  indignant  at 
the  intransigent  stance  of  the 
other. 

Such  a polarity  makes  rational 
discussion  of  the  differences  and 
the  formulation  of  public  policy 
all  the  more  difficult.  Yet  clarifi- 
cation and  working  resolution 
need  to  be  formulated.  But  how? 
Perhaps  the  first  step  in  that  di- 
rection is  to  identify  the  points  of 
agreement  and  disagreement  as 
a platform  for  discussion.  Then, 
based  on  a common  understand- 
ing, the  second  step  would  be  to 
seek  to  formulate  a policy  which 
recognizes  and  respects  the  dif- 
ferences without  compromising, 
however,  the  basic  rights  of  fetus 
and  mother. 

Points  of  Agreement 

1 believe  both  groups  agree  that 
it  is  good  to  cure  the  sick,  to  al- 
leviate pain  and  suffering,  and  to 
reduce  as  much  as  possible  the 
handicapping  effects  of  a dis- 


The  Reverend  Albert  S.  Morac- 
zewski, OP,  PhD,  is  Director  of  the 
Houston  Branch,  Pope  John  XXIII 
Medical/Moral  Research  and  Ed- 
ucation Center,  Houston,  Texas. 
This  was  taken  from  a publica- 
tion of  Ethics  in  Medicine. 


OP,  PhD 


ease.  Both  groups  would  also 
agree,  I believe,  that  one  should 
not  directly  and  seriously  harm 
some  persons  in  order  to  help 
others.  In  addition,  there  is  agree- 
ment, too,  in  respecting  the  need 
for  appropriate  consent  whenever 
a human  being  is  the  subject  of 
research  or  treatment.  Other 
points  of  general  agreement  are 
that  medical  resources  should  not 
be  wasted  and  that  an  individual 
conscience  would  be  respected 
as  long  as  it  does  not  violate  basic 
rights  of  others. 

Points  of  Disagreement 

The  principal  area  of  disagree- 
ment is  the  abortion  issue  as  it 
relates  to  the  use  of  fetal  tissues. 
Those  in  favor  of  induced  abor- 
tion admit  generally  that  while 
abortion  is  not  desirable  in  itself, 
it  can  be  tolerated.  It  is  morally 
and  legally  acceptable  because  it 
avoids  greater  problems  for  in- 
dividuals, families,  and  society. 
Furthermore,  those  who  accept 
elective  abortions  point  out  that 
the  human  embryo  or  fetus,  while 
members  of  our  species,  are  not 
yet  human  persons  and  do  not 
have  basic  moral  rights,  includ- 
ing the  right  to  life,  associated 
with  a born  human  child.  They 
add  that  the  rights  of  an  actual 
living  person,  ie,  the  mother, 
should  not  be  overshadowed  by 
a being  who  is  only  a potential 
person. 

A contrary  rationale  is  held  by 
those  who  oppose  abortion. 
Abortion  is  a national  disgrace  in- 
volving the  deliberate  killing  of 
about  1,500,000  unborn  human 
persons  each  year  (about  4,000 
per  day)  in  the  United  States 
alone.  Those  who  consider  in- 


duced abortion  to  be  morally  evil 
hold  that  from  conception  on- 
wards the  fetus  must  be  treated 
as  a human  person,  albeit  a very 
young  person,  who  has  nonethe- 
less an  inherent  basic  right  to  life. 
Consequently,  any  use  of  elec- 
tively aborted  fetuses,  or  their  tis- 
sue, must  also  evaluate  such  use 
in  light  of  the  abortion  issue. 

The  Medical  Use  of  Fetal  Tissue 

The  different  attitudes  towards 
abortion  and  opinions  regarding 
the  status  of  the  very  early  human 
embryo  are  the  bases  for  the  op- 
posing views  toward  the  use  of 
fetal  tissue.  Those  in  favor  of  us- 
ing fetal  tissue  for  medical  re- 
search and  treatment  argue 
somewhat  in  the  following  (See, 
George  J.  Annas  and  Sherman 
Elias,  “The  Politics  of  Transplan- 
tation of  Human  Fetal  Tissue,” 
New  England  Journal  of  Medi- 
cine, April  20,  1989,  pp.l079,  and 
“Ethical  Use  of  Human  Fetal  Tis- 
sue in  Medicine,”  H.T.  Greely,  et 
al,  op.  cit.,  pp. 1093-1096).  Not  to 
use  aborted  fetal  tissue  for  re- 
search which  would  save  many 
lives  or  restore  health  and  func- 
tion for  numerous  persons  with 
disabling  diseases  would  be 
unethical.  It  would  be  a terrible 
waste  of  a valuable  resource.  Fur- 
thermore, it  is  not  evident,  they 
hold,  that  the  use  of  such  aborted 
fetal  tissue  actually  would  en- 
courage more  women  to  have 
abortions.  To  reduce  that  unlikely 
possibility,  care  would  be  taken 
by  the  transplantation  team  that 
informed  consent  for  the  trans- 
plantation of  the  tissue  would  be 
sought  after  a decision  for  abor- 
tion had  already  been  made  by 
the  woman  or  couple.  Without  the 
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availability  of  fetal  tissue  from 
brain  or  from  other  fetal  organs, 
it  is  asserted,  medical  research 
will  suffer  a notable  set-back.  The 
acquisition  of  new  basic  knowl- 
edge will  be  hampered  and  ad- 
vances in  new  therapeutic  mo- 
dalities will  be  delayed  or 
prevented.  The  plight  of  those  with 
such  debilitating  diseases  as  Par- 
kinson’s or  Alzheimer’s  is  so  se- 
vere that  any  avenue  which  af- 
fords hope  should  be  pursued. 

Opposition  to  Medical  Use  of 
Fetal  Tissue 

Those  who  oppose  the  use  of  fe- 
tal tissue  from  electively  aborfed 
fetuses  argue  according  to  the  fol- 
lowing rationale.  In  itself,  that  is, 
abstracting  from  the  circum- 
stances of  a particular  case  and 
the  sources  of  the  tissue,  the 
transplantation  of  human  fetal  tis- 
sue to  relieve  in  another  person 
a pathological  condition  for  which 
currently  there  are  no  other  mor- 
ally acceptable  and  scientifically 
feasible  means,  under  the  proper 
conditions,  can  be  morally  ac- 
ceptable. But  to  use  tissue  from 
deliberately  aborted  fetuses  is 
morally  problematic  because  it  is 
making  use  of  tissue  obtained 
from  what  objectively  is  a morally 
evil  act. 

It  is  asserted  by  those  who  sup- 
port fetal  tissue  transplants  that 
precautions  would  be  taken  so 
that  the  woman’s  abortion  deci- 
sion is  made  independently  of  and 
prior  to  the  decision  for  trans- 
plantation. However,  with  the  in- 
creasing publicity  of  the  poten- 
tialities of  fetal  tissue  transplants, 
a greater  number  of  women  (and 
couples)  may  be  swayed  to  have 
an  abortion  by  the  “reassuring” 
thought  that  some  good  will 
emerge  from  what  was  otherwise 
for  them  a catastrophic  situation. 

Murder  and  Use  of  Tissues 

It  has  been  argued  (Daniel  P.  Sul- 
masy,  “By  Whose  Authority? 


Emerging  Issues  in  Medical  Eth- 
ics,” Theological  Studies,  March, 
1989,  p.l02)  that  since  it  is  mor- 
ally acceptable  to  use  tissue  from 
a murdered  adult  person,  then  it 
should  be  acce[)table  to  use  tis- 
sue from  an  electively  aborted 
(“murdered”)  [)reborn  child.  The 
argument  is  not  convincing  be- 
cause, the  parallel,  I believe,  does 
not  hold:  1 ) The  one  who  slays 
unjustly  another  person,  is  con- 
sidered by  law  as  a murderer  and 
is  legally  a criminal.  This  is  not 
so  in  the  case  of  an  aborted  child; 
the  civil  law  does  not  consider 
either  the  woman  or  the  physi- 
cian performing  the  abortion  as 
criminals.  2)  Furthermore,  mur- 
der is  not  a medical  “industry,” 
whereas  abortion  is  and  is  eco- 
nomically beneficial  for  the  med- 
ical “team.”  (Granted  that  the 
“hired  gun”  may  make  money  on 
a contract  to  “terminate”  some- 
one, the  majority  of  murderers  are 
not  of  fhis  type.)  3)  In  addition, 
abortion  involves  the  most  vul- 
nerable and  defenseless  group  of 
human  beings.  Anything  which 
would  place  that  group  at  even 
greater  danger  should  be  vigor- 
ously opposed.  There  is  much 
closer  connection  between  abor- 
tion and  the  medical  use  of  fetal 
tissue  than  there  is  between  ran- 
dom murders  and  the  medical 
profession’s  use  of  cadaveric  tis- 
sue from  such  a source  since 
abortions  are  generally  per- 
formed by  physicians. 

Consequently,  for  the  above 
reasons,  one  cannot  persuasively 
argue  for  the  moral  use  of  fetal 
tissue  from  electively  aborted 
preborn  infants  on  the  basis  that 
the  use  of  tissues  and  organs  from 
a murdered  person  is  morally  ac- 
ceptable. 

Less  Motivation  for 
Alternate  Sources 

Another  reason  for  opposing  the 
use  of  fetal  tissues  from  induced 
abortions  for  medical  and  re- 


search purposes  is  that  the  ready 
access  of  such  material  is  likely 
to  lessen  the  effort  to  search  for 
alternative  treatment  for  such  dis- 
orders. Funding  from  government 
and  private  sources  are  not  likely 
to  be  forthcoming  if  there  is  a 
general  public  impression  that 
tissue  from  aborted  fetuses  is 
plentiful,  meets  medical  and  re- 
search requirements,  and  is  mor- 
ally acceptable. 

The  proposal  of  the  Human  Fe- 
tal Tissue  Transplantation  Re- 
search Panel  (National  Institute 
of  Health,  1988)  that  the  abortion 
team  should  be  distinct  from  the 
transplantation  team  is  seen  as 
an  exercise  in  futility.  To  assert 
that  stringent  steps  will  be  taken 
to  avert  commercialization  of 
such  tissues  is  a tenuous  claim; 
to  say  that  the  abortion  decision 
will  be  made  independently  of  any 
consideration  of  transplantation 
is  inadequate  assurance.  To  say 
that,  if  we  do  not  formulate  some 
laws  to  regulate  the  process,  the 
use  of  aborted  fetal  tissue  none- 
theless will  proceed  in  non-gov- 
ernment funded  projects  and  in 
foreign  countries,  is  certainly 
not  convincing  (see.  Science 
23:December  1988,  pp. 1625-6). 

Possible  Alternative 
Approaches 

If  the  tissue  were  to  be  obtained 
from  spontaneously  “aborted  fe- 
tuses” that  is,  from  miscarriages, 
there  would  be  little  moral  objec- 
tion on  that  score  since  the  fetus 
was  not  “evicted”  by  free,  human 
intervention.  While  in  itself  the 
loss  of  life  is  a physical  evil,  it  is 
not  a moral  evil.  In  the  case  of 
tissue  obtained  from  such  fetuses 
the  issue  of  free,  informed  con- 
sent would  be  dominant.  With  ap- 
propriate consent  and  due  re- 
spect being  paid  to  the  fetal 
cadaver,  such  tissue  could  be  uti- 
lized for  medical  research  and  the 
treatment  of  human  diseases. 

Using  tissue  from  sponta- 
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neously  aborted  fetuses,  how- 
ever, has  limitations.  This  re- 
source is  unreliable  because 
miscarriages  often  happen  in  cir- 
cumstances not  suitable  for  sub- 
sequent tissue  transplantation. 
Furthermore,  spontaneous  abor- 
tions often  occur  because  the  in- 
dividual conceived  has  serious 
genetic  defects.  The  problem  of 
obtaining  informed  consent  from 
distraught,  bereaved  parents  in  a 
timely  manner  is  a sensitive  one. 
And  there  are  insufficient  num- 
bers of  fetuses  in  a suitable  stage 
of  development  and  condition. 

To  solve  some  of  these  diffi- 
culties, it  has  been  suggested  that 
cell-culture  procedures  may  be 
another  resource  for  tissue  trans- 
plantation. Such  cells  would  have 
been  genetically  altered  to  func- 
tion as  the  specific  cells  a patient 
is  lacking  (see  Leslie  Bond, 
“Promising  Alternatives  to  Fetal 
Tissue  Use  to  Patients,”  National 
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Right  to  Life  News  January  22, 
1989,  p 9,  12).  No  doubt  at  this 
time  such  alternatives  are  still  in 
the  early  stages  of  development. 
Yet  research  on  these  will  be 
pushed  less  rigorously  if  elec- 
tively  aborted  fetal  tissues  are,  or 
become,  readily  available.  Ade- 
quate research  funds  will  not  be 
forthcoming  if  the  need  appears 
to  be  met  by  present  technology. 

Tragic  as  the  plight  of  persons 
with  Alzheimer’s  disease,  Parkin- 
son’s disease,  diabetes  and  other 
serious  disorders  potentially 
treatable  with  fetal  transplant  tis- 
sue may  be,  compassion  for  them 
cannot  justify  the  use  of  a morally 
evil  means  to  cure  or  ameliorate 
their  condition.  The  director  of  the 
National  Conference  of  Catholic 
Bishops  office  for  Pro-Life  activi- 
ties has  supported  an  earlier 
White  House  proposal  (of  the 
Reagan  administration)  “of  an  ex- 
ecutive order  forbidding  federal 


support  for  experimental  trans- 
plants using  organs  and  tissues 
from  abortion  victims”  (Fr  John 
Gouldrick,  CM,  “Aborted  Fetal 
Tissue  in  Experimental  Trans- 
plants Opposed,”  Origins,  Jan  5, 
1989,  495-6).  What  the  present 
administration  under  the  leader- 
ship of  President  George  Bush  will 
do  with  this  “tissue  issue”  re- 
mains to  be  seen. 

Even  with  the  differences  of 
moral  positions  held  by  medical 
researchers,  practicing  physi- 
cians, theologians,  ethicists, 
members  of  Congress  and  of  the 
administration,  it  should  be  pos- 
sible to  contribute  to  the  well- 
being of  patients  with  these  var- 
ious disorders  without  doing  so 
at  the  expense  of  the  most  vul- 
nerable members  of  our  society 
— the  unborn  human  infant. 
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Concerning  the  Use  of  Fetal  Tissue 


Boyd  P.  King,  MD 


I recently  had  the  following  con- 
versation with  a prominent  obste- 
trician. 1 asked  him  to  define,  from 
a strictly  scientific  point  of  view, 
when  an  individual’s  life  begins. 
Appearing  bemused  at  the  naive- 
ty of  my  question,  he  replied  that 
he  had  no  idea  of  the  answer.  1 
asserted  that  it  must  begin  no  ear- 
lier than  the  moment  of  concep- 
tion and  no  later  than  the  moment 
of  birth.  He  replied,  “Maybe,  but 
if  you  first  could  tell  me  what  life 
actually  is,  I might  be  able  to  de- 
fine when  it  begins.”  When  a third 
party  barged  in  with  the  sugges- 
tion that  the  essence  of  life  re- 
sides in  the  X-chromosome,  the 
subject  of  discussion  was  ab- 
ruptly changed  to  a less  contro- 
versial topic. 

This  anecdote,  although  super- 
ficially amusing,  may  serve  as  an 
illustration  of  the  scientific  and 
ethical  morass  into  which  we  have 
fallen  when  considering  issues 
raised  by  the  treatment  of  prod- 
ucts of  conception.  As  exempli- 
fied by  the  conversation,  there  is 
no  general  consensus  regarding 
the  basic  definitions  of  the  nature 
of  life,  when  it  begins,  or  what  to 
do  regarding  the  more  specific  is- 
sues of  abortion  and  the  medical 
use  of  fetal  tissue.  The  rapid  pace 
of  scientific  progress  and  the 
changing  nature  of  social  think- 
ing have  outstripped  our  culture’s 
ability  to  absorb  them  into  a co- 
herent philosophical  and  ethical 
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framework  with  which  we  can 
generally  agree.  The  guidelines 
provided  by  traditional  teaching 
are  strained  to  the  breaking  point, 
having  never  dealt  with  issues  that 
raise  questions  that  are  unique 
and  without  precedent.  Neverthe- 
less, our  society  must  come  to 
some  agreement  regarding  prod- 
ucts of  conception,  for  to  blunder 
on  into  the  future  without  one 
would  be  treacherous.  Unfortu- 
nately, nothing  approaching  such 
a consensus  seems  imminent. 

The  issue  of  abortion,  closely 
allied  to  the  use  of  fetal  tissue,  is 
an  illustration  of  the  perils  of  ex- 
isting without  an  agreed-upon 
system  of  values.  Currently  in  the 
US,  about  one-third  of  concep- 
tions are  aborted.  This  epochal 
change  in  the  way  our  society 
chooses  to  constitute  itself  is  de- 
fined by  some  as  a form  of  ran- 
dom genocide  and  by  others  as 
the  expression  of  the  woman’s  le- 
gitimate right  to  determine  the  fate 
of  the  fetal  tissue  for  which  she 
serves  as  host.  The  view  of  most 
people  is  hard  to  ascertain,  since 
the  expediencies  surrounding  the 
decision  to  abort  usually  over- 
whelm the  relatively  abstract  eth- 
ical considerations.  One  is  sus- 
picious that  many  people  believe 
that  the  fetus  is  alive,  for  this  ac- 
cords with  traditional  thinking, 
but  that,  under  certain  circum- 
stances, abortion  is  appropriate. 
These  ethical  considerations  raise 
uncomfortable  questions  which 
are  usually  avoided;  better  to  get 
on  with  the  abortion.  This  ap- 
proach, acceptable  for  many  in- 
dividuals, is  inadequate  for  so- 
ciety at  large,  which  is  being 
forced  to  deal  with  scientific  ad- 
vances which  are  even  more  dif- 
ficult. 


The  article  by  Brody  attempts 
to  raise  the  level  of  conscious- 
ness regarding  the  issues  sur- 
rounding the  use  of  fetal  tissue 
and  to  steer  the  reader  through  a 
maze  of  political,  and  legal  is- 
sues. As  such,  it  may  serve  as  an 
illustration  of  the  pitfalls  of  pro- 
ceeding into  the  brave  new  world 
of  evolving  technologies  without 
agreement  on  basic  definitions. 
After  a brisk  review  of  the  historic 
principles  of  autonomy  and  jus- 
tice as  they  relate  to  recent  de- 
velopments in  consumerism  and 
technology,  the  author  takes  up 
the  issue  of  women’s  rights.  Pro- 
ceeding from  the  UN’s  pro- 
nouncements regarding  human 
rights  starting  in  1948,  Dr  Brody 
vigorously  asserts  the  values  sys- 
tems he  associates  with  the  pre- 
sumably advanced  West  as  op- 
posed to  those  that  are  “family 
and  lineage  oriented”  and  asso- 
ciated with  the  “paternalistic  tra- 
ditions of  the  developing  world.” 
In  doing  so,  the  author  errs  twice 
in  assuming  both  that  Western 
society  uniformly  accepts  the  de- 
cidedly liberal  policies  of  the  UN 
and  human  rights  movements, 
and  that  these  value  systems,  even 
if  agreed  on  by  the  West,  are  su- 
perior to  those  of  the  “develop- 
ing” Third  World.  This  chauvin- 
istic attitude  repeats  the  errors  of 
countless  evangelicals  who  strode 
into  distant  regions  to  show  the 
rustics  the  ignorance  of  their 
ways.  Based  on  the  collective  be- 
havior of  the  West  this  century,  it 
would  be  difficult  to  persuade  a 
citizen  of  the  Third  World  that  our 
contemporary  view  on  rights  and 
society  are  superior. 

The  discussion  of  woman’s 
rights  and  the  use  of  fetal  tissue, 
mainly  because  of  our  cultural 
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lack  of  consensus  regarding  the 
issues  raised  earlier,  gets  into 
some  exquisitely  illogical  diffi- 
culties. Without  trying  to  parse  out 
the  inconsistencies,  it  is  apparent 
that  an  argument  that  maintains 
the  fundamental  right  of  women 
to  have  an  abortion  will  have  dif- 
ficulty coexisting  with  the  idea  of 
the  fetus  as  an  idependent  human 
being.  Yet  the  author  sides  with 
multiple  commissions  studying 
this  issue  that  maintain  “the  fetus 
constitutes  a life  independent  of” 
the  mother.  If  this  doesn’t  mean 
that  the  fetus  is  alive  and  human, 
what  does  it  mean?  If,  in  fact,  the 
fetus  is  alive  it  must  be  protected 
and  cannot  be  sacrificed  pro- 
spectively, except  to  protect  the 
life  of  the  mother.  If  it  is  simply 
a mass  of  tissue  existing  at  the 
behest  of  the  mother,  then  the 
evolving  thinking  that  surrounds 
such  areas  as  organ  donation,  as 
well  as  established  patient  care 
precepts,  should  suffice.  These 


are  intriguing  questions  that  no- 
one,  be  they  ethicist,  political  sci- 
entist, or  physician,  has  been  able 
to  discuss  consistently.  Neverthe- 
less, the  author  puts  the  issues 
surrounding  fetal  use  before  us, 
and  the  logical  dilemmas  that 
emerge  have  as  much  to  do  with 
the  intractable  subject  matter  as 
with  the  views  of  the  author. 

The  medical  use  of  fetal  tissue, 
like  abortion,  is  here  to  stay  and 
doubtless  will  find  increasing  ap- 
plications that  will  benefit  count- 
less people  in  the  future.  Patients 
have  a right  of  access  to  these 
developments  and  women  have  a 
corresponding  right  to  control 
their  bodies.  The  fetus,  depend- 
ing on  one’s  definition,  may  or 
may  not  have  rights.  To  this 
reader,  this  is  the  key  question 
that,  despite  the  juggernauts  of  re- 
cent social  thinking  and  scientific 
progress,  still  eludes  a firm  an- 
swer. Physicians  as  “essential  in- 
termediaries” when  dealing  with 


the  products  of  conception, 
whether  it  be  abortion  or  the  med- 
ical use  of  fetal  tissue,  must  de- 
cide whether  they  can  afford  to 
go  on  regarding  such  issues  as 
strict  medical  questions  to  be  de- 
cided within  the  context  of  the 
physician-patient  relationship,  or 
whether  they  will  address  the  per- 
plexing underlying  issues  that 
await  rational  explication.  Dr 
Brody  draws  our  attention  to  all 
these  issues  and  firmly  places  the 
medical  questions  within  the 
broader  social  and  political  mi- 
lieu. Rhode  Island  physicians, 
whether  or  not  they  agree  with  all 
the  positions  that  are  staked  out 
in  the  discussion,  should  now  be 
more  aware  of  the  issues  they 
must  face.  The  issue  of  abortion 
awaits  us  in  the  Rhode  Island  leg- 
islature this  spring;  can  questions 
and  legislation  regarding  “fetal 
use”  be  far  behind? 
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The  Feminine  Approach  in  Ethics  and  Medical  Decision-Making 


Marsha  Duke  Fretwell,  MD 


The  paper  “Women’s  Rights 
and  the  Medical  Use  of  Fetal  Tis- 
sue” by  E.B.  Brody  presents  the 
argument  that  application  of  re- 
search using  fetal  tissue  for  the 
treatment  of  a variety  of  chronic 
illnesses  will  lead  poor  women 
and  their  obstetricians  to  a com- 
mercialization of  their  respective 
abortion  behavior.  That  is,  poor 
women  in  both  the  United  States 
and  in  undeveloped  countries 
will,  for  remuneration,  increase 
the  numbers  of  pregnancies  di- 
rected toward  abortion  and  some 
physicians  will  begin  to  offer  fetal 
tissues  as  a routine  therapy  as 
others  modify  the  timing  and 
methods  of  abortion  in  order  to 
fit  the  medical  uses  of  the  mate- 
rial. In  this  paper,  Brody  has  used 
the  masculine  or  “rights  and  jus- 
tice” approach  to  ethics  in  a sit- 
uation that  is  profoundly  femi- 
nine and,  in  doing  so,  may 
misrepresent  the  behavior  of  the 
women  and  their  doctors.  1 agree 
with  the  principle  that  economic 
incentives  are  powerful,  but  find 
that  another  ethical  approach,  the 
feminine  or  “responsibility  and 
relationship”  approach,  may  offer 
a more  optimistic  and  useful 
analysis  of  the  behavior  of  both 
the  women  and  physicians  in  this 
complex  situation. 

Dr  Brody  examines  the  poten- 
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tial  impact  that  the  medical  use 
of  fetal  tissue  might  have  on  in- 
dividuals in  the  United  States  and 
in  developing  nations  who  are  ea- 
ger to  participate  in  the  economic 
boons  of  medical  technology.  He 
first  discusses  maternal  rights 
versus  fetal  rights  versus  property 
rights  of  the  fetus.  Using  the  ex- 
periences of  unmarried,  non-Eng- 
lish speaking,  poor,  Black,  Asian 
and  Hispanic  women  in  the 
United  States  whose  decision- 
making rights  were  usurped  by 
court  orders  for  the  purpose  of 
protecting  their  fetuses,  he  dem- 
onstrates the  vulnerability  of 
women  throughout  the  world  who 
have  not  achieved  autonomy  and 
are  therefore  at  particular  risk  of 
exploitation.  Although  the  com- 
mercialization of  fetal  tissue  traffic 
is  prohibited  by  all  governmental 
commissions  to  date,  he  raises 
the  possibility  that  poor,  minority 
or  Third  World  women  might 
consider  the  production  and  sale 
of  fetuses  as  a legitimate  occu- 
pation. He  then  discusses  the  po- 
tential conflict  of  maternal  rights, 
fetal  rights  and  justice  rights  of 
tissue  recipients,  using  the  situ- 
ation of  a female  obstetrician  who 
said  she  would  consider  getting 
pregnant  with  the  aim  of  abortion 
for  the  purpose  of  obtaining  fetal 
tissue  to  treat  the  chronic  disease 
of  her  living  child. 

Responding  to  this  argument,  I 
turn  to  the  work  of  Carol  Gilligan 
which  examines  actual  inter- 
views of  women  who  were  mak- 
ing decisions  about  undergoing 
abortions.  In  her  book,  (In  a Dif- 
ferent Voice,  Harvard  University 
Press,  1982)  she  begins  with  the 
concept  that  the  “essence  of 


moral  decision  is  the  exercise  of 
choice  and  the  willingness  to  ac- 
cept responsibility  for  that  choice” 
and  acknowledges  that,  until  re- 
cently and  perhaps  not  even  yet 
in  developing  countries,  women 
have  not  always  had  that  freedom 
of  choice.' 

From  the  interviews  with  these 
women  a moral  language  distinct 
from  that  of  men  emerges  and  she 
then  traces  a sequence  of  devel- 
opment. Quoting  Ms  Gilligan: 
“women’s  construction  of  the 
moral  problem  as  a problem  of 
care  and  responsibility  in  rela- 
tionships rather  than  as  one  of 
rights  and  rules  ties  the  devel- 
opment of  their  moral  thinking  to 
changes  in  their  understanding  of 
responsibility  and  relationships, 
just  as  the  conception  of  morality 
as  justice  ties  development  to  the 
logic  of  equality  and  reciprocity.” 
Initially,  the  focus  of  the  woman 
is  on  caring  for  herself  in  order 
to  endure  survival.  This  is  fol- 
lowed by  a transitional  phase 
where  this  is  felt  to  be  selfish  and 
the  woman  develops  a new  un- 
derstanding of  self,  other,  con- 
nection and  responsibility.  The 
second  focus  in  development  is 
a maternal  morality  that  seeks  to 
care  for  the  dependent,  at  all 
costs.  If  she  does  this  without 
considering  herself  in  the  care- 
taking equation,  another  transi- 
tion is  initiated  and  leads  to  the 
third  phase.  This  phase  is  marked 
by  an  increasing  differentiation  of 
self  and  other,  an  understanding 
of  human  relationships  and  the 
choice  of  care  as  opposed  to  in- 
jury as  the  ethic  underlying  her 
decision-making. 

How  does  this  “relationship 
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and  responsibility”  approach  to 
decision-making  alter  the  analy- 
sis presented  by  Dr  Brody?  First, 
it  allows  us  to  see  the  increasing 
autonomy  of  women  in  decision- 
making about  abortion  not  as  the 
beginning  of  the  breakdown  of 
traditional  values,  but  as  the  first 
step  to  freedom  of  choice  and  in- 
creased responsibility  in  deci- 
sion-making for  women.  Sec- 
ondly, it  clarifies  the  critical  role 
of  family  and  societal  support  in 
the  lives  of  maturing  women  be- 
cause it  allows  them  to  move  be- 
yond the  first  or  “survival”  phase 
of  decision-making  about  abor- 
tions. 

Thus  the  “fundamental  recon- 
ceptualization of  what  is  re- 
garded as  good,  moral  ...”  in  Dr 
Brody’s  conclusion  may  only  be 
the  reconceptualization  required 
to  include  both  feminine  and 
masculine  modes  of  social  ex- 
perience and  interpretation  into 
the  everyday  reality  of  life.  The 
most  important  change  in  the 
analysis  appears  as  we  reexam- 
ine the  situation  of  the  mother 
considering  an  abortion  for  ob- 
taining fetal  tissue  to  save  the  life 
of  her  living  child.  Gilligan’s  work 
suggests  that  the  concept  of 
“rights”  do  not  play  a significant 
role  as  most  women  approach  this 
type  of  decision.  Rather,  the  re- 
lationship with  her  chronically  ill 
child  and  its  father  and  her  ability 
to  provide  care  in  this,  a poten- 
tially powerful  fashion,  would 
form  the  structure  of  the  decision. 
The  conflict  would  not  be  be- 
tween the  rights  of  the  various 
participants  involved  but  would 
be  within  the  mother  concerning 
her  responsibilities  to  her  live 
child  and  the  fetus. 

The  discussion  in  this  paper 
describing  the  behaviors  of  phy- 
sicians as  ethical  interpreters  and 
gatekeepers  raises  some  issues 
about  the  difficulties  physicians 
may  have  with  patients  and  eco- 
nomic incentives  pushing  them 


to  the  use  of  new  technologies. 
In  addition  to  the  separation  of 
the  medical  scientists  who  might 
do  research  on  the  issue  from  any 
decisions  about  termination  of  the 
pregnancy,  it  is  important  to  con- 
sider what  types  of  patient-doctor 
relationships  might  facilitate  eth- 
ical decision-making  about  the 
use  of  this  type  of  technology. 
Parallel  to  our  discussion  about 
the  relational  nature  of  ethical  de- 
cision-making in  women,  it  is 
likely  that  those  patient-doctor  in- 
terchanges based  in  a connec- 
tional  or  transpersonal  dimen- 
sion of  human  relationships  are 
the  most  appropriate.  This  con- 
cept of  the  therapeutic  doctor-pa- 
tient relationship  as  connectional 
is  described  by  Suchman  and 
Matthews.^  Showing  how  an  ill- 
ness may  threaten  a patient’s 
sense  of  connection  to  others  and 
the  world,  they  describe  how  “a 
feeling  of  connectedness  with  the 
doctor,  of  being  deeply  heard  and 
understood  reduces  this  feeling 
of  isolation  and  despair.”  It  is  in 
this  relationship  that  a physician 
opens  herself  to  increased  re- 
sponsibility or,  to  use  the  words 
of  Gilligan,  opens  herself  to  re- 
sponsible caring.  Because  the 
connectional  experience  is  not 
the  same  as  an  emotional  attach- 
ment, it  may  be  the  optimal  re- 
lationship for  assisting  and  sup- 
porting patients  in  the  task  of 
responsible  decision-making. 

Is  this  the  type  of  relationship 
that  we  should  offer  our  patients? 
As  an  internist  who  has  a special 
interest  in  the  care  of  frail,  very 
old  patients,  my  direct  experi- 
ence is  in  supporting  patient’s  de- 
cision-making about  dying,  not 
abortion.  The  irony  of  the  ap- 
proaching medical  use  of  fetal  tis- 
sues for  the  treatment  of  the 
chronic  illnesses  of  aging  is  in  its 
completion  of  the  circle  of  hu- 
man development.  In  doing  this, 
it  clearly  demonstrates  the  con- 
nections among  all  of  us. 
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Primary  Movement  Disorders 


Joseph  H.  Friedman,  MD 


The  emergence  of  a sub- 
specialty of  neurology  fo- 
cussing on  disorders  of 
movement  is  a recent  phe- 
nomenon that  reflects  in 
part  the  greater  speciali- 
zation of  academic  clini- 
cians but  more  importantly 
reflects  increased  knowl- 
edge and  ability  to  treat 
these  illnesses. 


“The  neurologist  of  popular  myth 
resembles  a war  correspondent 
with  a slightly  unhealthy  inter- 
est in  uncontrollable  catastro- 
phies.”' 

The  above  statement  describes 
what  many  physicians  and  med- 
ical students  think  of  neurology. 
They  believe  it  is  a diagnostic  field 
populated  by  therapeutic  nihil- 
ists. While  it  is  true  that  neurology 
is  largely  a diagnostic  discipline, 
it  is  also  committed  to  treatment. 
The  developing  field  of  move- 
ment disorders  is  a good  example 
of  this.  Unlike  most  medical  spe- 
cialties, in  movement  disorders 
as  in  dermatology,  “what  you  see 
is  what  you  get.”  While  this  isn’t 
completely  true,  in  that  some  rare 
movement  disorders  are  episodic 
and  hence  may  not  be  visible  in 
the  doctor’s  office,  almost  all 
movement  disorders  and  the 
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problems  they  cause  are  visually 
evident  to  the  physician.  This  al- 
lows the  physician  both  to  inter- 
pret complaints  accurately  and  to 
evaluate  therapy. 

The  emergence  of  a subspe- 
cialty of  neurology  focussing  on 
disorders  of  movement  is  a recent 
phenomenon  that  reflects  in  part 
the  greater  specialization  of  aca- 
demic clinicians  but  more  im- 
portantly reflects  increased 
knowledge  and  ability  to  treat 
these  illnesses.  Most  disorders  of 
movement  can  be  treated  to  some 
degree,  with  the  general  rules 
being:  (1)  treatment  is  sympto- 
matic so  that  medications  should 
be  used  only  if  they  work;  and  (2) 
before  abandoning  a drug,  push 
it  slowly  (and  safely)  to  mild  tox- 
icity before  declaring  it  unhelp- 
ful. 

Most  movement  disorders  spe- 
cialists are  very  aggressive  in  their 
approach  to  the  treatment  of 
movement  disorders  and  will  try 
multiple  medications  to  improve 
a patient’s  control  of  his  own 
movements. 

There  are  several  ways  of  cat- 
egorizing movement  disorders. 
One  can  look  at  etiology  and  di- 
vide the  field  into  the  naturally 


occurring  and  the  iatrogenic  dis- 
orders, the  latter  being  more 
common.  Only  naturally  occur- 
ring disorders  will  be  considered 
here.  Naturally  occurring  disor- 
ders are  characterized  by  their 
phenomenology  and  can  be  clas- 
sified into  disorders  of  excess 
movements  or  too  few  move- 
ments. Both  frequently  involve 
disordered  movements  as  well. 
The  overlap  is  large  so  that  many 
patients  fall  into  both  groups. 

Akinetic  Rigid  Syndromes 

The  akinetic  rigid  syndromes  are 
the  parkinsonian  ones.  Parkin- 
son’s disease  (PD)  is  the  para- 
digm for  this  collection  of  disor- 
ders and  is  the  most  common.  PD 
affects  about  one  percent  of  white 
Americans  above  the  age  of  65 
years  and  probably  occurs  less 
frequently  in  other  ethnic  groups. 


ABBREVIATIONS  USED: 

GTS:  Gilles  de  la  Tourette  syn- 
drome 

NPH:  Normal  pressure  hydro- 
cephalus 

PD:  Parkinson ’s  disease 
PSP:  Progressive  Supranuclear 
Palsy 
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However,  about  15  percent  of 
people  diagnosed  as  having  PD 
turn  out  to  have  other  illnesses.^ 
The  most  common  misdiagnoses 
are  essential  tremor,  progressive 
supranuclear  palsy  (PSP)  and 
striato-nigral  degeneration. 

Progressive  Supranuclear  Palsy 

Progressive  Supranuclear  Palsy 
(PSP)  occurs  in  about  five  per- 
cent of  people  diagnosed  as  hav- 
ing PD. 2 For  such  a relatively 
common  disorder  with  such  a 
distinctive  appearance  it  is  sur- 
prising that  it  was  not  recognized 
until  1964.^  Early  in  its  course  it 
appears  to  be  typical  PD  except 
for  the  absence  of  a resting 
tremor.  Since  20  percent  of  PD 
patients  lack  a resting  tremor  the 
absence  of  one  is  therefore  not 
diagnostic.  The  lack  of  a good  re- 
sponse to  L-DOPA,  typical  of  PSP 
and  atypical  of  PD,  is  much  more 
helpful.  After  a few  years  PSP 
clearly  takes  a course  distinctive 
from  PD.  Axial  rigidity  occurs, 
with  the  neck  and  back  usually 
arched  backwards.  This  is  ac- 
companied by  an  increasing 
problem  with  postural  instability 
and  a tendency  to  fall  backwards. 
The  face  takes  on  a fixed,  quiz- 
zical look  due  to  facial  dystonia 
and  the  voice  changes,  with  a 
slow  pressured  dystonic  speech. 
Loss  of  voluntary,  vertical  eye 
movements  is  the  sine  qua  non 
for  the  diagnosis  of  PSP  but  pa- 
tients manifest  other  visual  sys- 
tem disturbances  as  well.  They 
invariably  complain  of  poor  vi- 
sion yet  test  at  20/20  in  the 
ophthalmologist’s  office.  Re- 
cently 1 saw  a patient  who  had 
received  three  different  eyeglass 
prescriptions  in  less  than  one  year 
because  of  a failure  to  diagnose 
PSP.  The  visual  problem  is  due  to 
midbrain  processing  dysfunction 
and  is  not  a correctable  lens 
problem.  Patients  never  com- 
plain that  they  can’t  move  their 
eyes  properly.  Dementia  is  com- 
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mon  in  PSP  but  not  universal. 
Treatment  provides  very  limited 
benefit. 

Less  Common  Akinetic  Rigid 
Syndromes 

Other  akinetic  rigid  syndromes 
mistaken  for  PD  include  normal 
pressure  hydrocephalus  (NPH)^ 
and  Binswanger’s  disease.'^  ® NPH 
represents  a triad  of  dementia, 
urinary  incontinence  and  gait 
dysfunction  in  which  patients  suf- 
fer from  a “magnetic  gait,”  walk- 
ing as  if  their  feet  were  stuck  to 
the  ground.  Although  the  gait  is 
often  described  as  “ataxic,”  it  is 
not.  Binswanger’s  disease  is  a 
poorly  characterized  entity  which 
is  a multi-infarct  state  in  which 
parkinsonism  occurs  “from  the 
waist  down”  (ie,  the  legs  and  gait 
are  parkinsonian  and  often  some- 
what ataxic  while  the  upper  body 
has  none  of  the  typical  features 
of  this  disease).  Striato-nigral  de- 
generation is  a disorder  that  mim- 
ics PD  except  for  its  lack  of  re- 
sponse to  the  PD  medications." 
The  pathologic  lesions  are  seen 
in  the  substantia  nigra,  as  in  PD, 
but  also  in  the  striatum  (caudate 
nucleus  and  putamen),  which  is 
not  structurally  affected  in  PD. 
Since  this  is  the  location  where 
dopamine  works  in  PD,  L-DOPA 
and  dopamine  agonists  have  no 
effect  in  striato-nigral  degenera- 
tion since  there  are  no  remaining 
neurons  sensitive  to  dopamine 
action. 

Cortico-basal  Ganglionic 
Degeneration  — A “New” 
Disorder 

Those  of  us  who  see  large  num- 
ber of  PD  patients  often  wonder 
how  frequently  our  “atypical”  PD 
cases  represent  an  undescribed 
syndrome  that  currently  eludes  us, 
but  will  be  clear  to  future  clini- 
cians. It  is  reported  that  the  late 
Houston  Merritt,  a great  neuro- 
logical clinician,  queried,  after 
reading  the  initial  report  describ- 


ing f^SP,  that  if  PSP  is  so  common 
in  Canada,  why  wasn’t  it  seen  in 
New  York?  Of  course,  it  was,  but 
it  hadn’t  been  recognized.  A newly 
identified  syndrome  that  has  only 
recently  gained  attention  is  cor- 
tico-basal ganglionic  degenera- 
tion.® It  is  not  yet  known  whether 
this  syndrome  has  a uniform 
pathologic  substrate  or  repre- 
sents, as  with  parkinsonism,  a va- 
riety of  different  diseases  with 
similar  phenomenologies.  As  its 
name  suggests,  patients  develop 
signs  of  degeneration  in  cortical 
as  well  as  basal  ganglionic  func- 
tion. Since  recognizing  my  first 
case  three  years  ago  1 have  seen 
seven  patients  with  this  disease. 
The  typical  abnormalities  include 
progressive  aphasia  and/or 
apraxia,  parkinsonian  gait,  dys- 
tonia and  rigidity.®-®  In  a manner 
quite  unusual  for  a cerebral  de- 
generation, there  is  a striking 
asymmetry  to  the  progression, 
falsely  leading  the  neurologist, 
seeing  the  patient  for  the  first  time, 
to  believe  one  or  more  strokes  had 
occurred,  dismissing  the  pa- 
tient’s history  of  slow  progres- 
sion. There  may  be  one  arm  and 
a contralateral  leg  involved  far  out 
of  proportion  to  the  paired  limbs. 
The  patients  develop  a peculiar 
rigidity  which  increases  with  pas- 
sive movement  and  is  often 
associated  with  passive, 
movement-induced  myoclonus, 
simulating  a tremor. 

Tremors 

The  most  common  cause  for  an 
incorrect  diagnosis  of  PD  is  es- 
sential (or  familial)  tremor.  This 
disorder,  so  perfectly  exemplified 
by  Katharine  Hepburn  in  her  per- 
formance in  “On  Golden  Pond,” 
is  usually  inherited  as  an  auto- 
somal dominant  trait.  (Katharine 
Hepburn  actually  has  the  disor- 
der.) Classically  it  involves  the 
hands,  worsens  with  anxiety  and 
is  relieved  by  alcohol.  One  fre- 
quently hears  of  patients  who. 
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having  discovered  the  beneficial 
effects  of  ethanol,  require  in- 
creasing doses  of  this  drug,  or  of 
the  patient  who  takes  a drink  be- 
fore rather  than  during  the  cock- 
tail party.  The  tremor  is  present 
with  movements  and  on  holding 
sustained  postures  but  is  rarely 
present  when  the  arms  are  at  rest, 
in  contrast  to  PD  in  which  the 
tremors  are  present  at  rest  and 
resolve  with  movement.  Essential 
tremor  often  involves  the  head, 
causing  a “yes”  or  “no”  head 
movement,  distinguishing  it  from 
PD  which  almost  always  spares 
the  head.  Finally,  essential  tremor 
frequently  involves  the  voice, 
causing  a vocal  quivering,  but 
without  dysarthria,  loss  of  vol- 
ume, stuttering  or  hesitancy,  as  is 
commonly  present  in  PD. 

Essential  tremor  responds  best 
to  ethanol  but,  to  some  extent, 
also  to  propanolol,  primidone  and 
phenobarbital.'°  Response  is  often 
disappointing  since  it  is  rare  for 
the  tremor  to  resolve  completely. 
The  amplitude  of  the  movements 
does  lessen,  however. 

Huntington’s  Disease 

Huntington’s  Disease  (HD)  rep- 
resents one  of  the  most  feared  of 
human  disorders."  It  is  an  auto- 
somally  dominant  inherited  trait 
with  complete  penetrance  so  that 
a carrier  will  be  affected  if  he/she 
survives  long  enough. 

In  sufficiently  large  kindreds 
laboratory  tests  may  now  identify 
clinically  normal  carriers.  This 
provides  a means  by  which  mem- 
bers of  HD  family  may  determine, 
with  a great  degree  of  confidence, 
I whether  or  not  they  are  free  of  the 
j HD  gene.  This  is  of  crucial  im- 
I portance  in  deciding  whether  or 
\ not  to  have  offspring  but  for  those 
j unfortunate  enough  to  be  gene 
i;  positive  the  new  knowledge  can 
i be  devastating. '2  HD  has  a highly 
variable  age  of  onset  and  the  age 
of  onset  in  the  parent  does  not 
1 predict  the  onset  in  the  child. 


Generally  the  first  signs  occur  after 
the  procreative  years  so  that  a 
parent  first  takes  ill  after  several 
children  are  born.  A carrier  may 
develop  the  disease  shortly  after 
discovering  his  status,  or  may  die 
of  other  causes  late  in  life,  un- 
touched by  HD.  Most  however  de- 
velop the  disorder  in  middle  age. 


The  diagnosis  of  Hunting- 
ton*s  disease  rests  on  clini- 
cal findings  and  the  family 
history.  The  only  suppor- 
tive laboratory  finding,  late 
in  the  course,  is  caudate  nu- 
cleus atrophy  as  seen  on  a 
CT  scan  of  the  brain. 


HD  causes  a triad  of  chorea, 
dementia  and  behavioral  disturb- 
ances including  psychosis.  The 
premorbid  personality  is  normal 
and  one  recalls  the  tremendous 
creativity  of  Woody  Guthrie  as  an 
illustration  of  how  gifted  a person 
may  be  before  the  ravages  of  dis- 
ease begin.  Treatment  of  the  ill- 
ness is  limited  to  genetic  coun- 
selling and  behavioral  control. 
Although  physicians  are  inclined 
to  treat  the  chorea  with  dopamine 
blocking  agents,  it  appears  that 
motoric  disability  is  related  not  to 
the  chorea  but  to  a progressive 
dystonia  which  is  likely  to  worsen 
with  these  drugs.  It  is  interesting 
to  note  that  HD  patients,  in  ad- 
dition to  chorea,  also  develop  the 
rigidity  generally  seen  in  PD  as 
well  as  the  dystonia.  When  HD 
begins  in  childhood  in  fact,  it  typ- 
ically begins  as  a parkinsonian 
rather  than  a choreic  syndrome, 
for  unknown  reasons. 

The  diagnosis  of  HD  rests  on 
clinical  findings  and  the  family 
history.  The  only  supportive  lab- 
oratory finding  late  in  the  course 
is  caudate  nucleus  atrophy  as 
seen  on  a CT  scan  of  the  brain. 
Although  HD  is  not  a rare  disor- 
der and  has  been  identified  in  vir- 


tually all  ethnic  groups,  there  have 
been  no  verified  new  mutations. 
Every  pathologically  verified  case 
has  had  either  known  parental  in- 
volvement or  the  parental  status 
has  been  unknown.  Thus  the  fre- 
quency of  spontaneous  muta- 
tions must  be  extremely  small. 

In  isolated  cases  of  phenotypic 
HD  but  without  family  history  one 
assumes  that  either  the  diagnosis 
is  inaccurate  or  that  the  family 
history  is  incomplete  (ie,  parents 
may  have  died  or  disappeared  be- 
fore disease  onset  or  the  biologic 
parents  may  be  unknown).  ' 

Unusual  Phenomenologies 

Dystonias 

Dystonia  describes  a sustained 
abnormal  posture,  or  slow  turn- 
ing movement  caused  by  pro- 
longed contraction  of  antagonist 
muscles.  It  is  frequently  associ- 
ated with  tremors  or  sudden,  jerk- 
ing movements  of  the  involved 
body  part.  It  can  be  generalized, 
involving  the  whole  body  as  is  the 
case  in  the  hereditary  form  of  this 
illness,  but  it  may  also  involve 
isolated  parts  of  the  body.  The 
most  commonly  recognized  form 
of  dystonia  is  torticollis  or  “wry 
neck,”  in  which  the  subject’s  neck 
is  involuntarily  turned,  either 
spasmodically  or  constantly. 
Usually  the  turning  is  to  one  side 
but  it  may  be  in  extension,  flex- 
ion, or  lateral  flexion  and  with 
variable  degrees  of  rotation. 

Other  dystonias,  often  incor- 
rectly identified  as  being  psychi- 
atric in  origin,  involve  isolated 
body  parts  and  may  occur  only 
with  very  specific  movements. 
Writer’s  cramp  is  a dystonia 
brought  on  by  attempting  to  write. 
The  fingers  may  flex  or  extend  and 
the  more  proximal  muscles 
tighten,  rendering  the  act  of  writ- 
ing difficult  or  impossible.  Yet  the 
same  person  might  be  able  to 
type,  use  fine  instruments  or 
thread  a needle  with  the  same 
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hand.  I saw  a young  man  recently 
who  had  a markedly  abnormal 
gait  because  of  generalized  dys- 
tonia but  could  roller  skate  with- 
out difficulty.  Often  these  patients 
have  “sensory  tricks.”  Touching 
certain  places,  or  performing  a 
substitute  action  will  abort  the 
dystonia.  For  example,  a torticol- 
lis patient  will  touch  his  chin 
lightly  to  prevent  the  head  from 
turning,  or  a patient  will  reach  for 
an  object  using  an  intricate  ma- 
neuver rather  than  a direct  route. 

Blepharospasm,  the  involun- 
tary closing  of  the  eyelids,  is  one 
dystonic  disorder  that  responds 
to  therapy.  Patients  with  this  syn- 
drome are  frequently  blinded  by 
their  inability  to  open  their  eye- 
lids unless  they  pry  them  open 
with  their  fingers.  Recent  experi- 
ence revealed  a dramatic  re- 
sponse to  local  injections  into  the 
lids  of  botulinum  toxin. This  bi- 
zarre approach  weakens  the  mus- 
cles sufficiently  to  allow  the  lids 
to  remain  open,  yet  when  used 
appropriately  doesn’t  cause  dis- 
abling ptosis.  The  therapeutic  re- 
sponse persists  for  2-4  months 
and  so  far  no  one  thus  treated  has 
developed  weakness  elsewhere 
in  the  body.  Attempts  to  use  bot- 
ulinum toxim  (Botox)  in  torticol- 
lis and  other  dystonias  have  pro- 
duced only  mild  success. 

Tics 

Tics  are  rapid  jerks,  involving  dis- 
crete muscle  groups,  generally 
lasting  less  than  0.1  second.  They 
are  extremely  common  in  chil- 
dren, displayed  as  excessive 
blinking,  nose  wrinkling,  eye 
opening,  sniffing  or  shoulder 
shrugging  and  have  a benign 
prognosis.  When  vocalizations 
accompany  the  body  movements 
the  syndrome  is  called  Gilles  de 
la  Tourette’s  syndrome  (GTS). 
This  is  frequently  inherited,  but 
not  always,  and  is  often  associ- 
ated with  behavioral  abnormali- 
ties. In  such  children  attentional 


deficit  disorders  are  common  and 
in  both  adults  and  children  ob- 
sessional behaviors  are  often  en- 
countered. 


Although  the  popular  con- 
ception of  Gilles  de  la  Tour- 
ette*s  syndrome  brings  to 
mind  a barking,  cursing 
child  who  has  pronounced 
emotional  problems,  this  is 
rarely  the  case. 


Tics  in  GTS  can  be  very  com- 
plex but  are  nonetheless  stereo- 
typed. Patients  may  throw  them- 
selves on  the  floor  or  move  in 
bizarre  ways,  invariably  as  a rapid 
sequence  of  gestures.  They  can 
be  voluntarily  controlled  to  a lim- 
ited extent,  with  the  analogy  often 
being  made  of  cough  suppres- 
sion in  a silent  concert  hall.  The 
tic  can  be  suppressed  for  a time 
but  then  a volley  of  movements 
will  inevitably  occur.  The  vocali- 
zations are  generally  coughs, 
sniffs,  and  grunts  but  barking  and 
cursing  occur  in  a minority  of 
subjects,  giving  the  syndrome  its 
notoriety.  Occasionally,  involun- 
tary mimicking  of  gestures  or 
sounds  occur  as  well.  As  in  most 
movement  disorders  the  tics  and 
utterances  worsen  with  stress  but 
unlike  other  disorders,  many  tics 
worsen  when  the  patient  is  iso- 
lated and  relaxed  with  no  one 
present  to  observe  them.  At  such 
times  the  subject  can  allow  free 
rein  to  the  tics  letting  them  sur- 
face without  restraint,  thus  pro- 
viding a sense  of  relief  to  the  suf- 
ferer who  no  longer  has  to  struggle 
to  restrain  them. 

Tics  in  children  rarely  merit 
treatment;  however,  occasional 
cases  of  GTS  may  require  therapy 
when  the  tics  become  debilitat- 
ing. In  such  cases  the  initial  drug 
of  choice  is  clonidine,  with  neu- 
roleptics such  as  pimozide  and 
haloperidol  used  as  secondary 


agents.  Although  the  popular 
conception  of  GTS  brings  to  mind 
a barking,  cursing  child  who  has 
pronounced  emotional  prob- 
lems, this  is  rarely  the  case.  Fa- 
mous people  who  have  been  suc- 
cessful despite  this  affliction 
include  Samuel  Johnson  and  at 
least  two  current  outstanding 
professional  athletes. 

Paroxysmal  Disorders 

The  paroxysmal  movements  are 
not  seizure  disorders  and  most 
likely  result  from  an  abnormal 
biochemical  accumulation  rather 
than  as  the  result  of  an  abnormal 
electrical  discharge.  Many  of 
these  childhood  disorders  occur 
as  parts  of  inborn  errors  of  me- 
tabolism and  are  not  likely  to  be 
missed  in  this  context.  However, 
some  of  the  syndromes  occur  in 
isolation  and  there  are  few  clues 
to  explain  their  pathophysiology. 

Paroxysmal  familial  ataxia  is  a 
non-progressive  disorder  that  ap- 
pears to  be  inherited  as  an  au- 
tosomal dominant  gene.  The  af- 
fected individual  has  episodes, 
usually  lasting  one  to  several 
hours,  of  pure  cerebellar  dys- 
function. Subjects  develop  nys- 
tagmus and  gait  ataxia  without 
impairment  of  thinking  and  with- 
out weakness.  These  are  usually 
misdiagnosed  as  seizures,  basilar 
migraines  (although  no  head- 
ache occurs)  or  as  functional  dis- 
orders. Most  patients  experience 
complete  resolution  of  symptoms 
when  treated  with  acetazolamide, 
a serendipitous  discovery  made 
when  a patient  was  misdi- 
agnosed as  having  a different  ill- 
ness. 


Psychogenic  movement 
disorders,  often  disabling, 
are  being  increasingly  rec- 
ognized. 

Paroxysmal  dystonia'®  and 
choreoathetosis''  are  yet  other 
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syndromes  that  occur,  either  on 
a sporadic  or  familial  basis.  These 
disorders  have  a highly  variable 
duration,  lasting  from  a second 
(personally  observed  case)  to 
several  hours.  Unlike  the  parox- 
ysmal ataxic  syndrome  these  are 
less  responsive  to  medication. 

Non-Organic  Movement 
Disorders 

Neurologists  increasingly  recog- 
nize the  non-physiologic  basis  for 
some  instances  of  disorders  of 
movement.  Not  long  ago,  many 
currently  recognized  neurologic 
problems,  especially  the  dysto- 
nias, were  believed  to  be  psycho- 
genic. These  included  torticollis 
and  writer’s  cramp.  It  is  very  easy 
to  understand  why  these  were  so 
categorized,  since  the  distorted 
appearance  is  often  so  bizarre  and 
the  person,  often  afflicted  for  sev- 
eral years,  is  told  repeatedly  that 
the  disorder  is  psychosomatic. 
Psychogenic  movement  disor- 
ders, often  disabling,  are  being 
increasingly  recognized,'®  in- 
cluding psychogenic  PD,  tremors, 
torsion  dystonia,  facial  dystonia 
and  hemifacial  spasm. The 
problems  with  diagnosis  may  be 
profound  and  different  observers 
may  come  to  different  conclu- 
sions. Laboratory  studies  are  not 
helpful  and  diagnosis  rests  on 
clinical  acumen  alone. 
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Under  Your  Calvarium 

Brown  University  Program  in  Medicine  1989  Commencement  Speech 


Tom  J.  Wachtel,  MD 


You  will  now,  more  than 
ever  before,  have  to  rely  on 
your  minds  to  do  the  best 
job  you  can. 


1 am  greatly  honored  to  have  been 
asked  to  deliver  your  last  lecture 
in  medical  school.  1 have  been 
invited  to  present  papers  at  many 
meetings  of  professional  organi- 
zations, but  no  invitation  to  speak 
has  ever  given  me  more  pleasure 
than  this  one.  I view  myself  more 
as  a teacher  than  an  investigator; 
and  being  your  commencement 
speaker  is  the  highest  reward  for 
my  efforts.  Thank  you  very  much. 

The  Dean’s  Office  insisted  that 
I provide  a title  for  my  talk  before 
1 had  any  idea  of  what  1 was  going 
to  say,  and  so  the  title  is  “Under 
Your  Calvarium.”  For  the  lay  peo- 
ple in  this  audience,  the  calvar- 
ium is  the  top  of  the  skull.  It  cov- 
ers and  protects  the  brain.  After 
seven  or  eight  years  under  the 
Elms  of  this  campus  and  others, 
we  are  turning  you  loose  with  your 
hard-earned  MD  degree.  Having 
lost  the  protection  of  the  Elms, 
you  will  now,  more  than  ever  be- 
fore, have  to  rely  on  your  minds 
to  do  the  best  job  you  can. 

Just  six  months  ago  1 was  called 
to  see  a fifteen-year-old  high 
school  student  with  a rash.  1 di- 
agnosed a staphylococcal  skin 
infection,  bullous  impetigo,  and 
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quickly  proceeded  to  write  a 
mindless  prescription  for  the  an- 
tibiotic dicloxacillin.  A month 
later,  the  impetigo  recurred,  and 
1 treated  her  similarly  over  the 
phone  after  her  mother  assured 
me  that  the  rash  was  the  same. 
Again,  the  rash  resolved  promptly. 
Four  weeks  later,  1 received  an- 
other call  from  her  mother.  The 
rash  was  back.  This  time  1 be- 
came concerned  and  decided  to 
put  my  mind  to  work.  1 remem- 
bered that  the  three  basic  ele- 
ments to  consider  in  infectious 
diseases  are  the  host  (who  is  the 
patient),  the  bug  (which  is  a bac- 
teria or  a virus),  and  the  drug.  1 
had  no  concerns  about  using  di- 
cloxacillin for  staphylococcus  — 
it’s  the  right  drug  and  it  had 
worked  twice  before  for  this  bug. 
The  host  was  of  more  concern  to 
me.  Could  something  be  wrong 
with  her  immune  system?  Is  she 
sexually  active?  Might  she  be  us- 
ing illicit  drugs?  Could  she  have 
AIDS?  Rather  than  prescribing  di- 
cloxacillin mindlessly  for  a third 
time,  1 decided  to  see  the  patient; 
and  since  1 didn’t  have  office 
hours  that  day,  1 made  a house 
call.  The  house  was  immaculate; 
knick-knacks  were  neatly  al- 
ligned  on  the  shelves,  and  the 
floors  sparkled.  Then  1 stepped 
into  the  patient’s  room;  what  a 
contrast!  Books,  stuffed  animals, 
clothes  were  scattered  all  over  the 
place,  covered  with  dust;  in  brief. 


a war  zone.  We  had  an  open 
discussion:  she  was  not  sexually 
active,  and  did  not  use  drugs.  1 
believed  her.  As  we  talked,  1 no- 
ticed a jar  of  Eucerin  cream  and 
a tube  of  cortisone,  both  of  which 
she  used  periodically  for  eczema. 
1 opened  the  Eucerin  jar  and  there 
was  the  answer  for  the  staphylo- 
coccal impetigo.  The  jar  was  18- 
months-old  and  the  cream  was 
filthy.  1 supervised  the  disposal  of 
the  topicals  and  wrote  my  third 
prescripton  for  dicloxacillin.  The 
impetigo  has  not  recurred  thus  far. 
The  moral  of  this  story  is  that  the 
facts  alone  regarding  staphylo- 
coccal skin  infections  which  1 was 
taught  in  medical  school  or  dur- 
ing my  later  readings  would  not 
have  enabled  me  to  cure  this  pa- 
tient. Mindfulness  did. 

Mindfulness  is  the  latest  fad  in 
psychology.  Pioneered  by  Ellen 
Langer,'  a Harvard  psychology 
professor,  followers  have  already 
raised  Mindfulness  to  the  heights 
of  Freud’s  psychoanalytical  tech- 
niques or  Skinner’s  behaviorism. 

Dr  Langer  narrates  the  follow- 
ing three-generation  story  of 
mindlessness: 

“One  day  a woman  was  about 
to  cook  a roast.  Before  putting  it 
in  the  pot,  she  cut  off  a small  slice. 
When  asked  why  she  did  this,  she 
said  it  was  because  her  mother 
had  always  done  the  same  thing 
when  she  cooked  a roast.  Her  own 
curiosity  aroused,  she  tele- 
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phoned  her  mother  to  ask  why 
she  always  cut  off  a little  slice 
before  cooking  her  roast.  The 
mother’s  answer  was  the  same, 
‘because  that’s  the  way  my  mother 
did  it.’  Finally,  in  need  of  a more 
helpful  answer,  she  asked  her 
grandmother  why  she  always  cut 
off  a little  slice  before  cooking  a 
roast.  Without  hesitating,  her 
grandmother  replied,  ‘because 
that’s  the  only  way  it  would  fit  in 
my  pot.’  ” 

Mindlessness  ...  is  simply 
the  inevitable,  yet  correct- 
able, result  of  institution- 
alizing inflexible  systems, 
rules  and  behaviors. 


Let  me  tell  you  another  story: 

When  a new  library  was  built 
at  the  University  of  California  at 
Berkeley,  the  architect  evidently 
designed  the  building  with  an  in- 
sufficient number  of  elevators. 
Soon  after  the  construction  was 
completed,  complaints  began  to 
pour  into  the  librarian’s  office  be- 
cause people,  during  peak  hours, 
had  to  wait  several  minutes  to  get 
onto  an  elevator.  So  the  Univer- 
sity hired  a construction  engi- 
neering firm  which  drew  up  plans 
for  additional  elevators  at  a cost 
of  several  million  dollars.  Just  as 
the  contract  was  being  put  up  for 
bids,  a mindful  junior  member  of 
the  consulting  firm  suggested  that 
mirrors  be  placed  near  the  ele- 
vators on  each  floor.  This  was 
done  and  the  flow  of  complaints 
promptly  stopped.  This  is  a great 
example  of  how  the  power  of  con- 
text can  inhibit  creativity.  The 
University  and  the  engineering 
firm  narrowly  defined  the  prob- 
lem as  one  of  insufficient  elevator 
capacity  when,  in  reality,  the 
problem  was  people’s  boredom, 
waiting  for  the  elevator,  and  this 
could  be  corrected  easily  by  ap- 
pealing to  their  vanity. 

Along  the  same  lines,  some  of 


you  may  recall  Theodore  Levitt’s 
classic  paper  entitled  “Marketing 
Myopia’’^  where  he  attributes  the 
decline  of  American  railroads  to 
their  self-perceived  narrow  func- 
tion of  being  in  the  railroad  busi- 
ness rather  than  the  transporta- 
tion business. 

Getting  back  to  our  careers  in 
medicine,  1 have  often  felt  guilty 
for  not  having  read  a journal  ar- 
ticle that  is  being  discussed  by 
colleagues  in  the  hospital  cafe- 
teria. You  will  not  be  able  to  keep 
up  with  the  medical  literature 
either.  This  will  be  true  whether 
you  have  chosen  to  become  gen- 
eralists or  specialists,  and  you 
might  feel  guilty,  too.  The  explo- 
sion of  medical  information  is 
more  likely  to  accelerate  than  to 
stabilize.  Fortunately,  as  fast  as  it 
grows,  computer  technology  is 
making  it  easier  for  us  to  access 
it.  1 am  not  suggesting  here  that 
you  should  not  continue  to  learn 
new  facts  and  new  technologies, 
but  1 am  warning  you  that  keeping 
up  with  the  tide  of  new  develop- 
ments in  medicine  is  a battle  that 
you  will  continue  to  fight  and 
continue  to  lose. 

For  me,  being  mindful  about  my 
life  outside  of  medicine  has 
helped  me  deal  with  misplaced 
guilt  about  failing  to  keep  up  with 
the  literature.  (Let’s  call  it  mind- 
less guilt.)  My  guilt  originated  in 
seeing  myself  as  having  had  a 
choice  of  either  reading  or  not 
reading  the  important  article  that 
my  colleagues  were  discussing, 
and  having  stupidly  made  the 
wrong  choice.'  1,  like  Ellen  han- 
ger, now  believe  that  1 felt  guilty 
because  1 was  fixated  on  the  out- 
come of  my  choice.  Had  I not 
been  so  fixated,  1 would  have  re- 
alized that  the  choice  was  not  be- 
tween reading  the  article  and 
doing  nothing,  but  rather  be- 
tween reading  the  article  or  cook- 
ing dinner,  or  taking  a much- 
needed  rest,  or  reading  to  my 
daughter.  My  guilt  was  rooted  in 


a faulty  comparison. 

Ellen  Langer  blames  our  edu- 
cational system  for  this  type  of 
mindlessness.'  Indeed  the  focus 
of  schooling  is  usually  on  ac- 
quiring knowledge  rather  than  the 
process  whereby  knowledge  is 
acquired.  This  single-minded 
pursuit  of  one  outcome  or  an- 
other begins  in  kindergarten, 
where  I,  and  now  my  daughter, 
were  taught  to  sing  the  alphabet 
and  were  left  wondering  what  an 
LMNOP  is.  It  continues  through 
medical  school  where  we  spend 
nights  and  days  memorizing  facts, 
facts,  and  more  facts  ...  at  least 
what  were  accepted  as  facts, 
when  they  were  given.  This 
method  of  education  does  not 
foster  a mindful  attitude  about  our 
professional  or  private  lives. 
Mindlessness  is  not  to  be  con- 
fused with  stupidity  or  laziness;  it 
is  simply  the  inevitable,  yet  cor- 
rectable, result  of  institutionaliz- 
ing inflexible  systems,  rules  and 
behaviors.  For  doctors,  the  roots 
of  mindlessness  include  repeti- 
tion, premature  cognitive  com- 
mitments and  education  where 
facts  are  presented  uncondition- 
ally. 

Keeping  up  with  the  tide  of 
new  developments  in  med- 
icine is  a battle  that  you  will 
continue  to  fight  and  con- 
tinue to  lose. 


Marcus  Aurelius,  a Roman  Em- 
peror and  philosopher  said  “Our 
life  is  what  our  thoughts  make  it.” 
Awareness  of  the  process  of  mak- 
ing real  choices  along  the  way  of 
our  careers  and  our  lives  enables 
us  to  feel  better  about  our  choices. 
After  all,  mindful  choices  are  per- 
ceived to  offer  some  benefits,  or 
else  why  would  we  intentionally 
make  them? 

Opportunities  to  practice 
mindlessly  or  mindfully  abound 
in  every  day  medical  practice. 
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Let’s  consider  a patient  with  mild 
hypertension.  The  practice  guide- 
line of  the  Joint  National  Com- 
mittee on  detection,  evaluation 
and  treatment  of  hypertension,  a 
consensus  panel  of  experts,  en- 
courages mindless  practice:  For- 
get the  patient,  get  that  diastolic 
pressure  below  90.  The  pharma- 
ceutical representative  is  sitting 
in  your  waiting  room  prepared  to 
sell  you  the  newest,  most  effec- 
tive, best-tolerated,  me-too  anti- 
hypertensive drug.  He’ll  give  you 
a pen,  a clock  and  a calculator, 
all  with  the  drug’s  name  on  them, 
and  if  you  prescribe  enough  of 
this  new  medication,  you  might 
be  offered  a trip  to  a medical  con- 
ference in  Martinique  during 
which  you  will  have  additional 
opportunities  to  hear  about  the 
merits  of  this  and  other  new  drugs. 
You  are  being  set  up  for  a career 
of  mindless  practice.  But  you  do 
not  have  to  fall  into  that  trap.  Sim- 
ply remember  that  your  mildly  hy- 
pertensive patient  is  a person  with 
a risk  factor  for  stroke  and  heart 
disease:  he  or  she  is  not  a dia- 
stolic pressure  to  knock  down 
with  a new  pill.  Now  you  have  the 
ingredients  to  practice  mindfully. 
A 1988  paper  published  by  Brown 
Faculty^  reminds  us  of  some  basic 
issues  to  consider  before  earning 
a few  bonus  points  toward  your 
drug  company-sponsored  trip  to 
the  Caribbean. 

Why  not  to  treat  mild  hyperten- 
sion: 

First:  Treatment  controversies 
continue  despite  massive  re- 
search. 

Second:  Altering  favorably  a dis- 
ease process  or  a risk  factor 
does  not  imply  that  overall 
health  or  risk  is  altered  favor- 
ably. 

Third:  The  vast  majority  of  mildly 
hypertensive  patients  will  not 
have  a resulting  improvement 
i in  measured  morbidity  or  mor- 

tality. This  is  the  issue  that  we 


discussed  in  class  contrasting 
relative  risk  and  absolute  risk. 
A relative  20  percent  reduction 
in  mortality  translates  into  “if 
850  mildly  hypertensive  pa- 
tients are  given  anti-hyperten- 
sive drugs  for  one  year,  one 
stroke  will  be  prevented.”  Em- 
phasis on  population-wide 
benefits  can  distort  decision- 
making that  is  intended  to  ben- 
efit an  individual  patient. 
Fourth:  Diagnosis  and  treatment 
have  effects  on  much  more  than 
the  cardiovascular  end  points 
that  are  usually  measured  and 
reported  in  the  medical  litera- 
ture. Altered  self-perception, 
illness  behavior,  economic 
costs,  drug  side-effects  and 
other  problems  may  have  a 
substantial  impact  on  a per- 
son’s life  and  well-being. 

1 am  not  suggesting  that  the 
mindful  doctor  should  not  treat 
mild  hypertension.  The  reasons 
to  treat  are  well-established.  What 
1 am  suggesting  is  that  the  doctor 
consider  all  the  factors  that  are 
critical  in  the  determination  of 
whether  treatment  will  serve  a pa- 
tient’s best  overall  interest.  For 
one  patient,  taking  daily  medi- 
cation may  be  a burden  that  rein- 
forces fear  or  illness  behaviors; 
for  another,  it  may  confer  a sense 
of  increased  protection  or  of  pride 
in  one’s  own  health  habits.  To 
prescribe  medication  systemati- 
cally for  all  patients  with  mild  hy- 
pertension is  mindless.  The  po- 
tential gain  of  a few  days  of 
additional  life  at  some  distant  time 
in  the  future  must  be  weighed  by 
the  mindful  doctor  against  side 
effects  which  are  immediate  and 
often  times  disabling,  such  as  fa- 
tigue, dizziness,  or  impotence,  to 
name  a few,  and  against  the  cost 
of  the  medication. 

This  brings  me  to  my  final  point. 
Over  the  next  decade,  you  are 
going  to  witness  the  development 
of  practice  guidelines,  protocols. 


algorithms.  As  you  may  know,  this 
is  my  own  area  of  investigation. 
My  fear  is  that  regulations,  third 
parties,  medical  review  boards 
will  threaten  our  autonomy  by 
linking  adherence  to  guidelines 
with  such  factors  as  reimburse- 
ment and  licensure.  ...  On  the 
other  hand,  guidelines  have  the 
potential  to  streamline  those  areas 
of  care  which  are  the  least  con- 
troversial and  give  us  more  time 
to  consider  mindful  medical  de- 
cisions that  require  judgment. 

We  all  agree  that  automatic  pi- 
lots in  airplanes  have  made  air 
travel  safer  but  no  one  here  would 
travel  in  an  aircraft  without  a pi- 
lot. I see  practice  guidelines  as 
the  equivalent  in  medicine  of  the 
automatic  pilot.  They  can  allow 
us  to  focus  our  minds  where 
mindfulness  is  most  needed. 

/ see  practice  guidelines  as 
the  equivalent  in  medicine 
of  the  automatic  pilot.  They 
can  allow  us  to  focus  our 
minds  where  mindfulness  is 
most  needed. 

As  you  may  recall  from  the 
Community  Health  Clerkship,  1 do 
not  recommend  any  reading  prior 
to  my  lectures.  The  reason  is  that 

1 firmly  believe  that  the  process 
of  learning  the  information,  using 
practical  examples  and  student- 
teacher  interactions  in  the  class- 
room, is  more  important  than  the 
information  itself  as  presented  in 
a textbook.  I want  students  to  be 
mindful  in  my  class.  I wish  you, 
as  doctors,  to  be  mindful  at  the 
bedside  and  in  your  office.  This 
will  allow  you  to  grow,  be  satis- 
fied and  succeed  in  your  careers. 
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Level  of  Functional  Impairment  among  Nursing  Home 

Residents  in  Rhode  isiand 


Severe  impairments  in  normal  daily  ac- 
tivities often  exiiaiist  the  abilities  of  an 
individual  to  live  intlependently,  strain 
the  capabilities  of  caregivers,  and  lead 
to  nursing  home  placement.  In  Rhode 
Island,  about  seven  percent  of  those  65 
years  or  older  reside  in  nursing  homes 
instate. 

About  71  percent  of  nursing  home  res- 
idents in  a census  taken  31  December 
1987  were  beneficiaries  of  the  Rhode  Is- 
land Medical  Assistance  Program  (Med- 
icaid).' As  part  of  the  Medicaid  certifi- 
cation procedure  for  nursing  homes,  an 
annual  review  of  all  Medicaid-covered 
nursing  home  residents  is  conducted  in 
Rhode  Island  on  an  ongoing  basis  by  the 
Division  of  Facilities  Regulation  of  the 
Rhode  Island  Department  of  Health.  In 
the  survey  conducted  between  July  1987 
and  June  1988,  data  were  collected  from 
6,505  Medicaid-funded  nursing  home 
residents. 

The  activities  of  daily  living  (ADL)  in- 
dex used  here  is  based  on  ability  to  per- 
form six  normal  functions  or  without  as- 
sistance — eating,  continence, 
transferring  from  bed  to  chair,  going  to 
the  toilet,  dressing,  and  bathing.^  Figure 
1 shows  the  frequency  of  each  of  the 
specific  activities  used  in  the  index  for 
three  levels  of  functional  impairment 
(mild  [0-2  ADLsj,  moderate  [3-4  ADLsj, 
and  severe  [5-6  ADLs[).  In  general,  the 
highest  proportion  lose  the  ability  to  bathe 
independently  or  without  assistance  first 


LEAST  IMPAIRED  MOST  IMPAIRED 


ADL  SCORE  AT  ADMISSION 

Figure  1 . Percentage  Unable  to  Perform  Activ- 
ites  of  Daily  Living  by  Level  of  Functional  Im- 
pairment, Medicaid-enrolled  Nursing  Home 
Residents,  Rhode  Island,  1987-1988 


(81  percent  of  those  impaired  in  no  more 
than  two  ADLs  are  unable  to  do  so).  Next, 
the  ability  to  dress  oneself  is  lost  (42 
percent  of  those  with  no  more  than  two 
ADLs  and  92  percent  of  those  with  three 
or  four  ADLs  are  unable  to  do  so).  Then 
individuals  become  unable  to  use  the  toi- 
let and/or  to  move  from  the  bed  to  a chair 
(transferring)  independently.  About  three- 
quarters  of  those  with  three  to  four  ADLs 
cannot  perform  either  activity  without  as- 
sistance. Next,  the  ability  to  control  dis- 
charge of  urine  or  feces  on  a regular  ba- 
sis is  lost  (less  than  50  percent  are 
regularly  incontinent  among  those  with 
four  or  fewer  ADLs,  rising  to  91  percent 
for  those  with  five  or  six  ADLs).  Finally, 
the  ability  to  feed  oneself  is  lost  (92  per- 
cent of  those  with  fewer  than  six  ADLs 
are  able  to  feed  themselves). 

As  seen  in  Figure  2,  at  the  time  of  the 
survey,  over  one-third  of  Medicaid-en- 
rolled nursing  home  residents  were  mildly 
impaired.  Those  who  were  unimpaired 
(0  ADLs)  include  individuals  with  mental 
problems:  26  percent  of  the  unimpaired 
display  “inappropriate”  behavior,  and 
another  five  percent  are  hearing  or  sight 
impaired.  About  18  percent  of  the  sample 
were  moderately  impaired,  and  44  per- 
cent were  severely  impaired.  The  low 
percentage  of  residents  who  were  mod- 
erately impaired  may  reflect  quicker 
movement  between  levels  of  impairment 
for  individuals  in  this  middle  category. 


ACTIVITY 
OF  DAILY 
LIVING 

LEVEL  OF  FUNCTIONAL  IMPAIRMENT 

NONE  OR  MILD  MODERATE  SEVERE 

(0-2  ADL'»)  (3-4  ADL’9)  (S-6  ADL-j) 

BATHING 

60  6^ 

99  27. 

99.6% 

DRESSING 

42.2^ 

92  0% 

99  4% 

TOILET 

12  8% 

74  5% 

97  0% 

TRANSFER 

12  5J5 

70  5% 

97.1% 

CONTINENCE 

9 A% 

46  2% 

90.8% 

EATING 

3 9% 

7 7% 

49  4% 

Figure  2.  Distribution  of  Medicaid-enrolled 
Nursing  Home  Residents  by  the  Index  of  Ac- 
tivities of  Daily  Living,  Rhode  Island,  1987- 
1988 


Figure  3 shows  changes  in  functional 
status  between  the  date  of  admission  and 
the  survey  date.  The  median  time  be- 
tween the  most  recent  admission  and  the 
survey  — the  current  length  of  stay  — 
was  18  months.  Nearly  two-thirds  (65 
percent)  of  residents  were  found  to  have 
had  the  same  ADL  status  at  admission 
and  at  review.  Another  13  percent  had 
improved  in  status  during  this  time,  and 
nearly  one-quarter  (22  percent)  had  be- 
come more  impaired.  Overall,  ADL  status 
at  the  time  of  the  survey  is  strongly  re- 
lated to  ADL  status  at  admission  (r  = 
0.826).  Thus,  nursing  home  admission 
does  not  necessarily  signal  a rapid  pro- 
gression towards  death  for  most  patients. 
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Figure  3.  Change  in  Activities  of  Daily  Living 
Status  at  Admission  and  at  Review,  1987-1988, 
among  Medicaid-enrolled  Nursing  Home  Res- 
idents, Rhode  Island 
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Reporting  Period 

12  Months  Ending  with  October  1989 

October  1989 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,371 

15,082 

15.2* 

Deaths 

876 

9,761 

9.8* 

Infant  deaths 

(19) 

(153) 

10.1t 

Neonatal  deaths 

(16) 

(119) 

7.9t 

Marriages 

983 

8,208 

8.3* 

Divorces 

320 

3,656 

3.7* 

Induced  Terminations 

626 

7,921 

525.2t 

Spontaneous  Fetal  Deaths 

92 

1,121 

74.3t 

Under  20  weeks’  gestation 

(82) 

(1,002) 

66.4t 

20  -1-  weeks’  gestation 

(10) 

(107) 

7.1t 

'Rates  per  1,000  estimated  population. 


tRates  per  1,000  live  births. 


Reporting  Period  12  Months  Ending  with  July  1989 


Underlying  Cause  of 

July  1989 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

245 

3,456 

348.0 

4,575.5 

Malignant  Neoplasms 

195 

2,422 

243.9 

7,650.5 

Cerebrovascular  Diseases 

44 

609 

61.3 

1,157.0 

Injuries  (Accident,  Suicide,  Homicide) 

37 

427 

43.0 

9,957.5 

COPD 

20 

296 

29.8 

366.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Fifty  Years  Ago 
(February,  1940) 

The  lead  article  represents  an  ad- 
dress given  by  Charles  Fitzpatrick 
MD,  Superintendent  of  the  Rhode 
Island  State  Hospital  for  Mental 
Diseases  at  Howard,  which  pro- 
vides the  readership  with  a brief 
history  of  the  mental  hygiene 
movement,  both  internationally 
and  locally,  and  outlines  the  need 
for  enhanced  state  funding  so  as 
to  avoid  the  hazards  of  over- 
crowding of  the  inpatient  psychi- 
atric facilities  administered  by 
Rhode  Island.  The  article  begins 
with  a description  of  the  pioneer- 
ing labors  of  Pinel  in  unshackling 
the  psychiatric  patients  at  Bicetre 
and  the  humane  efforts  of  the 
English  Society  of  Friends  and  Dr 
William  Tuke  in  establishing  the 
York  Retreat. 

“The  beginning  of  the  nine- 
teenth century  saw  only  four  in- 
stitutions devoted  to  the  care  of 
the  mentally  ill  in  the  whole  coun- 
try (United  States),  and  of  these 
only  one  had  been  built  by  a gov- 
ernment authority.  These  early  in- 
stitutions were  located  in  Phila- 
delphia (1752),  Williamsburg, 
Virginia  (1773),  New  York  (1791), 
and  Baltimore  (1797).  In  1817,  the 
Society  of  Friends  in  Philadelphia 
opened  a second  hospital  in  that 
city  modeled  on  the  lines  of  the 
York  Retreat.  In  New  England  a 
year  later  the  McLean  Hospital 
was  opened  at  Somerville,  Mas- 
sachusetts. In  1824,  the  Hartford 
Retreat  and  in  1830  the  asylum  at 
Worcester,  which  is  now  the 


Worcester  State  Hospital  was 
opened  for  the  reception  of  pa- 
tients. All  these  institutions  were 
actuated  in  their  treatment  by  the 
new  scientific  and  humane  ideas 
inaugurated  by  Pinel  and  Tuke.” 
“The  first  mention  of  insanity 
in  the  enactments  of  the  Rhode 
Island  General  Assembly  was  in 
1725,  when  a statute  was  enacted 
whereby  the  towns  on  the  main- 
land of  Rhode  Island  were  em- 
powered to  build  a house  of  cor- 
rection for  vagrants  and  to  keep 
mad  persons  in.  In  1742,  the  care 
of  the  insane  and  imbeciles  was 
given  over  to  the  town  councils. 
The  opening  of  the  Dexter  Asylum 
in  1828  offered  slight  alleviation 
in  the  conditions  surrounding  the 
care  of  the  mentally  ill  of  the  City 
of  Providence.” 

In  1841,  in  a codicil  to  his  will, 
Nicholas  Brown  set  aside  the  sum 
of  $30,000,  “ . . . toward  the  erec- 
tion or  endowment  of  an  insane 
or  lunatic  hospital  or  retreat.”  A 
few  months  later  Cyrus  Butler,  a 
prosperous  local  merchant,  gave 
$40,000  for  this  same  purpose, 
and  in  November  of  1844  the  cor- 
poration for  the  Butler  Hospital 
for  the  Insane  was  established  in 
Providence.  Dorothea  Dix,  the 
eminent  nineteenth  century  hu- 
manitarian, was  probably  instru- 
mental in  persuading  Butler  to  di- 
rect his  philantrophy  to  the  help 
of  the  mentally  ill  population.  The 
first  superintendent  of  the  hos- 
pital was  the  distinguished  phy- 
sician, Dr  Isaac  Ray,  an  authority 
on  medical  jurispmdence  and  the 
author  of,  ‘Mental  Hygiene.’  ” 


Fitzpatrick  enumerates  the  fol- 
lowing institutional  facilities  for 
the  care  of  emotional  disorders 
in  Rhode  Island  at  the  time  of  his 
speech  (January  9,  1940):  The 
Emma  Pendelton  Bradley  Hospi- 
tal; the  Chapin  Hospital,  psychi- 
atric service;  the  Butler  Hospital; 
the  Out-Patient  Department  of  the 
Rhode  Island  Hospital;  and  the 
State  Hospital  in  Howard,  “ . . . 
which  at  the  present  time  has  ap- 
proximately 2,800  patients.  The 
staff  presently  concerned  in  the 
care  and  management  of  these 
patients  now  numbers  535  per- 
sons.” 

An  editorial  recommends  that 
practicing  physicians  have  an  ob- 
ligation to  become  supporting 
members  of  the  Rhode  Island  Med- 
ical Society.  The  annual  dues  (ten 
dollars)  provides  support  for  an 
extensive  medical  library  housed 
in  the  Society’s  headquarters. 

The  following  slate  of  officers 
is  proposed  for  1940:  For  Presi- 
dent, John  G.  Walsh,  MD;  for  Vice- 
President,  Murray  S.  Danforth,  MD; 
for  Secretary,  Harman  A.  Lawson, 
MD;  for  Treasurer,  William  P. 
Davis,  MD  and  for  the  Executive 
Committee,  Harry  C.  Messinger, 
MD  and  Andrew  W.  Mahoney,  MD. 

Twenty- Five  Years  Ago 
(February,  1965) 

The  lead  article  is  the  Presidential 
address  before  the  Providence 
Medical  Association,  by  Frank  1. 
Matteo,  MD,  and  entitled,  “The 
Role  of  Our  Association  in  a 
Changing  World:  Retrospect  and 
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Prospect.”  The  address  outlines 
the  many  public  health  successes 
recently  achieved  in  Rhode  Is- 
land, particularly  those  involving 
mass  immunization  and  the  dra- 
matic reduction  in  maternal  mor- 
tality rates. 

The  seventh  Murray  S.  Danforth 
Oration  is  presented  by  Edwin  F. 
Cave,  MD,  on  the  subject  of 
“Healing  of  Fractures  and  Nonu- 
nion of  Bone.”  It  is  a detailed  de- 
scription of  the  pathophysiology 
of  fracture  healing,  the  causes  of 
delayed  bone  union  and  nonun- 
ion, the  role  of  bone  grafting,  the 
management  of  cases  of  nonun- 
ion, and  illustrative  examples  of 
nonunion  with  radiographic  am- 
plification. 

E.  Franklin  Hall,  MD,  provides 
an  article  on  the  medical  aspects 
of  driver  safety  and  driver  licens- 
ing, proposing  a medical  advi- 
sory committee  to  consult  with  the 
motor  vehicle  authorities  regard- 
ing the  medical  fitness  of  drivers. 
The  recommendations  are  dis- 
tilled from  the  deliberations  of  a 
three-day  meeting  of  the  Ameri- 
can Medical  Association,  the 
American  Association  of  Motor 
Vehicle  Administrators  and  the 
United  States  Public  Health  Serv- 
ice. This  meeting  was  prompted 
by  “ . . . more  than  40,000  motor 
vehicle  fatalities  annually  and 
three  million  injuries,  disfigure- 
ments, and  permanent  impair- 
ments each  year.  ...”  The  basic 
purpose  of  the  meeting  is  to:  “De- 
velop better  understanding  of  the 
complex  relationships  between 
driving  ability  and  drugs  and 
medicines,  vision  problems, 
lapses  of  consciousness  and  ef- 
fects of  specific  diseases.” 

An  editorial  talks  of  “ . . . the 
entrance  of  a new  physical  or 
chemical  modality”  to  join  the 
other  remarkable  advances  of  the 
decade  of  the  1960s  which  has 
seen  the  development  of  “ . . . ex- 
tracorporeal circulation,  ultra- 
sonics, cryophysics,  nudeopro- 


tein  chemistry,  hyperbaric  oxy- 
genation and  other  diverse  enti- 
ties.” The  new  modality.  Light 
Amplification  by  Stimulated 
Emission  of  Radiation,  is  more 
simply  called,  laser.  The  editorial 
summarizes  the  development  and 
possible  uses  of  this  new  capa- 
bility. Yet  another  editorial  talks 
of  a new  and  exciting  develop- 
ment in  postgraduate  education 
for  the  practicing  physician 
called,  “Programmed  Instruc- 
tion.” The  editorial  concludes,  “A 
first-rate  program  with  its  high  de- 
gree of  logic,  organization,  and 
coherence  provides  a welcome 
addition  to  the  methods  of  keep- 
ing up.” 

An  historical  note  observes  that 
telephone  numbers  were  born  in 
1880  when  Dr  Moses  Greeley  Par- 
ker, a practitioner  in  Lowell,  Mas- 
sachusetts, proposed  the  use  of 
numbers  in  place  of  the  200  sub- 
scriber names.  He  recommended 


this  during  a raging  measles  ep- 
idemic observing  that  telephone 
communications  would  cease 
should  the  town’s  four  telephone  ’ 
operators  succumb. 

The  American  Hospital  Asso- 
ciation states  that  hospital  costs 
rose  1 1%  in  the  past  year,  “ . . . 
averaging  $38.91  per  patient  per 
day.  This  hospitalization  cost  var- 
ied considerably  among  states, 
ranging  from  a low  of  $26.07  in 
South  Carolina  to  a high  of  $51 .95  ' 

in  California.  (The  average  cost 
per  patient  day  in  Rhode  Island  ^ 
is  $44.1 1.)  When  these  figures  are  j 
multiplied  by  the  average  length  ' 
of  patient  stay.  New  York’s  high  i 
of  9.7  days  gave  it  the  top  figure  j 
of  $426.61  for  the  average  cost  per 
patient  stay.  (The  average  cost  per  i 
hospital  stay  in  Rhode  Island  is  ! 
$314.94.)  Variations  in  cost  are  j 
due  to  type  and  quantity  of  serv-  ' 
ice  provided,  labor  costs  and 
other  factors. 


PHYSICIAN’S 

OFFICE  SPACE  AVAILABLE 
IN  CRANSTON 

Excellent  for  ancillary  office. 

X-ray  and  laboratory  facilities  on  premises. 
Can  be  rented  for  three  hour 
segments  or  full  days.  Good  referral 
potential. 

Rl  Medical  & Emergency  Services 
480  Atwood  Avenue 
Cranston,  Rl  02920 
(401)  943-4540 
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'PNYSKIMIS 

^PRESCRIBE 

MEDMST 

WITH 

COHFiDEIKE. 


No  Other  Physician-Supervised  Weight  Control 
Program  Delivers  This  Wirming  Combination 
...and  that  makes  Meduast  H 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • 


Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help.. .the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANVIALS 

Medifast  will  work  for  you,  too. 
j Patients  lose  weight  with  a 

1 program  of  physician-supervised 

I modified  fasting  and  behavior 

< modification.  And  they  keep  it  off 

with  our  exclusive  Lifestyles  Program. 


The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

* Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles:  PATIENT  SUPPORT 


You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary’  Care  Phy’sicians  of 
every  specialty'  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 
For  complete  information  call  toll-free 


1-800  638-7867 


I 1 

I For  more  information  about  the  Medifast  I 
. Program,  please  send  this  coupon  to:  . 

’ The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

I Director,  Clinical  Services  I 

18-tO  York  Road,  Suite  H . 

I Timonium,  MD  21093  ' 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

SJG-12 

The  I iiysirinns  Answer  to  Weight  Oinirol. 


©Jason  PharmaccuticaLs  1989 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


i 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


HumuHn’® 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 


© 1989,  ELI  LILLY  AND  COMPANY  HI-2914-B  949334 


PHYSICIANS  IN  THE  NEWS 


Doctor  Mark  E.  Appleman  has 

been  appointed  to  the  staff  at 
Newport  Hospital  and  has  opened 
his  practice  in  Infectious  Dis- 
eases and  Internal  Medicine  at 
Kings  Grant  Office  Park,  Ports- 
mouth, Rhode  Island.  Doctor 
Appleman  is  Board  Certified  in 
both  Internal  Medicine  and  Infec- 
tious Diseases. 

* * * 

The  Memorial  Hospital  of  Rhode 
Island  recently  appointed  Doctor 
Samnuel  H.  Greenblatt  as  its  Chief 
of  Neurosurgery.  He  is  also  an  as- 
sociate professor  in  the  Brown 
University  Program  in  Neurosur- 
gery. Doctor  Greenblatt  is  certi- 
fied by  the  American  Board  of 
Neurological  Surgery  and  he  is  a 
Fellow  of  the  American  College 
of  Surgeons. 


Memorial  Hospital  of  Rhode  Is- 
land has  appointed  Doctor  Ron- 
ald Fischer  as  its  Anesthesiolo- 
gist-in-Chief  and  Director  of  the 
School  of  Nurse  Anesthesia. 

Doctor  Fischer  is  board  certified 
in  anesthesiology  and  pain  man- 
agement. He  is  a fellow  of  the 
American  College  of  Chest  Phy- 
sicians, a member  of  the  Society 
of  Cardiovascular  Anesthesiolo- 
gists as  well  as  other  professional 
and  international  research  soci- 
eties and  has  published  widely  in 
the  field  of  anesthesiology  and 
pain  management. 

* * :(t 

Doctor  Richard  V.  Morgera  has 

been  appointed  to  the  Newport 
Hospital  Medical  Staff  as  a full- 


time Emergency  Physician.  Doc- 
tor Morgera  is  certified  by  the 
American  Board  of  Internal  Med- 
icine. 


* * * 

The  United  States  Public  Health 
Service  presented  Doctor  Patrick 
Dowling,  director  of  the  Family 
Medicine  Residency  Program  at 
Memorial  Hospital  of  Rhode  Is- 
land, with  the  “Regional  Health 
Administrator’s  Award.”  The 
award  is  given  to  persons  who 
have  made  an  outstanding  con- 
tribution in  the  field  of  public 
health  in  New  England.  The  ci- 
tation reads:  “For  your  dedicated 
efforts  in  implementing  the  Com- 
munity Health  Center  Model  for 
training  Family  Practice  Resi- 
dences in  Rhode  Island.” 


There  must  be  a good  reason  why 

we’ve  become  the 


UNTIED 

SURGICAL  CENTERS 


The  Pfofessionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


j 


We  carr>’ just  about  EVERYTHING  for  Home 
Health  Care  . . whieh  means,  evervihing  a 
patient  or  convaleseent  needs  to  implement  the 
doetor's  treatment  direetions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs, Walkers  and  Hospital  Beds,  we' re  here  to 
ser\e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


75  BURLINGTON  ST.,  PROVIDENCE  (EAST  SIDE) 
421-6606 


380  WARWICK  AVE.,  WARWICK 
781-2166 
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BOOK  REVIEW 


Psychiatry 


Moments  of  Engagement:  Inti- 
mate Psychotherapy  in  a Tech- 
nological Age.  Peter  D.  Kramer, 
MD.  260  p.  New  York,  W.W.  Nor- 
ton, 1989.  $24.95 

Slowly  savoring  my  way  through 
this  book,  not  to  be  read  at  one 
sitting,  it  suddenly  dawned  on  me 
why  it  was  so  engaging.  With  the 
basic  theme  that  motivation, 
learning,  experience,  theory  and 
practice  are  all  flowing  towards 
the  endlessly  repeated,  yet  for- 
ever unique  encounter  between 
patient  and  physician,  the  book 
was  asking  me  where  my  moment 
of  engagement  with  its  inner  life 
was.  The  answer  clicked  when  I 
listened  to  the  author  reading 
some  chapters  aloud  to  a small, 
ever  more  engaged  audience. 
Here  was  someone  who  had  the 
irresistable  drive,  the  pleasure  and 
the  dread,  the  courage  to  be  an 
actor  and  observer  at  the  same 
time  and  to  want  to  let  the  world 
know  about  it.  About  himself. 

To  do  this.  Dr  Peter  Kramer  had 
by  necessity  to  use  the  medium 
of  the  word.  To  face  the  daunting 
challenge  of  writing  what?  Sci- 
ence? Literature?  He  says:  “This 
is  a book  of  stories,”  with  the  in- 
tent of  trying  — and  succeeding 
with  erudition  and  exquisite  sen- 
sitivity — to  ask  the  right  ques- 
tions and  bring  some  clarity  and 
understanding  to  the  fledgling,  the 
struggling  art  and  science  of  psy- 
chiatry. To  be  read  with  great  ben- 
efit by  the  specialist,  the  student 
and  the  educated  layman  alike. 

What  a task,  being  scientist, 
healer  and  artist  all  at  once!  Prec- 
edents are  discouraging.  The 
deepest  understanding  of  the  full- 
ness of  life,  of  happiness  and  suf- 
fering, has  been  derived  from  the 
unfathomable  genius  of  great 


writers.  Sophocles,  Dante,  Shake- 
speare, Goethe,  Dostoyevski, 
Flaubert,  Proust,  — so  many 
more.  How  pale  and  arid  do  the 
valiant  attempts  at  psychological, 
sociological,  anthropological 
conceptualization  and  classifi- 
cation seem  in  comparison.  Some 
have  tried  before  to  combine  it 
all.  To  name  just  a few:  Chekhov 
and  William  Carlos  Williams 
practiced  medicine  and  wrote  un- 
related literature;  Somerset 
Maugham  gave  medicine  up  al- 
together; Joyce  didn’t  make  it 
through  medical  school.  Robert 
Coles,  John  Mack,  Robert  Lifton, 
in  our  time,  labor  in  the  vineyard. 

How  does  Peter  Kramer  do? 
Bravely,  skillfully,  — engagingly. 
The  writer  carries  you  along  the 
journey  of  the  exponentially  rapid 
changes  to  which  a young  psy- 
chiatrist has  to  adjust  in  the  field. 
It  honestly  brings  alive  the  bewil- 
derment in  the  face  of  ambigui- 
ties and  complexities  and  the  in- 
tegrity needed  to  do  the  hard  work 
of  arriving  at  your  own  conclu- 
sions, on  “chartless  terrain.”  The 
need  to  use  professional  lan- 
guage at  times  gets  unavoidably 
in  the  way  of  the  narrative  flow. 
There  are  nuggets  of  style:  “The 
Gordian  knot  unties  itself.”  Keep 
looking  as  you  read.  “For  many 
concepts,  the  thing  is  just  what 
we  know  it  to  be.  If  the  definition 
fails,  it  is  the  definition  which  has 
failed,  not  the  elusive  concept.” 
This,  for  example,  makes  it  pos- 
sible to  convincingly  define  psy- 
chotherapy as  undefinable.  For 
being  a “soft  science”  psychiatry 
is  therefore  the  more  demanding 
than  those  specialties  with  safe 
yardsticks  and  guidelines.  While 
Peter  Kramer  is  not  afraid  to  show 
where  his  heart  is,  he  is  aware 


and  conscientious  enough  to  use 
his  head  to  compensate  for  it. 

I do  have  one  bone  to  pick.  The 
moment  Dr  Kramer  hears  a pa- 
tient talk  about  Rilke,  he  “feels 
the  strong  urge  to  put  her  on  Teg- 
retol®.” Does  this  seem  to  indi- 
cate that  a whole  generation  of 
my  European  contemporaries, 
who  worshiped  Rainer  Maria 
Rilke,  was  afflicted  with  temporal 
lobe  epilepsy? 

This  book  is  a breath  of  fresh 
air  to  help  dispel  the  glut  of  mis- 
understanding that  blurs  psychia- 
try in  the  professional  and  the 
public  mind.  As  literature  it  is  a 
tantalizing  promise.  Will  it  be  hu- 
manly possible,  as  the  years  go 
by,  for  the  author  to  achieve  the 
leisure,  the  distance,  the  com- 
plete absorption  in  the  agony  of 
writing,  that  would  make  it  pos- 
sible to  look  forward  to  the  mas- 
terwork  yet  to  be  written  in  this 
genre? 


Hugo  Taussig,  MD 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • Hours  8am-9pm 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * ’ by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area; 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAffli:  X RAy  SERVICE 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


OF  RHODE  ISLAND 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


INFORMATION  FOR  AUTHORS 


Manu.snilils:  Maimsn  ipts  will  be  acc  epted  lot  consid- 
eration with  the  nnderstandinff  that  they  ;ne  original 
contrihntions,  Inive  never  been  pnhiished  or  snhnht- 
ted  elsewhere,  ;nid  are  snhnhtted  only  to  the  Rhode 
Island  Medical  Journal. 

Specijicatiofis:  Manuscripts  nnist  he  original  typed  (0|)y 
(not  all  capitals)  on  8'/a  X 1 I inch  firm  tyj>ewiitten 
jtajter,  dotihle-spaced  throughout  (including  title  page, 
text,  iicknowledgments,  and  references)  with  margins 
of  at  least  one  inch  and  tising  but  one  side  of  each 
page,  l ahles,  charts,  and  legends  should  he  submitted 
separately  from  the  text,  and  refened  to  by  nnmher 
(ie.  Fig.  I)  within  the  text.  Subheadings  imist  he  in- 
serted at  reasonable  intervals  to  l^reak  the  t\  pctgi  aphic 
mcjiiotony  of  the  text.  Pages  mtist  be  numbered  con- 
secntiveh.  Italics  and  boldface  print  are  never  used 
except  as  subheadings. 

Abbreviations:  The  journal  attempts  to  avoid  the  use  of 
Jargon  and  ahhre\  iations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  he 
identified  in  the  text. 

Title  Page:  All  manuscripts  must  include  a title  |>age 
which  provides  the  following  information;  (1)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authcjrs  with  their  highest  academic  degree  (ie,  MU, 
PhD);  (3)  a concise  biographical  descriptic^n  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  af  f iliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  requests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  tise  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  oti 
white  paper.  Clear,  black  and  white  5 X 7 glossy  pho- 
tographs should  be  submitted,  and  such  illustrations 
numbered  consecutivelv  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figtire  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriatelv  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  nutst  be  made  with  the  editois 
for  exc  essive  numbers  of  illustralions.  Color  plates  are 
not  acceptable. 

Identification  of  Patients:  Names,  initials  should  not  be 
used,  flse  of  numbers  is  a pieferable  form  of  iden- 
liflcatioii. 

Refmnts:  Because  of  Tost  considerations,  reprints  are 
not  provided  routinely  to  the  atitbor(s).  Reprints  may 
be  ordeied  separately  (100  cojiies  minimum  order) 
and  printing  costs  will  be  cbarged  to  the  anthor(s). 

Responsibility:  Manusci  ijtts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modificatious  will  be  undertaken  so  as  to  bring  them 
into  conformity  with  journal  stvle,  w'hich  is  in  com- 
jtliance  with  the  editorial  standards  of  the  AM  A.  How- 
ever, neithei  the  editors,  nor  the  ptiblishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  pttblished  in  the 
pages  of  the  journal. 

Permisswn:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sotirces.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  tbe  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  I'he 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  ajjpear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  jtublication;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  tbe  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation shotild  be  addressee!  to;  Managing  Editor,  Rhode 
Island  Meclical Journal,  106  Erancis  Street,  Providence, 
RI  02903. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Coniraindicalions:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  contraindicaled  in  palients  who  aie  hypersensitive  to 
this  product  and  m patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  of  the  face,  extremities,  lips,  tongue. ^ollis.  and/or  larynx  has  been  reported  in 
patients  Tiealeo  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  V^OTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  conrfilion  has  generally  resolved  without  Irealmenl.  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  ot 
the  tongue,  glottis,  orlaryni  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epinephrine  solution  1:1000  (0  3 ml  to  0.5  ml),  should  he  promptly  adminislered.  (See  ADVERSE 

rEaciTons  ) 

Hypolension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  lailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  wheri  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  a/olemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollovnng  conditions  or  characlerislics  heart 
lailure.  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  tailurel.  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  vASOTEC 
in  patients  at  risx  tor  excessive  hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS,  Drug 
Inleraclions  and  ADVERSE  REACTfljNS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  ol  Irealmenl  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  II  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  il  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurlher  doses  ol  VASOTEC,  which  usually  can  be  given  without  dillicully  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutrogenial Agranulocytosis  Another  ACE  inhibitor,  caplopiil.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  bul  more  Irequenlly  in  patients  with  renal  impairment,  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapnl  are  insuflicieni  to  show  that 
enalapnl  does  not  cause  agranulocytosis  al  similar  rales  Foreign  markeling  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renat  Function  As  a conseguence  ol  inhibiting  the  renin-angiolensin-aldosteione 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  indiyiduals  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activity  ol  the  lenin-angiolensm-aldosleione  system,  irealmenl  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  m blood  urea  and  serum  creatinine,  usually  minor  and  Iransienl,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  taiture  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinicai  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  lailure.  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  bul  was  not  a cause  lor  discontinuation 
Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  msuHiciency,  diabetes  mellilus.  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  polassium-conlaining  salt  subslilutes.  which 
should  be  used  cautiously,  il  at  all  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/Aneslhesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
enaTapril  may  block  angiotensin  II  lormalion  secondary  lo  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  il  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  fust  dose  ol  enalapnl 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  face,  extremities,  eyes.  lips,  longue,  ditficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they 
have  consulted  with  the  prescrioing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness,  especially  during  the  lust  tew  days  ot  therapy  it 
actual  syncope  occurs,  the  patients  should  be  told  lo  tfisconlinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure  patients  should  be  advised  lo  consult  with  the  physician 
Hvperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inleclion  (e  g . sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion 
IS  intended  to  aid  in  the  sate  and  effective  use  ot  this  medication  II  is  not  a disclosure  ol  all  possible  adverse  or 
intended  eltecls 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Ttierapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  alter  initiation  ol  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapril,  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  al  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihypertensive  effect  ol  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  eyioence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amilonde).  potassium  supplements,  or 
potassium-containing  salt  subslituTes  may  lead  to  signilicant  increases  in  serum  potassium  Therefore,  it  concomi- 
lant  use  ot  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  IrequenI  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

bihium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors.  A tew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ol  both  drugs  II  is  recommended  lhal 
serum  lithium  levels  be  monitored  Irequenlly  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Feloloxicily,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  al  doses  ol  3 and  10  mg/ 
kg/day,  bul  not  al  30  mg/kg/day  (50  limes  the  maximum  human  dose). 

Radioactivity  was  lound  to  cross  the  placenta  lollowing  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However  data  are  available  that 


show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  lelal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 
been  clearly  delined,  VASOTEC*  (Enalapnl  Maleale.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben 
efil  juslifies  the  potential  risk  lo  the  lelus 

Posimarkeling  experience  with  all  ACE  inhibitors  Ibus  tar  suggests  the  lollowing  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  ot  pregnancy  has  not  been  reported  lo  alfecl  lelal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  moi 
bidily  and  morlalily 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre 
senling  decreased  renal  function  in  the  lelus  Inlanis  exposed  in  utero  lo  ACE  inhibitors  should  be  closely  observed 
tor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood 
pressure  and  renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
premaluiily  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  bul  it 
IS  not  clear  whether  Ihey  are  related  lo  ACE  inhibition  maternal  hypertension,  or  the  underlying  prematunly 
Nursing  Mothers  Milk  in  laclating  rats  contains  radioactivity  lollowing  administration  ol  '*C  enalapril  maleale  II  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pedialtic  Use  Safely  and  ellecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  tO  000  patients,  including  over  tOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  trequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%)  nausea  (1  4%)  rash  (1  4%).  cough  (1  3%)  orthostatic  etfecis  (1  2%),  and  asthenia  (t  1%) 
HEART  FAILURE  The  most  IrequenI  clinical  adverse  experiences  m both  controlled  and  uncontrolled  Inals  were  dizzi 
ness  (7  9%).  hypotension  (6  7%),  orthostatic  etiecis  (2  2%).  syncope  (2  2%).  cough  (2  2%),  chest  pain  (21%)  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  grealei  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  fatigue  (f  8%)  headache  (1  8%)  abdominal  pain  (1  6%)  asthenia  (16°o)  orlhosta 
tic  hypotension  (1  6%),  vertigo  (1  6%),  angina  pectoris  (1  5%).  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (1  3%) 
dyspnea  (1  3%).  urinary  tract  infection  (1  3°a)  rash  (1  3%),  and  myocardial  infarction  (T  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  ot  patients  with  hypertension  or  heart  lailure  m clinical  Inals  in  order  ot  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  mlarclion  or  cerebrovascular  accident  possibly  secondary  lo  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction 
rhylhm  disturbances,  alnal  tibrillation.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice  melena.  anorexia,  dyspepsia  constipation  glossitis, 
stomatitis 

Musculoskeletal  Muscle  cramps 

Nervous/Psychialiic  Depression,  contusion  ataxia,  somnolence,  insomnia,  nervousness  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorihea  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inleclion 
Skin  Herpes  zoster,  urticaria,  pruritus,  alopecia.  Hushing  hyperhidrosis 
Special  Senses  Blurred  vision,  taste  alleralion,  tinnitus 

A symglora  complex  has  been  reported  which  may  include  a positive  ANA  an  elevated  erythrocyte  sedimentation  rale 
arihrafgias/arihrilis.  myalgias,  lever,  serositis,  vasculitis,  leukocytosis,  eosinophilia  photosensitivity  rash  and  other 
dermatologic  manilestalions 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  lace  extremities,  lips,  longue,  glottis  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS  ) 
Hypotension  In  the  hypertensive  patients,  hypolension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
lollowing  the  initial  dose  or  during  extended  Inerapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients  hypotension  occurred  in  67“o  and  syncope  occurred  in 
2 2°o  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ot  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Latmalory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2°c  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  m palients  receiving  concomitant  diuretics  or  m 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

0 3 q%  and  1 0 vol  °b.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with 
V^OTEC  bul  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals  less  than 
01°o  ol  patients  discontinued  therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  markeling  experience  rare  cases  ot  neutropenia  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  m patients  with  (36PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should  it  possible  be  dis- 
continued lot  two  lo  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) II  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily  the  anlihypertensive  etlecl  may  dimmish  toward  the  end  of  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered  II  blood 
pressure  is  not  controlled  with  VASOTEC  alone  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dLI  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  ? 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  IS  2 5 mg  once  or  twice  daily  Alter  the  initial  dose  of  VASOTEC  the  patient  should  be  observed  under  medical 
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EDITORIALS 


Clinical  Observations 
in  Rhode  Island 

This  issue  of  {he  Journal  contains 
five  papers  representing  the  di- 
verse observations,  speculations 
and  recommendations  of  practic- 
ing physicians  in  Rhode  Island. 
The  described  clinical  phenom- 
ena range  from  the  common 
(post-tonsillectomy  bleeding)  to 
the  bizarre  (self-enucleation)  but 
all  are  part  of  the  authentic  fabric 
of  Rhode  Island  medicine.  The 
Publications  Committee  which 
supervises  the  direction  and  phi- 
losophy of  this  Journal  has  de- 
termined that  about  two  out  of 
every  three  future  issues  shall  be 
dedicated  to  a single  subject  such 
as  AIDS  or  health  problems  in 
Rhode  Island  tourists;  but  they 
also  recognized  and  hoped  to  ex- 
ploit the  rich  and  varied  bedside 
experience  of  the  many  practi- 
tioners, academicians  and  house 
staff  in  Rhode  Island;  accord- 
ingly, they  assigned  about  one- 
third  of  the  Journal  issues  to  un- 
solicited papers  of  practical  med- 
ical interest.  The  Committee  and 
the  Editors  of  the  Journal  en- 
courage the  readers  to  submit 
brief  clinical  papers  for  possible 
publication.  And  while  we  hope 
that  an  extensive  literature  search 
accompanies  the  preparation  and 
writing  of  each  of  these  contri- 
butions, a lengthy  historic  back- 
ground within  the  text  is  not  nec- 
essary. Each  issue  of  the  Journal 
contains  a page  entitled,  “Infor- 
mation for  Authors.”  We  hope  that 
each  potential  author  will  review 
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these  instructions  with  the  care 
that  they  deserve  before  subrnit- 
ting  his  or  her  manuscript. 

The  Editors 

The  Critical  Eye  of 
Honore  Daumier 

The  France  of  the  nineteenth  cen- 
tury which  had  nurtured  lumi- 
nous medical  scientists  such  as 
Claude  Bernard,  Charcot  and 
Laennec  also  produced  a number 
of  gifted  artists  who  had  em- 
ployed their  graphic  talents  in 
portraying  the  darker  side  of  med- 
icine. Preeminent  amongst  these 
was  Honore  Daumier,  whose  lith- 
ographic art  was  in  the  social- 
commentary tradition  of  Eng- 
land’s Hogarth  and  Spain’s  Goya. 
Daumier,  like  his  countryman 
Moliere,  often  portrayed  physi- 
cians as  pompous  yet  mediocre 
simpletons,  dangerously  unedu- 
cated, lacking  in  any  scholarly 
concerns,  insensitive  and  ven- 
erating but  money  and  status. 
Physicians,  in  Daumier’s  words, 
were  “ . . . all  profiteers,  mouth- 
ers of  garrulous  cliches  and 
mountebanks.”  Who  was  this  car- 
toonist and  occasional  sculptor 
with  such  assertively  caustic 
views? 

Daumier  was  born  in  1808  into 
a Marseilles  working-class  family. 
As  a child  he  was  described  as 
discontented,  melancholic  and 
with  a macabre  humor.  He  ex- 
pressed a bitter  and  febrile  hatred 
for  the  established  classes,  par- 


ticularly the  tyrannical  and  “phil- 
istine bourgeoisie.”  He  demon- 
strated substantial  graphic  talents 
as  an  adolescent  and  received  a 
modest  measure  of  formal  train- 
ing in  the  arts.  His  professional 
life  was  devoted,  in  essence,  to 
caricatures,  some  four  thousand 
of  which  were  published  in  the 
Parisian  magazines  le  Charivari 
and  la  Caricature.  The  bulk  of  his 
adult  artwork  portrays  lawyers, 
physicians,  the  judiciary,  the  po- 
lice and  the  merchant  class  in  an 
uncharitable  light.  Once  during 
his  earlier  career  an  unfavorable 
cartoon  of  Louis  Phillipe  actually 
resulted  in  a six-month  prison 
term. 

Daumier  enjoyed  good  health 
through  most  of  his  life  and  rarely 
needed  the  services  of  a physi- 
cian until  his  final  illness  in  1878 
which  rendered  him  totally  blind. 
He  lived  most  of  his  life  at  the 
margins  of  poverty  and  died  in  a 
small  cottage  on  the  banks  of  the 
Oise  river,  in  a home  provided  for 
him  through  the  generosity  of  the 
artist,  Corot. 

It  is  surprising  that  the  art  of 
Daumier,  which  depicts  medi- 
cine in  such  unmerciful  terms,  is 
so  universally  appealing  to  phy- 
sicians. There  are  many  practi- 
tioners’ offices  with  a cherished 
Daumier  lithograph  proudly  and 
prominently  displayed  on  some 
wall.  Indeed,  an  excellent  Dau- 
mier print  enlivens  the  Rhode  Is- 
land Medical  Society’s  library.  In 
honoring  Daumier  perhaps  we  are 
appreciating  great  social  art;  per- 
haps we  are  acknowledging  that 
these  drawings  are  accurate  com- 
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mentaries  of  the  medicine  of  150 
years  ago;  and  perhaps,  too,  we 
are  now  strong  enough  to  laugh 
at  our  own  foibles. 

The  cover  illustration  of  this 
monih's  Journal  is  an  1847  Dau- 
mier print  entitled,  “Ah!  docteur.” 
Next  month’s  issue,  which  will  be 
devoted  to  articles  on  medical 
quackery,  will  also  have  a Dau- 
mier print  enriching  its  cover. 

Stanley  M.  Aronson,  MD 


Botany  and  Medicine 


This  is  the  time  of  year  when  seed 
catalogs  mix  congenially  with 
medical  journals  in  the  morning 
mail.  It  is  the  season  when  grow- 
ing things  become  more  than  a 
distant  recollection,  when  there 
is  a breeding  of  lilacs  “out  of  the 
dead  land,  mixing  memory  and 
desire,  stirring  dull  roots  with 
spring  rain.”  Medicine  and  bot- 
any seem  far  removed  from  each 
other  in  pace  and  purpose;  yet 
there  was  a time  in  the  history  of 
medicine  when  the  distance  be- 
tween the  herbal  garden  and  the 
sick-room  was  quite  short.  Many 
of  the  botanically  based  apothe- 
cary arts  of  yesterday  have  blos- 
somed into  the  medical  sciences 
of  today.  Both  are  concerned  with 
life  and  growth  and  the  ancient 
union  between  medicine  and  bot- 
any persists. 

Medicine  readily  acknowl- 
edges the  many  contributions  that 
botanists  have  made  to  pharma- 
cology. There  is  an  equally  rich 
body  of  contributions  made  by 
physicians  to  the  science  of  bot- 
any which  is  not  as  prominently 
recorded.  Many  of  these  physi- 
cian-naturalists are  not  currently 
well  known  within  the  medical 
profession  and  it  is  therefore 
worth  reviewing  their  scientific 
efforts  in  both  fields. 


Leonhard  Fuchs,  a Bavarian 
born  in  1501,  received  his  medi- 
cal degree  from  the  University  of 
Ingolstadt  and  ultimately  was 
named  the  professor  of  medicine 
at  Tubingen  University.  His  great 
interest  was  in  botanical  thera- 
peutics and  he  was  responsible 
for  one  of  the  first  published  de- 
scriptions of  the  physiologic  ac- 
tions of  the  plant,  foxglove  (dig- 
italis). 

Matthias  de  Lobel,  a sixteenth 
century  native  of  Lille,  emigrated 
to  England  in  1564  and  rose  to 
become  physician  to  the  court  of 
James  1.  He  divided  his  scientific 
interests  between  medicine  and 
the  classification  of  native  plants 
of  England  and  the  low  countries. 

Pierre  Magnol,  born  in  1638, 
and  eventually  the  professor  of 
medicine  at  Montpelier  Univer- 
sity, was  France’s  leading  bota- 
nist of  the  seventeenth  century. 

George  Joseph  Camellus,  a 
seventeenth  century  Moravian 
Jesuit,  was  skilled  in  both  botany 
and  medicine.  He  spent  his  adult 
years  in  the  Far  East,  particularly 
the  Philippines,  as  a missionary. 
He  systematically  described  the 
flora  of  the  Par  East  and  his  bo- 
tanical journals  formed  the  basis 
of  later  horticultural  texts. 

Olaf  Rudbeck  was  one  of  Swe- 
den’s most  illustrious  physician- 
naturalists  and  a teacher  of  Carl 
Linnaeus. 

Carolus  Linnaeus  was  born  in 
southern  Sweden  in  1707  and 
studied  medicine  at  the  prestigi- 
ous Upsala  University.  While 
completing  his  training  for  his 
medical  degree  he  assembled  his 
first  major  botanical  text  under  the 
guidance  of  Celsius,  the  monu- 
mental work  entitled  (translated 
from  the  Latin),  “Preliminaries  on 
the  marriage  of  plants,  in  which 
the  physiology  of  them  is  ex- 
plained, sex  shown,  method  of 
generation  disclosed,  and  the  true 
analogy  of  plants  with  animals 


concluded.”  During  his  lifetime, 
Linnaeus  maintained  an  active 
practice  of  medicine  while  hold- 
ing the  chair  in  Botany  at  Upsala 
University.  He  initiated  the  bi- 
nomial classification  system  for 
both  plants  and  animals. 

Anders  Dahl  was  a medical  stu- 
dent of  Linnaeus  who  devoted 
most  of  his  brief  life  to  the  study 
of  native  plants. 

Caspar  Wistar  was  born  in  Phil- 
adelphia in  1761  and  received  his 
medical  degree  from  the  Univer- 
sity of  Edinburgh.  He  joined  the 
faculty  of  the  first  medical  school 
in  the  colonies,  the  University  of 
Pennsylvania,  authored  the  first 
American  text  in  anatomy, 
founded  a museum  of  natural  his- 
tory in  Philadelphia  (later  to  be 
called  the  Wistar  Institute)  and 
was  one  of  the  leading  scholars 
and  philosophers  of  his  native 
city. 

Joel  R.  Poinsett  was  born  in 
South  Carolina  in  the  year  1779. 
He  attended  Edinburgh  medical 
school  but  never  actively  prac- 
ticed medicine.  Rather,  he  en- 
tered politics,  was  James  Madi- 
son’s roving  ambassador  to  South 
America,  a member  of  Congress 
and  a Secretary  of  War  in  Van  Bur- 
en’s  cabinet.  During  all  of  these 
crowded  years  he  maintained  an 
active  interest  in  horticulture  par- 
ticularly during  his  extensive  trav- 
els throughout  Central  and  South 
America. 

With  the  exception  of  Lin- 
naeus, few  of  these  physicians  are 
remembered  in  the  formal  annals 
of  medicine.  And  yet  we  lovingly 
preserve  their  names  — and  their 
many  contributions  to  botany  and 
to  medicine  — each  time  we  ad- 
mire fuschias,  lobelias,  magno- 
lias, camellias,  rudbeckias,  dedil- 
ias,  wisterias,  and  at  yuletime, 
poinsettias. 

Stanley  M.  Aronson,  MD 
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EDITOR’S  MAILBOX 


Detoxification  of 
the  Chemically 
Dependent  Patient 

I was  pleased  to  see  your  inform- 
ative review  article  on  detoxifi- 
cation in  the  Rhode  Island  Med- 
ical Journal.  However,  1 feel  the 
medical  public  should  be  made 
aware  of  the  appalling  inade- 
quacy of  detoxification  programs 
in  Rhode  Island.  As  Director  of 
Rhode  Island  Hospital  Emer- 
gency Department,  1 am  aware  of 
the  refusal  of  detoxification  serv- 
ices to  an  average  of  three  or  four 
patients  each  day.  These  patients 
can  not  afford  private  detoxifica- 


tion programs,  do  not  have  health 
insurance  and  can  not  go  to  the 
State’s  Substance  Abuse  Unit  or 
Providence’s  social  setting  Detox- 
ification Center  because  of  over- 
crowding at  those  facilities. 

At  a recent  meeting  of  the  Hos- 
pital Association  of  Rhode  Island 
(HARI)  Committee  on  Emergency 
Medical  Services,  it  was  esti- 
mated that  only  one  half  of  the 
patients  presenting  to  RI  Emer- 
gency Departments  with  acute  in- 
toxication can  be  accommodated 


in  existing  programs  due  to  the 
lack  of  beds.  While  the  medical 
management  of  acute  detoxifi- 
cation is  expertly  outlined  in  your 
article,  the  real  crisis  of  providing 
resources  for  patients  who  need 
acute  detoxification  must  be  ad- 
dressed. 

Robert  H.  Woolard,  MD 
Director/Department  of 
Emergency  Medicine 
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Current  Concepts  in  Fetal  & Neonatal  Care 

SHERATON  ISLANDER  - Newport,  R.l. 

Registration  by  May  18  to: 

PERINATAL  CONFERENCE 
CME/CEU  Rhode  Island  Medical  Society 

Applied  For  106  Francis  Street,  Providence,  RI  02903 


$140/Physlcians 
$ 80/Nurses 


LUNCH  ON 
THURSDAY 
INCLUDED 
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RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 


94 


Rhode  Island  Medical  Journal 


Resident  Report;  A Conference  With  Mamy  Uses 


Fred  J.  Schiffman,  MD 
Michael  F.  Mayo-Smith,  MD 
Melvin  D.  Burton,  MD 


**To  emphasize  (the  need 
for  brevity  of  presentation) 
we  ask  that  the  case  be  pre- 
sented as  though  the  house 
officer  were  calling  from 
Seattle  to  a consultant  in 
New  York  and  paying  for 
the  phone  call  himself.** 


Although  the  origins  of  Resident 
Report  (RR)  are  somewhat  ob- 
scure, its  place  is  now  well  es- 
tablished in  many  teaching  hos- 
pitals. In  order  to  learn  how 
various  internal  medicine  pro- 
grams conducted  RR,  we  de- 
signed a questionnaire  and  sent 
it  to  members  of  the  Association 
of  Program  Directors  in  Internal 
Medicine  at  412  hospitals. 

There  have  been  several  recent 
articles  concerning  the  conduct 
of  RR.  A paper  by  Gibbons'  is  a 


Fred  J.  Schiffman,  MD,  is  Associ- 
ate Professor  of  Medicine  with 
Brown  University  Program  in 
Medicine/The  Miriam  Hospital, 
Providence,  Rhode  Island. 


Michael  F.  Mayo-Smith,  MD,  is 
Clinical  Instructor  in  Medicine 
with  Harvard  Medical  School, 
Boston,  MA  and  VA  Medical  Cen- 
ter, Manchester,  New  Hampshire. 


Melvin  D.  Burton,  MD,  is  a Clini- 
cal Fellow  with  the  Pulmonary 
Division,  Massachusetts  General 
Hospital,  Boston,  Massachusetts. 
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provocative  account  of  RR  at  a 
military  hospital.  Another  article, 
appearing  more  recently,  was 
based  upon  a questionnaire  sent 
to  124  Departments  of  Medicine 
represented  by  the  membership 
of  the  Association  of  Professors  of 
Medicine.^  Our  study  differs  from 
the  previous  two  in  that  it  exam- 
ines RR  in  the  context  of  a survey 
sent  to  a variety  of  teaching  hos- 
pitals throughout  the  United  States 
including  community,  municipal, 
university.  Veteran’s  Administra- 
tion, and  military  hospitals. 

Methods 

A questionnaire  was  sent  to  412 
United  States  internal  medicine 
program  directors  based  upon  a 
list  obtained  from  the  Association 
of  Program  Directors  in  Internal 
Medicine.  The  questionnaire, 
containing  forty  items  requiring  a 
response  in  the  form  of  multiple 
choice  answers  or  comments, 
was  sent  on  September  11,  1985 
and  returns  were  accepted  until 
January  30,  1986.  Two  hundred 
and  eighty-six  questionnaires 
were  returned  for  a response  rate 
of  70  percent.  No  follow-up  calls 
or  letters  were  sent  to  those  who 
did  not  respond  by  January  30, 


1986,  an  acknowledged  potential 
source  of  bias.  While  character- 
istics of  the  hospitals  which  did 
not  return  the  questionnaire  were 
similar  to  those  that  did,  it  was 
still  possible  that  certain  features 
of  this  group  (which  equalled  30 
percent)  could  have  changed  the 
analysis  of  our  information.  Each 
question  was  analyzed  based 
upon  the  number  of  institutions 
responding  to  that  individual 
question.  Where  no  response  was 
made  to  an  individual  question, 
it  is  so  indicated  in  the  analysis 
of  data  presented  below. 

The  questionnaires  were  filled 
out  by  the  Chief  of  Medicine,  the 
Director  of  Medical  Education, 
Program  Director  or  Chief  Resi- 
dent, at  the  discretion  of  the  in- 
dividual program. 

Results  and  Discussion 

Time  and  Frequency 

All  respondents  indicated  that 
they  conducted  RR  of  some  type. 

ABBREVIATIONS  USED: 

AFB:  Acid-fast  bacilli 
CBC:  Complete  blood  count 
PGY-I:  Post-graduate  year  one 
RR:  Resident  report 
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RR  was  held  most  often  in  the 
morning  (97  percent)  in  a con- 
ference room  adjacent  to  Depart- 
ment of  Medicine  offices;  72  per- 
cent began  before  9:15  am.  An 
hour  was  the  most  common 
length  of  time  of  the  conference. 
As  shown  in  Figure  1 , 38  percent 
of  hospitals  responding  held  RR 
seven  days  a week.  Twenty-nine 
percent  of  hospitals  conducted 
report  five  days  a week,  13  per- 
cent conducted  RR  four  and  13 
percent  six  days  a week.  Only  6 
percent  of  hospitals  conducted  RR 
three  or  fewer  days  a week.  Al- 
most 80  percent  of  responding 
programs  indicated  that  report 
was  conducted  five  days  a week 
or  more.  Sunday  was  the  most  fre- 
quently eliminated  day. 

While  there  are  some  authors 
who  feel  that  RR  is  best  held  in 
the  early  morning  as  the  “maiden 
event  of  the  day,”^  there  are  oth- 
ers who  believe  that  work  rounds 
should  precede  RR,  especially 
since  data  from  work  rounds  can 
be  added  to  information  gleaned 
from  the  residents’  morning  eval- 
uation of  the  patient,  and  makes 
the  discussion  at  report  as  timely 
as  possible.  Our  questionnaire  did 
not  determine  whether  RR  was 
held  before  or  after  work  rounds 
but  46  percent  started  RR  by  8:00 
am  and  72  percent  by  9:00  am. 
We  also  assume  that  RR  most 
often  preceded  ward  attending 
rounds,  given  the  time  slot  of  RR. 
Only  a small  percentage  of  pro- 
grams (4  percent)  conducted  RR 
in  the  afternoon.  There  may  be 
some  advantage  to  holding  RR 
following  ward  rounds,  since  the 
ward  attending  physician  may  feel 
that  his  role  is  usurped  by  the  dis- 
cussion which  has  already  taken 
place  at  RR  and  that  the  ward  at- 
tending physician’s  input  might 
be  valuable  for  discussion  at  RR. 
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No.  of  Days  Per  Week  When  Report  Conducted 
Figure  1.  The  percentage  of  238  hospitals  conducting  resident  report  from 
one  to  seven  days  per  week. 


Participauits,  Leadership  & Tone 

Attending  physicians  who  at- 
tended RR  on  a regular  basis  in- 
cluded the  Chief  of  Medicine  more 
than  60  percent  of  the  time,  and 
the  Director  of  Medical  Education 
approximately  50  percent  of  the 
time.  Seventy-two  percent  of  hos- 
pitals responded  by  indicating 
that  other  attending  physicians 
were  permanently  assigned  to  RR 
duty  at  15  percent  of  the  hospitals 
responding.  At  approximately  50 
percent  of  the  hospitals,  attend- 
ing physicians  were  on  a rotating 
schedule  and  at  approximately  25 
percent  of  hospitals,  attending 
physicians  dropped  in  on  a cas- 
ual basis.  The  Chief  Medical  Res- 
ident was  present  at  RR  at  90  per- 
cent of  the  hospitals  which 
responded.  Interns  (PGY-ls)  were 
present  at  RR  in  58  percent  of  the 
hospitals  polled.  Ninety-six  per- 
cent of  the  programs  included 
PGY-2s  on  a regular  basis  and 
PGY-3s  were  present  in  89  per- 
cent of  the  programs  responding. 
The  residents  who  attended  were 
most  commonly  assigned  to  ward 
or  intensive  care  unit  rotations. 
However,  in  many  of  the  pro- 
grams, residents  who  were  in  the 


emergency  room  or  on  elective 
also  attended. 

Other  individuals  who  might 
attend  report  included  ER  physi- 
cians, fellows,  students,  librar- 
ians, nurses,  pharmacists,  and 
pathologists.  Most  of  the  hospi- 
tals which  responded  indicated 
that  guest  participation  was  en- 
couraged (70  percent  of  the  time). 

The  Chief  Resident  exerted  a 
major  leadership  role  in  64  per- 
cent of  responding  programs. 
Forty-six  percent  of  hospitals  in- 
dicated that  the  Chief  Resident 
alone  ran  RR  but  other  contribu- 
tors included  the  Chief  of  Medi- 
cine or  designated  attending  phy- 
sicians. In  51  percent  of  the 
sample,  the  Chief  Resident  played 
a major  role  in  setting  the  tone  of 
report  either  alone  (30  percent  of 
the  time)  or  in  combination  with 
other  participants  (21  percent  of 
the  time).  Once  again,  the  Chief 
of  Medicine  played  a major  role 
in  26  percent  of  responding  pro- 
grams. The  atmosphere  was  char- 
acterized as  “loose”  by  74  per- 
cent of  responding  hospital 
programs,  “rigid”  by  10  percent, 
and  a combination  of  loose  and 
rigid  in  14  percent  of  286  pro- 
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grams.  Other  adjectives  were  used 
to  describe  the  atmosphere  by  3 
percent  of  respondents. 

As  noted  above,  60  percent  of 
responding  hospitals  indicated 
that  the  Chief  of  Medicine  partic- 
ipated at  RR  on  a regular  basis. 
This  participation  is  felt  to  be  crit- 
ical for  several  reasons.  Since  RR 
is  an  important  mechanism  which 
permits  the  service  chief  to  mon- 
itor many  aspects  of  clinical  care 
in  his  or  her  hospital,  and  learn 
about  the  strengths  and  weak- 
nesses of  the  staff  in  dealing  with 
newly  admitted  patients,  our  be- 
lief is  that  the  Chief  should  not 
be  substituted  for  by  anyone  else. 
In  a recent  survey,  19  percent  of 
respondents,  all  of  whom  were 
identified  as  Department  Chairs, 
indicated  that  the  purpose  of 
morning  report  was  to  “ . . . allow 
the  Chief  of  Medicine  or  Program 
Director  to  keep  tabs  on  the  med- 
ical service.”  And  another  21  per- 
cent believed  that  morning  report 
served  principally  to  “ . . . review 
management  decisions,  includ- 
ing bad  outcomes. Aside  from 
this  quality  control  issue,  the 
Chief’s  presence  gives  a valid 
impression  of  interest  and  in- 
volvement on  the  part  of  this  pri- 
mary role  model  for  house  staff. 
Also,  it  allows  the  Chief  to  directly 
infuse  his  or  her  own  approaches 
to  patient  management  in  a vari- 
ety of  patient  care  settings  pre- 
sented to  the  RR  group.  No  less 
important  than  the  medical,  di- 
agnostic and  therapeutic  skills 
proffered  are  the  moral  and  alti- 
tudinal tones  set  by  the  Chief.  As 
noted  above,  the  Chief  of  Medi- 
cine did  exert  a major  leadership 
role  and  set  the  tone  in  many  hos- 
pitals. Several  programs  indi- 
cated that  they  felt  their  RR  was 
special  because  of  the  high  de- 
gree of  involvement  of  the  Chief 
of  Medicine,  inferring  that  such 
involvement  was  not  universal, 
and  that  no  surrogate  could  bring 
the  same  aura  to  RR. 


While  many  programs  indi- 
cated that  there  were  a large  num- 
ber of  participants  at  their  RR,  and 
guest  participation  was  encour- 
aged by  70  percent,  it  is  our  ex- 
perience that  a smaller  “cast  of 
characters”  often  allows  the  best 
teaching  to  occur.  While  the  pres- 
ence of  subspecialists  and  ancil- 
lary medical  personnel  often  pro- 
vides instantaneous  answers  and 
resources  for  discussion  pur- 
poses, such  participants’  pres- 
ence may  interfere  with  the  de- 
velopment of  certain  skills  in 
medical  residents:  A good  gen- 
eralist must  know  how  to  ap- 
proach a whole  variety  of  medical 
and  non-medical  issues  without 
the  ready  availability  of  consul- 
tants. While  he  or  she  may  have 
access  to  textbooks  and  other 
medical  literature  (see  below),  the 
competent  internist  should  be 
able  to  carry  a problem  to  an  ad- 
vanced state  of  resolution.  While 
the  presence  of  a large  number 
of  experts  makes  knowledge  ac- 
quisition easy,  it  often  does  not 
allow  residents  the  time  and 
space  for  requisite  meandering 
with,  and  percolation  of,  clinical 
data  presented  to  them.  In  other 
words,  clinical  reasoning  with  its 
blind  alleys  and  false  passages 
can  sometimes  be  inappro- 
priately short-tracked;  important 
decision  pathways  are  foreshort- 
ened by  many  well-meaning  but 
irrepressible  consultants,  in  a way 
that  makes  learning  suboptimal. 

Additionally,  a large  number  of 
participants  detract  from  the 
“clubby”  atmosphere.  This  at- 
mosphere should  not  necessarily 
be  seen  as  elitist.  It  allows  for  a 
relaxed  and  intimate  interaction 
between  participants.  Residents 
are  more  likely  to  admit  their  own 
ignorance,  constructively  criti- 
cize each  other,  and  show  off  less, 
where  the  audience  is  small.  Be- 
sides, it  fosters  more  frequent 
participation  by  each  of  the  resi- 
dents present  and  allows  the  Chief 


of  Medicine  and  the  Chief  Resi- 
dent to  more  fully  evaluate  the 
participants.  The  Chief  may  also 
be  more  open  and  self-effacing 
with  a small  group  (and  his  or  her 
own  foibles  more  easily  re- 
vealed). Such  revelation  is  also 
important  since  it  proves  that  even 
“the  Chief”  has  gaps  in  knowl- 
edge, and  idiosyncracies  which 
the  house  staff  can  more  easily 
know  (and  criticize)  in  a more 
private  forum.  As  noted  below,  the 
methods  by  which  a senior  cli- 
nician responds  to  criticism  and 
improves  and  acquires  his  or  her 
information  is  an  important  les- 
son in  itself. 

Residents  are  more  likely  to 
admit  their  own  ignorance, 
constructively  criticize  each 
other,  and  show  off  less, 
when  the  audience  is  small. 

The  presence  of  interns  at  re- 
port may  be  inhibiting  to  more 
senior  residents  (see  above). 
Also,  problems  specific  to  PGY- 
Is  may  not  be  discussed  by  the 
group  of  residents  who  must  su- 
pervise them.  Our  own  program 
does  not  encourage  PGY-1  partic- 
ipation. Exclusion  of  PGY-1  resi- 
dents may  add  to  the  undeserved 
mystique  with  which  RR  is  asso- 
ciated, but  it  also  simplifies  the 
number  of  educational  levels 
which  must  be  addressed  by  the 
leaders  of  RR.  While  other  con- 
ferences, including  ward  attend- 
ing rounds,  involve  medical  stu- 
dents, sub-interns,  interns,  and 
residents,  these  sessions  are 
much  less  efficient  at  transmit- 
ting certain  medical  lessons  eco- 
nomically to  this  “one-room 
schoolhouse  group”  than  in  a fo- 
rum where  the  educational  back- 
ground is  approximately  the 
same.  RR  with  only  PGY-2s  and 
3s  thus  becomes  a high  level  and 
special  conference. 

Some  programs  allow  PGY-1 
participation  in  the  second  half 
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NUMBER  of  Patients  Presented  at  RR 


Figure  2A.  Percentage  of  hospitals  where  the  indicated  number  of  patients 
were  presented  at  Resident  Report.  Number  of  responding  hospitals  was  247. 


of  the  year  and  still  others  allow 
interns  to  come  one  or  two  days 
a week  and  these  seem  like  rea- 
sonable approaches.  Our  pro- 
gram has  a special  interns’  report 
one  day  a week  with  the  Chief  of 
Medicine. 

If  pathologists  and  radiolo- 
gists, as  well  as  the  other  partic- 
ipants noted,  are  present  at  RR, 
how  does  it  differ  from  attending 
rounds  or  other  subspecialty  con- 
ferences? Perhaps  it  is  that  spon- 
taneous thoughts  are  generated, 
and  one  gets  to  see  how  clini- 
cians deal  with  data  presented  to 
them,  especially  if  presented  in 
the  same  way  it  came  to  the  res- 
idents. 

Patient  Presentations 

Almost  exclusively,  residents  who 
worked  up  the  patients  presented 
them.  The  Chief  Resident  and  the 
residents  themselves  selected  pa- 
tients to  be  presented  most  of  the 
time. 

Twenty-three  percent  of  re- 
spondents indicated  that  91-100 
percent  of  admitted  patients  were 
presented  at  RR.  However,  the  ab- 
solute number  and  percentage  of 
admissions  which  were  pre- 
sented varied  widely  (see  Figures 
2A,  2B),  most  commonly  two  to 
four  patients  were  presented.  The 
most  common  time  period  allot- 
ted for  presentation  of  individual 
patients  was  less  than  five  min- 
utes in  45  percent  of  responding 
programs.  Five  to  ten  minutes  was 
the  time  allotted  by  30  percent  of 
hospitals  which  responded,  12.5 
to  25  minutes  by  10  percent  of  the 
programs  which  responded  with 
a numerical  assessment  of  time 
for  presentation.  Other  programs 
either  did  not  respond  to  this 
question  (4  percent)  or  used  ad- 
jectives such  as  “brief,”  “suc- 
cinct,” and  “complete”  to  de- 
scribe the  length  of  time  for 
presentation  (12  percent). 

Patients  were  presented  from 
memory  by  19  percent  of  re- 


spondents. Over  eighty  percent  of 
the  time,  presentation  aids  such 
as  xerographic  copies  of  write- 
ups, index  cards,  or  the  write-ups 
themselves  were  used  by  resi- 
dents. There  was  no  correlation 
between  the  type  of  program  (eg. 
University,  Veterans  Hospital, 
military  hospital)  with  the  use  of 
presentation  aids.  Interruptions 
were  tolerated  or  encouraged  by 
75  percent  of  programs  which  re- 
sponded. 

One  of  the  more  colorful  de- 
scriptions in  the  literature  (and 
repeated  by  one  of  the  question- 
naire respondents)  regarding  the 
need  for  brevity  of  presentation 
was  “ ...  to  emphasize  this  point 
we  ask  that  the  case  be  presented 
as  though  the  house  officer  were 
calling  from  Seattle  to  a consul- 
tant in  New  York,  and  paying  for 
the  phone  call  himself!”' 

While  we  did  not  ask  about  this 
specifically,  we  believe  that  the 
format  of  RR  at  any  institution  will 
vary  throughout  the  year.  First  of 
all,  depending  upon  the  experi- 
ence and  skills  of  the  participat- 
ing residents,  the  Chief  Resident 
is  required  to  place  appropriate 
emphasis  on  educational  content 
and  technique.  In  July,  certain 
basic  diagnostic  and  therapeutic 
information  must  be  stressed. 


while  later  in  the  year,  emphasis 
may  be  placed  on  the  more  subtle 
aspects  of  patient  care.  Similarly, 
it  may  be  necessary  for  all  ad- 
mitted patients  to  be  briefly  pre- 
sented during  the  first  part  of  the 
year  in  order  that  appropriate 
comment  be  made  about  the  wid- 
est range  of  problems.  During  the 
middle  of  the  year,  it  may  be  most 
appropriate  for  the  Chief  Resident 
to  then  select  cases  to  be  pre- 
sented and  discussed,  guided  in 
part  by  the  background  of  the  spe- 
cific cohort  of  residents  then  at 
RR.  In  the  latter  half  of  the  year, 
the  residents  themselves  can  be 
given  the  opportunity  to  select  the 
cases  to  be  presented  and  these 
would  be  discussed  in  some 
depth.  Pupa  and  Carpenter  have 
described  a dynamic  and  suc- 
cessful morning  report  format 
which  utilizes  several  effective 
techniques. These  include 
“ ...  an  internal  monitoring  sys- 
tem to  guide  case  selection,  pre- 
conference preparation  to  delin- 
eate major  teaching  points,  timely 
follow-up  of  previously  described 
cases,  and  generation  of  a perti- 
nent bibliography.  . . .” 

Residents  usually  learn  to  pres- 
ent cases  in  such  a fashion  that 
they  can  direct  discussion  or  pro- 
voke responses  from  RR  partici- 
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PERCENTAGE  of  Admitted  Patients  Presented  at  RR 

Figure  2B.  Percentage  of  hospitals  where  the  indicated  percentage  of  admitted 
patients  were  presented  at  Report.  Number  of  responding  hospitals  was  248. 


pants.  One  successful  approach 
has  been  to  allow  residents  to 
present  the  information  as  they 
learned  it  rather  than  the  tradi- 
tional history,  physical,  labora- 
tory data  sequence,  in  order  to 
more  accurately  recreate  the  sce- 
nario with  which  they  were  in- 
volved as  the  patient  was  admit- 
ted. Key  pieces  of  information 
may  be  withheld  and  thus  repro- 
duce the  dilemmas  of  the  night 
before.  This  technique  encour- 
ages other  residents  to  partici- 
pate in  a realistically  recon- 
structed patient  care  problem.  If 
the  denouement  is  temporarily 
delayed  by  the  presenting  resi- 
dent and  all  RR  participants  en- 
couraged to  give  their  opinion 
about  what-they-would-have- 
done-if-they-were-there,  this  gam- 
bit often  results  in  an  interesting 
array  of  diagnostic  and  therapeu- 
tic responses.  Many  such  re- 
sponses may  bear  no  resem- 
blance to  what  was  actually  done, 
but  they  well  illustrate  that  there 
is  often  no  single  correct  answer 
and  that  there  is  no  substitute  for 
being  there  and  dealing  with  the 
patient  directly. 

It  is  often  interesting  to  observe 
the  vociferousness  of  opinion- 
stating  by  those  not  directly  in- 
volved with  a given  patient  and 


also  the  gratuitous  commentary 
made  about  the  level  of  care  by 
other  physicians  not  present  at 
RR.  Such  harsh  criticism  is  a po- 
tentially pernicious  aspect  of  RR 
and  often  requires  a strong  leader 
to  appropriately  curtail.  Espe- 
cially effective  in  this  regard  is  fol- 
low-up information  for  the  group: 
when  more  complete  information 
from  the  initial  encounter,  or  full 
outcome  data  are  provided  to  the 
RR  group  at  subsequent  sessions, 
a seemingly  absurd  approach 
(which  had  elicited  harsh  criti- 
cism initially)  may  now  be  looked 
upon  as  quite  sensible. 

Another  effective  reality-testing 
technique  involves  traveling  to  the 
bedside  to  verify  historical  points 
or  physical  exam  information.  As 
has  been  shown  by  others,  this 
can  be  a humbling  experience  for 
the  resident  presenting  the  case 
since  the  data  obtained  by  the 
group  often  bear  little  resem- 
blance to  what  was  presented.^  ® 
In  our  survey,  the  group  of  RR  par- 
ticipants at  33  percent  of  re- 
sponding hospitals  went  to  the 
bedside  to  observe  or  verify  his- 
torical or  physical  finding  data. 
Some  programs  actually  had  pa- 
tients brought  to  report,  and  in 
our  own  hospital  we  have  found 
that  certain  easily  demonstrated 


physical  findings  in  ambulatory 
patients  are  most  easily  viewed 
when  the  patient  is  brought  for  a 
brief  appearance  at  RR  (however, 
this  happens  rarely).  To  enliven 
RR,  pathologic  specimens  (gall- 
stones which  occluded  a com- 
mon bile  duct  and  which  were 
imaged  by  an  ultrasound  study 
presented  the  previous  day,  or  the 
actual  impacted  food  bolus  pre- 
viously seen  only  in  shadow  form 
on  a cine  esophagram)  are  es- 
pecially effective. 

Recordkeeping 

Twenty-three  percent  of  respond- 
ents indicated  that  no  form  of  re- 
cordkeeping was  used  during  RR. 
Forty-one  percent  of  the  time  a 
logbook  was  the  method  of  choice 
to  record  patient  information 
(most  frequently  including  pa- 
tient name,  unit  number,  diag- 
nosis, and  pertinent  historical, 
physical  and  laboratory  data). 
Other  forms  of  recordkeeping 
were  also  used,  including  a 
chalkboard  and  a computer. 

It  is  our  opinion  that  the  re- 
cording of  pertinent  data  about 
patients  who  were  presented  at 
RR  is  of  importance  for  several 
reasons:  1)  It  allows  more  than 
desultory  follow-up  of  patients 
who  were  previously  presented. 

2)  The  record  of  problems  which 
were  discussed  in  depth  at  report 
allows  the  Chief  Resident  and 
Chief  of  Medicine  to  make  certain 
that  a wide  variety  of  problems  is 
covered  during  the  course  of  a 
resident’s  participation  at  report. 

3)  It  serves  as  a repository  for  in- 
formation which  can  be  the  basis 
for  other  teaching  conferences 
such  as  Grand  Rounds,  CPCs,  Pa- 
tient Management,  or  Morbidity  & 
Mortality  Conferences.  4)  Record- 
ing the  name  of  the  responsible 
residents  and  attending  physi- 
cians allows  the  Chief  of  Medi- 
cine to  review  patient  manage- 
ment from  a quality  assurance 
perspective  (and  some  accredi- 
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tation  agencies  actually  require 
that  such  review  be  docu- 
mented). 5)  While  there  is  often 
sampling  error,  certain  trends  in 
diagnosis  frequency  and  disease 
frequency  may  become  high- 
lighted. 6)  Recording  of  physical 
diagnosis  data  allows  the  Chief 
Resident  to  select  appropriate 
cases  for  physical  diagnosis  tu- 
tors. 7)  Timely  follow-up  can  be 
given  to  Emergency  Room  or  other 
health  care  personnel  who  are  in- 
volved in  the  initial  evaluation  and 
therapy  of  patients.  It  is  of  interest 
that  of  the  23  percent  of  respond- 
ents who  indicated  that  no  form 
of  recordkeeping  was  used,  most 
of  these  programs  did  allow  reg- 
ular time  for  follow-up.  This  may 
have  been  more  completely  done 
if  a form  of  recordkeeping  were 
available. 

Food  and  Drink 

Food  and  drink  were  provided  by 
61  percent  of  the  questionnaire 
respondents.  Most  often  this  con- 
sisted of  coffee  and  tea  but  the 
range  of  foods  was  broad  (do- 
nuts, bagels,  pastry,  fruit  juices) 
and,  in  some  cases,  included  full 
breakfasts,  while  in  others  resi- 
dents were  allowed  to  bring  food 
to  the  conference  but  it  was  not 
provided  for  them.  Most  often 
hospitals  which  had  a “loose”  re- 
port served  food  and/or  drink.  And 
most  often  programs  which  con- 
sidered themselves  “rigid”  did 
not. 

Educational  Tools 

Textbooks  were  used  by  RR  par- 
ticipants in  20  percent  of  re- 
sponding programs.  Xerographic 
copies  of  journal  articles  were 
provided  72  percent  of  the  time 
by  RR  participants.  Residents  gave 
brief  talks  on  a subject  assigned 
by  the  report  leader  in  63  per- 
cent of  the  programs  which  re- 
sponded. 

Textbook  use  is  felt  to  be  an 
extremely  valuable  exercise  dur- 


ing RR,  especially  when  a more 
senior  clinician  uses  such  texts 
as  part  of  the  discussion  of  a pa- 
tient. We  maintain  a core  internal 
medicine  library  (the  one  sug- 
gested by  the  American  Board  of 
Internal  Medicine^  in  the  room 
used  for  RR.  When  there  is  an  is- 
sue which  is  questioned  or  con- 
troversial, rather  than  defer  the 
answer  until  someone  looks  it  up 
for  the  next  day’s  session,  almost 
always  we  can  provide  the  needed 
data  by  using  one  of  the  core  text- 
books. Such  use  by  attending 
physicians  in  a natural  and  fre- 
quent way,  reinforces  the  notion 
that  one  can  not  be  expected  to 
know  everything  and  that  use  of 
textbooks  should  be  an  easy  and 
comfortable  action  during  the 
course  of  patient  care.  Other  pro- 
grams use  a computer  linked  to 
the  National  Library  of  Medicine 
or  other  literature  repository,  for 
instantaneous  availability  of  up  to 
date  medical  literature  data.  Some 
programs  even  had  brief  journal 
clubs  in  the  context  of  RR.  The 
presence  of  a medical  librarian 
was  a feature  of  which  some  pro- 
grams felt  proud.  Our  own  ex- 
perience is  that,  while  this  can 
occasionally  be  a resource,®  this 
additional  person  will  add  to  the 
audience  and  overall  formality, 
and  may  inhibit  the  free  and  easy 
dialogue  between  residents  and 
the  report  leaders.  Our  residents 
have  easy  access  to  our  clinical 
librarian  and  requests  for  medi- 
cal literature  are  talked  about  with 
her  after  RR  is  completed. 

Non-Medical  Issues 

While  specific  house  staff  prob- 
lems were  discussed  by  only  56 
percent  of  RR  questionnaire  re- 
spondents, many  who  did  carry 
on  such  discourse  felt  it  was  an 
extremely  valuable  part  of  RR. 
Difficulties  with  the  admitting 
system  or  with  particular  medical 
personnel  were  often  best  dealt 
with  in  the  presence  of  the  Chief 


of  Medicine  and  Chief  Resident 
who  might  aid  in  or  expedite  the 
solution  of  such  problems.  At  85 
percent  of  responding  hospitals, 
non-medical  issues  were  dis- 
cussed and  included  social,  per- 
sonal, ethical,  political,  and  med- 
ical economics  topics. 

Follow-up 

Regular  follow-up  of  selected 
cases  occurred  at  174  of  286  RR 


When  follow-up  did  not  oc- 
cur on  a regular  basis  at  RR, 
other  conferences  such  as 
Pathology,  Morbidity  & 
Mortality,  and  Patient 
Management  conferences 
were  found  to  be  alterna- 
tives where  outcome  data 
could  be  provided. 


surveyed  (61  percent).  Such  fol- 
low-up occurred  at  the  beginning 
of  RR  in  26  percent,  at  the  end  in 
35  percent,  and  “sometimes  at 
morning  report”  in  39  percent  of 
programs  responding.  In  only  3 
percent  of  the  programs  surveyed 
was  no  follow-up  time  provided 
on  a regular  basis.  Follow-up  was 
provided  to  the  ER  physician  who 
made  initial  contact  with  the  ad- 
mitted patient  in  75  percent  of 
programs  surveyed. 

Where  follow-up  did  not  occur 
on  a regular  basis  at  RR,  other 
conferences  such  as  Pathology, 
Morbidity  & Mortality,  and  Patient 
Management  conferences  were 
found  to  be  alternatives  where 
outcome  data  could  be  provided. 

Data  Used  and  Special  Features 

The  group  of  RR  participants  at 
33  percent  of  responding  hospi- 
tals went  to  the  bedside  to  ob- 
serve or  verify  historical  or  phys- 
ical examination  data.  Ninety-four 
percent  of  responding  programs 
indicated  that  x-rays,  ECGs,  mi- 
croscopic slides,  etc,  were  used 


100 


Rhode  Island  Medical  Journal 


by  participants  during  RR.  Eighty- 
nine  percent  of  responding  pro- 
grams indicated  that  educational, 
clinical,  or  research  efforts  were 
stimulated  by  RR. 

When  asked  what  was  consid- 
ered special  about  their  RR,  re- 
sponses included  the  following: 
“ . . . conducted  by  the  Chief  Res- 
ident and  resident  as  their  con- 
ference. report  is  not  a 

review  of  all  admissions,  but 
rather  an  academic  discussion  of 
the  most  interesting  cases.  . . ,” 
“ . . . report  keeps  the  Chief  of 
Medicine  informed  and  involved 
with  house  officer  activities.  . . ,” 
“ . . . this  is  a business  session, 
not  a casual  social  interaction, 
residents  are  expected  to  know 
patients  thoroughly,  to  have  read 
relevant  material.  Chief 

Residents  know  cases  in  advance 
and  review  the  text  and  literature 
prior  to  presentations.”  “Report 
focuses  on  a detailed  review  of  a 
few  cases.  It  is  not  for  the  Director 
of  the  Medical  Residency  or  the 
Chief  of  Medicine,  it  is  for  resi- 
dents.” 

Another  program’s  report  was 
special,  it  was  felt,  because 
“ . . . the  focus  is  clearly  educa- 
tional rather  than  intake.”  Yet 
other  sessions  were  “ . . . de- 
signed primarily  for  administra- 
tive review.  ...”  Many  respond- 
ents expressed  the  feeling  that 
“this  report  is  distinct  from  sign- 
in  and  sign-out  conferences  which 
serve  a patient  care  function.” 

Other  responses  about  the  spe- 
cial aspects  of  RR  included: 
“ . . . the  emphasis  on  clarifying 
medical  reasoning.  . . ,”  and 
“ . . . the  focus  on  medical  hu- 
manities. . . ,”  with  one  program 
director  reading  from  works  by 
Lewis  Thomas  and  William  Car- 
los Williams. 

The  use  of  the  Medical  Knowl- 
edge Self-Assessment  Program 
questions  during  each  session, 
and  the  presence  of  pathologists, 
librarians,  social  workers,  and 


other  personnel  who  “enriched” 
the  group  at  RR,  were  considered 
special  by  some  programs.  Oth- 
ers commented  upon  the  pres- 
ence of  subspecialists  and 
specialists  who  provided  instan- 
taneous mini-consultations  dur- 
ing RR.  In  other  sessions,  there 
was  a review  of  gross  pathologic 
specimens  and/or  organs  from 
autopsies  of  patients  presented  at 
report  previously. 

There  were  some  groups  who 
felt  that  the  “close  knit  small 
group  of  residents”  was  impor- 
tant for  the  optimal  functioning  of 
report.  However,  one  program  ac- 
tually held  report  before  an  au- 
dience of  thirty  to  sixty  people. 

RR  was  characterized  by  sev- 
eral programs  as  the  ”...  prime 
nuts  and  bolts  teaching  session 
with  good  exposure  of  house  staff 
to  departmental  leadership.” 
Many  questionnaires  included 
comments  which  stressed  the  im- 
portance of  the  Chief  of  Medicine 
at  RR  sessions  and  that  the  reg- 
ular participation  by  the  Chief  was 
what  was  most  special  about  their 
RR. 

The  absence  of  interns  in  ses- 
sions where  residents  could  feel 
comfortable  about  discussions  of 
their  mistakes  and  alternative 
modes  of  therapy,  was  men- 
tioned by  several  respondents  as 
a most  special  aspect  of  their  RR. 
On  the  other  hand,  other  re- 
spondents felt  that  the  presence 
of  interns  during  at  least  some  of 
the  RR  sessions  allowed  them  to 
learn  the  specialized  lessons  that 
RR  had  to  teach  at  the  earliest 
possible  time. 

One  respondent  commented 
that  ”...  the  pleasant  non-judg- 
mental  atmosphere  ...”  was  what 
was  special  about  their  RR.  On 
the  other  hand,  another  pro- 
gram director  commented  that 
“ . . . questions  are  asked  of  the 
interns  which  really  puts  them  in 
the  hot  seat.  . . .” 

We  have  used  a video  screen 


linked  by  a camera  to  a micro- 
scope in  order  to  demonstrate 
urinalyses.  Gram  and  AFB  stains 
as  well  as  CBCs  and  bone  mar- 
rows, where  pertinent.  However, 
we  try  not  to  let  the  more  tech- 
nical aspects  of  initial  patient 
management  dominate,  and 
spend  the  bulk  of  time  with  clin- 
ical decision  making,  using  avail- 
able data. 

One  successful  approach 
has  been  to  allow  residents 
to  present  the  information 
as  they  learned  it  rather 
than  the  traditional  history, 
physical,  laboratory  data 
sequence,  in  order  to  more 
accurately  recreate  the 
scenario  with  which  they 
were  involved  as  the  pa- 
tient was  admitted. 

Conclusions 

A major  goal  of  RR  (as  with  the 
training  program  in  general)  is  to 
teach  residents  how  to  act  upon 
available  medical  data  in  the  most 
cogent  and  humane  fashion,  and 
when  and  how  to  acquire  further 
information.  Very  often  residents 
will  stop  during  the  course  of  their 
presentation  and  ask  one  of  their 
colleagues  what  he  or  she  would 
do  with  the  information  thus  far 
presented.  Attending  physicians, 
including  the  Chief  Resident  and 
Chief  of  Medicine,  are  similarly 
examined,  initially  by  only  the 
more  emboldened  residents  but 
this  “table  turning”  becomes 
much  less  of  a daunting  phenom- 
enon as  the  year  progresses  and 
as  the  true  collegial  intent  of  RR 
becomes  apparent. 

The  utility  of  RR  did  not  end 
with  a given  session,  judging  by 
89  percent  of  respondents.  Edu- 
cational, clinical  or  research  ef- 
forts were  stimulated  by  RR  ac- 
cording to  these  programs.  As 
noted  earlier,  careful  recordkeep- 
ing fosters  development  of  edu- 
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cational  programs  and  can  serve 
as  the  basis  for  demographic  or 
epidemiologic  studies.  In  addi- 
tion, research  projects  can  be 
stimulated  by  RR  and  several 
publications  by  our  own  resi- 
dents have  resulted  from  interests 
generated  at  RR. 

From  our  own  experience,  and 
what  is  written  in  the  medical  lit- 
erature, as  well  as  from  the  re- 
sults of  our  questionnaire,  it  is 
clear  that  RR  can  be  an  exciting 
and  enriching  conference  for 
house  officer  and  attending  phy- 
sician participants,  being  tailored 
to  individual  or  group  needs. 
While,  at  times,  it  may  seem  that 
the  many  agendas  that  must  be 
satisfied  are  mutually  exclusive, 
sensitive  leadership  and  guid- 
ance at  RR  can  often  accomodate 
both  the  desires  of  the  house  staff 
to  learn  from  their  initial  experi- 


ences with  the  patient  they  pre- 
sent, and  the  wishes  of  the  faculty 
to  affect  management  and  exert 
quality  control  in  the  day-to-day 
care  of  patients. 

This  is  a conference  with  many 
purposes,  performed  in  a variety 
of  ways  by  different  hospitals. 
With  appropriate  guidance,  both 
educational  and  patient  care  goals 
can  be  satisfied. 
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and  Throat  Procedures:  A Prospective  Study 
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Our  data  do  show  . . . that 
abnormalities  of  two  of  the 
laboratory  tests,  the  aPTT 
and  SBT,  indicate  a greater 
risk,  notwithstanding  our 
inability  to  establish  a spe- 
cific diagnosis  in  some. 


Tonsillectomy,  adenoidectomy, 
and  myringotomy  with  insertion 
of  ventilating  tubes  are  the  most 
common  surgical  procedures 
performed  in  children  and  young 
adults.'  The  predominant  risk  as- 
sociated with  these  procedures  is 
hemorrhage,  particularly  follow- 
ing tonsillectomy. The  inci- 
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dence  of  postoperative  bleeding 
varies,  with  some  authors  report- 
ing a rate  as  low  as  one  percent, 
and  others  as  high  as  ten  per- 
cent.'’ Discrepancies  may  be  due 
to  several  factors,  including  the 
routine  use  of  aspirin-containing 
chewing  gum  prior  to  the  mid- 
1950s,  differing  surgical  tech- 
niques, as  well  as  differing  defi- 
nitions of  what  constitutes  signif- 
icant bleeding.  The  mortality 
reported  with  tonsillectomies  also 
varies,  from  none*  to  2/10,000.'° 
Two  categories  of  postopera- 
tive hemorrhage  which  occur  with 
similar  frequence  are  distin- 
guished in  the  literature.*-^  Pri- 
mary, or  reactive,  bleeding  takes 
place  within  24  hours  of  surgery 
and  is  often  attributed  to  surgical 
technique  or  a hemostatic  disor- 
der.* Secondary  bleeding,  occur- 
ring up  to  14  days  after  the  op- 
eration and  of  uncertain  etiology, 
often  coincides  with  sloughing  of 
the  surgical  eschar.  Excessive 
bleeding  may  result  from  a dis- 
order of  platelet/vessel  wall  inter- 
action detected  by  the  prolonga- 
tion of  the  bleeding  time.  It  can 
also  result  from  a deficiency  of 
clotting  factors,  detected  by  the 
prolongation  of  the  prothrombin 


time,  the  activated  partial  throm- 
boplastin time,  or  both. 

Efforts  to  minimize  these  ad- 
verse sequelae  center  on  preop- 
erative evaluation.  Attempts 
should  be  made  to  identify  pa- 
tients at  risk  for  hemorrhagic 
complications  by  history,  physi- 
cal examination  and  laboratory 
testing.'*  Though  a positive  his- 
tory often  indicates  increased  risk, 
a bleeding  disorder  may  exist 
without  being  suspected  until  ex- 
cessive surgical  bleeding  triggers 
evaluation  of  hemostasis.'*'  '* 

On  reviewing  the  literature,  we 
came  across  no  prospective  re- 
ports which  would  demonstrate 
the  relative  merits  of  any  or  all  of 
these  screening  procedures  in 
predicting  abnormal  periopera- 
tive bleeding,  and  accordingly  we 
designed  the  following  study. 


ABBREVIATIONS  USED: 
aPTT:  activated  partial 
thromboplastin  time 
CBC:  complete  blood  count 
ENT:  ear,  nose  and  throat 
PT:  prothrombin  time 
SBT:  Simplate  bleeding  time 
T&A:  tonsillectomy  and  ad- 
enoidectomy 
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Patients  and  Methods 

Over  a two-year  period  250  con- 
secutive patients  between  the 
ages  of  1 and  19  years  scheduled 
to  undergo  ENT  procedures  were 
enrolled  in  the  study.  Patients  or 
their  parents  replied  to  questions 
designed  to  uncover  a bleeding 
tendency.  The  questions  asked 
were;  Do  you  bruise  easily;  do  you 
bleed  heavily  from  wounds;  do 
you  have  heavy  menstrual  pe- 
riods; do  you  bleed  frequently 
from  the  nose;  have  you  required 
blood  transfusions  after  surgery 
or  dental  extractions;  does  any- 
one in  the  family  have  a bleeding 
problem;  are  you  currently  taking 
any  medications?  A physical  ex- 
amination, a complete  blood 
count  (CBC)  with  differential,  and 
the  following  hemostasis  screen- 
ing tests  were  performed  rou- 
tinely; a platelet  count,  the  pro- 
thrombin time  (PT)  (normal  range 
9-13  seconds),  and  the  activated 
partial  thromboplastin  time 
(aPTT)  (normal  range  24-37  sec- 
onds). Because  of  the  discomfort 
and  length  of  the  procedure,  the 
Simplate®  bleeding  time  (SBT) 
(normal  range  3-9  minutes)  was 
not  performed  routinely.  Rather, 
a history  suggestive  of  a bleeding 
problem,  a prolonged  aPTT,  or 
excessive  perioperative  bleeding 
were  indications  for  measuring 
the  bleeding  time  (82  subjects). 

The  CBC  was  done  with  a Coul- 
ter S Plus  counter,  and  the  differ- 
ential and  platelet  counts  were 
done  manually.  The  aPTT  and  the 
PT  were  carried  out  according  to 
manufacturer’s  instructions.  For 
the  bleeding  time,  a blood  pres- 
sure cuff  was  inflated  to  40  mm 
Hg,  and  a transverse  incision  six 
mm  in  length  and  one  mm  deep 
was  made  using  the  Simplate  1 
device  (General  Diagnostics).  The 
time  required  to  stop  bleeding 
was  estimated  to  the  nearest  half 
minute. 

Surgery  was  performed  in  the 
ambulatory  surgical  area  by  one 


of  two  otolaryngologists.  Aceta- 
minophen was  administered 
postoperatively  for  pain.  Tonsil- 
lectomies were  performed  by  dis- 
section, using  a snare  and  cau- 
tery as  needed.  An  adenotome 
and  curettes  were  used  for  the  re- 
moval of  adenoids.  Myringoto- 
mies were  mostly  carried  out  on 
the  anterosuperior  aspect  of  the 
tympanic  membrane,  and  Tef- 
lon® tubes  were  inserted. 

Patients  were  observed  for  sev- 
eral hours  following  surgery  for 
signs  of  hemorrhage  or  other 
complications.  If  none  were  pres- 
ent, they  were  discharged  later  in 
the  day. 

For  the  purposes  of  this  study, 
excessive  postoperative  bleeding 
existed  if  the  surgeon  listed  it  spe- 
cifically as  a complication  in  the 
medical  record,  or  if  the  patient 
required  a transfusion,  surgical 
hemostasis,  an  emergency  room 
visit,  or  readmission  due  to  hem- 
orrhage. 

Statistical  analysis  was  per- 
formed using  analysis  of  vari- 
ance, chi  square  and  correlation 
testing.  The  Student  t test  was 
used  to  obtain  the  appropriate  P 
values. 


Results 

Of  the  250  patients  in  the  study, 
123  were  female  and  127  were 
male.  Their  ages  ranged  from  1 
to  19  years,  with  an  average  age 
of  5.9  ± 3.9  years.  Sixty-one  (24.4 
percent)  patients  were  below  4 
years  of  age,  139  (55.6  percent) 
were  between  4 and  8 years  old, 
and  50  (20  percent)  were  8 to  19 
years  old. 

Eight  patients  (3.2  percent)  bled 
excessively  during  or  after  sur- 
gery. Seven  bled  from  the  tonsil- 
lar bed;  one  bled  from  the  ear  fol- 
lowing a myringotomy.  In  two 
patients  bleeding  occurred  within 
24  hours  of  surgery;  in  the  other 
six  it  took  place  two  to  14  days 
later. 


Risk  Factors  by 
Preoperative  History 

In  75  cases  (30  percent)  there 
were  positive  responses;  in  57 
only  one,  in  the  remainder  up  to 
three.  Surprisingly,  in  only  one 
case  — a boy  with  a family  history 
of  bleeding  (case  3)  — was  a pos- 
itive item  predictive  of  abnormal 
bleeding.  Case  1 , who  had  no  risk 
factors  by  preoperative  history, 
took  aspirin  two  days  before 
bleeding  on  day  14.  With  the  ex- 
ception of  case  3,  none  of  the  re- 
maining 74  patients  giving  a pos- 
itive preoperative  history  bled 
excessively.  Only  two  of  this  group 
had  an  isolated,  abnormal  pre- 
operative laboratory  test;  a 6-year- 
old  girl  with  an  SBT  of  14  minutes 
bruised  readily;  another  10-year- 
old  girl  with  an  aPTT  of  38.5  sec- 
onds had  taken  an  antihistamine 
prior  to  surgery. 

Hemostasis  Screening  Tests 

The  platelet  count  and  prothrom- 
bin time  were  within  the  normal 
range  in  all  patients,  and  the  dif- 
ferences between  those  who  bled 
and  those  who  did  not  were  not 
statistically  significant. 

In  contrast,  the  mean  aPTT  of 
those  who  bled  excessively  was 
37.5  ± 4.5  seconds  as  compared 
with  33.4  ± 3.4  seconds  in  those 
who  did  not  (p<0.01).  The  aPTT 
was  greater  than  37  seconds  (two 
standard  deviations  above  the 
mean)  in  36  patients.  Four  of  these 
patients  (1 1 percent)  bled,  one 
during  surgery,  the  other  within 
the  following  14  days.  One  was  a 
young  woman  whose  preopera- 
tive evaluation  revealed  type  I von 
Willebrand’s  disease  (case  6).  She 
received  cryoprecipitate  preop- 
eratively,  followed  by  ten  days  of 
epsilon-aminocaproic  acid  orally, 
but  hemorrhaged  on  the  14th  day 
after  eating  potato  chips.  A 6-year- 
old  boy  whose  aPTT  was  40.7  sec- 
onds had  factor  XI  deficiency.  The 
other  two  had  no  definable  dis- 
ease. 
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The  SBT  was  prolonged  (greater 
than  9 minutes)  in  8 of  92  patients 
(8.6  percent)  in  whom  it  was  per- 


The  platelet  count  and  pro- 
thrombin time  were  within 
the  normal  range  in  all  pa- 
tients, and  the  differences 
between  those  who  bled 
and  those  who  did  not  were 
not  statistically  significant. 


formed.  Three  of  these  eight  pa- 
tients bled  excessively,  one  dur- 
ing surgery,  and  two  on  the 
second  and  14th  postoperative 
day,  respectively.  Two  of  the  three 
required  transfusion.  The  mean 
Simplate  bleeding  time  in  post- 
operative bleeders  was  7.3  ± 2.7 
minutes,  in  contrast  to  4.4  ± 2.8 
minutes  in  the  others  (p<0.01). 

Discussion 

Mild  bleeding  defects  are  recog- 
nized with  increasing  frequency 
as  methods  for  studying  hemo- 
stasis have  become  more  sensi- 
tive and  widespread.'^' Because 
they  are  not  oblivious  under  the 
conditions  of  everyday  living,  their 
presence  is  more  likely  to  be  de- 
tected following  surgical  proce- 
dures such  as  the  foregoing  or 
after  severe  trauma.  It  is  not  sur- 
prising that  the  tonsilloadenoid- 
ectomy  is  often  said  to  be  the  ul- 
timate test  of  hemostasis,  perhaps 
because  the  tissues  surrounding 
the  removed  tonsil  or  adenoid 
cannot  collapse,  nor  is  surgical 
hemostasis  easily  achieved.  Ac- 
cordingly, Fuller'®  found  that,  of 
an  estimated  195,000  surgical 
procedures  in  a referral  metro- 
politan hospital  over  a 15-year  pe- 
riod, 14  of  17  cases  associated 
j with  a problem  of  hemostasis 

were  T&As.  Ten  of  the  17  had  no 
personal  or  family  history  of  a 
bleeding  tendency,  and  in  six,  the 
! screening  tests  were  normal. 

I 

1 

1 

I 

i March,  1990  — Vol.  73 


In  undertaking  this  study  we 
postulated  that  at  least  some  pa- 
tients bleeding  excessively  after 
otolaryngology  procedures  may 
have  an  underlying  mild  hemo- 
stasis problem.  We  were  able  to 
establish  a definite  one  in  two  of 
our  eight  postoperative  bleeders 
(cases  2 and  6).  In  cases  3 and  7 
we  suspected,  but  were  unable  to 
prove  by  more  specific  assays, 
von  Willebrand’s  disease.  Medi- 
cations known  to  affect  platelet 
function  may  have  been  contrib- 
utory in  cases  1 and  7.  The  child 
with  mild  factor  XI  deficiency 
would  probably  not  have  been 
detected  were  it  not  for  his  ton- 
sillectomy. In  four  children, 
(cases  1,4,5,  and  8)  no  definable 
disorder  of  hemostasis  was  found, 
although  in  case  1 the  borderline 
bleeding  time  was  suggestive  of 
a functional  platelet  problem. 

Of  note  is  that  a suggestive 
questionnaire  was  often  not  pre- 
dictive of  perioperative  bleeding. 
This  may  be  because  minor 
bleeding  disorders  produce  such 
subtle  clinical  signs  and  symp- 
toms that  they  go  unheeded.  A 
person  who  has  always  bruised 
easily  may  perceive  it  as  normal. 
Alternatively,  our  questions,  asked 
in  a busy  office  setting,  may  have 
been  best  answered  in  a less  dis- 
tracting environment. 

Our  data  do  show,  on  the  other 
hand,  that  abnormalities  of  two 
of  the  laboratory  tests,  the  aPTT 
and  SBT,  indicate  a greater  risk, 
notwithstanding  our  inability  to 
establish  a specific  diagnosis  in 
some.  This  is  consistent  with 
Bachmann’s  report'®  in  which  an 
attributable  cause  of  bleeding 
could  not  be  found  in  20  of  95 
patients  with  mild  bleeding  dis- 
orders. Of  note,  six  of  these  20 
had  prolonged  aPTTs,  as  in  two 
of  our  patients  (cases  3 and  7). 

We  confirm  that  hemorrhage 
remains  today,  as  in  the  past,  an 
appreciable  postoperative  com- 
plication following  common  ENT 


procedures.  A negative  personal 
or  family  history,  though  reassur- 
ing, does  not  ease  this  concern, 
nor  do  abnormal  screening  tests 
always  predict  abnormal  bleed- 
ing, though  they  indicate  in- 
creased risk.  Rather,  one  must 
combine  an  accurate  history  with 
preoperative  screening  tests,  as 
well  as  warn  about  drugs  known 
to  increase  bleeding  risk.  Once 
aware  of  an  abnormal  test,  the  cli- 
nician can  do  much  to  avoid  a 
physically  and  emotionally  trau- 
matic experience.  Prudence  dic- 
tates that  such  patients  be 
watched  closely,  preferably  where 
means  are  available  to  arrest 
bleeding.  When  a diagnosis  is  es- 
tablished, preoperative  manage- 
ment with  specific  drugs  or 
plasma  products  significantly  de- 
creases the  risk  of  surgery.  In  less 
defined  disorders,  correction  of 
the  tests  and  adequate  hemosta- 
sis were  achieved  using  predni- 
sone'® or  desmopressin  acetate.'" 


. . . we  must  emphasize  that 
half  of  our  cases  bled  ex- 
cessively despite  unremark- 
able history  and  tests,  which 
suggests  that  the  tonsilload- 
enoidectomy  in  the  absence 
of  other  risk  factors  is  not 
innocuous. 


Finally,  we  must  emphasize  that 
half  of  our  cases  bled  excessively 
despite  unremarkable  history  and 
tests,  which  suggests  that  the  ton- 
silloadenoidectomy  in  the  ab- 
sence of  other  risk  factors  is  not 
innocuous.  Performing  such 
common  surgery  only  when  there 
is  no  doubt  about  the  benefit  re- 
mains good  advice,  even  as  the 
sensitivity  of  our  tests  has  in- 
creased our  vigilance. 
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Table  1 Profile  of  Patients  Who  Bled  Excessively  Within  Postoperative  Period 

Patients  Age  Sex  Hist.  Meds.  Pits.  PT  aPTT  SBT  Op.  Bleeding 

Comments 

1)  E.A. 

6 

F 

(-) 

(-) 

260 

100% 

35.5 

9 

T,M 

1 4 days  postop 

Took  ASA 
postoperatively 

2)  S.A. 

14 

M 

(-) 

(-) 

236 

83% 

40.7 

7 

T 

1 0 days  postop 

Factor  XI 
deficiency  = 37' 

3)  D.A. 

3 

M 

( + )' 

(-) 

254 

1 00% 

38.6 

10 

T 

Intraop 

No  definable 
abnormality 

4)  M.C. 

3 

M 

(-) 

(-) 

297 

100% 

34.1 

5 

T 

Intraop 

No  definable 
abnormality 

5)  E.D. 

6 

F 

(-) 

(-) 

358 

100% 

35.9 

6 

T 

6 days  postop 

No  definable 
abnormality 

6)  R.H. 

19 

F 

(-) 

( + F 

308 

98% 

42.5 

8 

T 

1 1 days  postop 

von  Willebrand’s 
disease 

7)  A.M. 

6 

F 

(-) 

( + )3 

332 

97% 

43.8 

11 

M 

2 days  postop 

No  definable 
abnormality 

8)  A.S. 

5 

F 

(-) 

(-) 

385 

100% 

29.3 

2 

T 

5 days  postop 

No  definable 
abnormality 

Key:  Hist.  — History  preoperatively:  questions  1-6. 

Meds.  — Medications  being  taken  prior  to  surgery. 

Op.  — Type  of  operation  performed  (T  — tonsillectomy  or  tonsillectomy  plus  adenoidectomy;  M — bilateral  myringotomy;  T,M  — 
tonsillectomy  with  or  without  adenoidectomy  plus  myringotomy). 

1 — Positive  answer  to  question  6 — family  history  of  bleeding  problems. 

2 — Patient  was  on  tetracycline  prior  to  surgery. 

3 — Patient  was  on  PCN  and  antihistamine  decongestant  prior  to  surgery. 
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Superior  Vena  Cava  Syndrome 


Michelle  Segall 
Stephen  A.  Shore,  MD 
Marilyn  E.  Miller,  MD 


. . . the  most  likely  factors 
contributing  to  the  throm- 
bosis was  the  indwelling  ve- 
nous catheter  together  with 
an  underlying  hypercoagu- 
lable  state  attributable  to  a 
malignancy. 


Obstruction  of  the  superior  vena 
cava  (SVC)  results  v^hen  this  thin- 
walled  vessel  is  invaded,  com- 
pressed, and/or  thrombosed.' 
Blockage  of  blood  flow  leads  to 
the  Superior  Vena  Cava  Syn- 
drome (SVCS)  with  typical  symp- 
toms of  suffusion,  dyspnea, 
cough,  and  less  commonly  pain, 
syncope,  dysphagia,  and  hemop- 
tysis. The  most  important  physi- 
cal findings  are  the  collateral  ve- 
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nous  pattern  covering  the  anterior 
chest  wall  and  the  dilated  neck 
veins  with  edema  of  the  face,  arm, 
and  chest.2 

We  present  a case  of  SVCS  sec- 
ondary to  central  venous  catheter 
thrombosis  in  a patient  with  met- 
astatic breast  cancer  on  hor- 
monal therapy.  Pathophysiology, 
treatment,  and  prognosis  are  dis- 
cussed. 

Case  Report 

A 64-year-old  female  presented 
with  facial  swelling,  shortness  of 
breath,  orthopnea,  anorexia, 
weakness,  and  malaise.  On  phys- 
ical examination,  she  had  a dis- 
tended collateral  venous  pattern 
over  the  anterior  thorax  and  neck 
with  facial  swelling  and  edema  of 
the  right  arm.  A diagnosis  of  stage 
IV  breast  cancer  had  been  made 
in  June,  1986,  when  she  pre- 
sented with  an  ovarian  mass,  as- 
cites, and  a breast  mass.  The 
ovarian  and  breast  masses  were 
identical  histologically. 

Systemic  chemotherapy  with 
Cytoxan®,  methotrexate,  5-fluo- 
rouracil,  and  tamoxifen  were  in- 
stituted in  July,  1986.  Her  course 
was  complicated  by  a left  pleural 
effusion,  bacterial  peritonitis  and 
abdominal  wall  cellulitis  with  as- 


sociated lower  extremity  deep 
vein  thrombosis.  These  compli- 
cations occurred  between  July 
and  September,  1986.  She  was 
treated  with  intravenous  heparin 
followed  by  oral  Coumadin®  for 
one  year.  In  November,  1986,  a 
subcutaneous  Infus-A-Port®  was 
inserted  into  the  right  subclavian 
vein.  Combination  chemotherapy 
was  completed  in  March,  1987, 
and  she  was  maintained  on  ta- 
moxifen thereafter.  A right  clavic- 
ular pathologic  fracture  was  di- 
agnosed in  May,  1988,  and  at  that 
time,  a bone  scan  showed  mul- 
tiple metastatic  lesions.  Radia- 
tion therapy  to  the  right  clavicle 
was  initiated,  and  tamoxifen  was 
discontinued.  In  August,  1988, 
Megace®  was  instituted  when  a 
bone  scan  showed  additional 
areas  of  metastatic  disease.  Her 
carcinoembryonic  antigen  level 
increased  to  21  (normal  up  to  5) 
in  April,  1989. 

Positive  findings  on  physical 
examination  were  compatible 


ABBREVIATIONS  USED: 

CMF:  cytoxan-methotrexate- 
5FU 

SVC:  superior  vena  cava 
SVCS:  superior  vena  cava  syn- 
drome 
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with  superior  vena  cava  syn- 
drome. There  was  orthopnea  and 
the  respiratory  rate  was  28,  with 
audible  wheezing.  Blood  pres- 
sure was  120/80  without  evidence 
of  pulsus  paradoxus.  Pulse  was 
90.  Face  was  edematous.  The  jug- 
ular veins  were  distended.  The 
anterior  chest  wall  showed  a 
dilated  venous  pattern.  The 
right  upper  extremity  was  larger 
than  the  left.  Diffuse  expiratory 
wheezes  were  heard  throughout 
both  lung  fields.  Cardiac  exam 
was  normal,  and  there  was  no  evi- 
dence of  hepatosplenomegaly. 

Pertinent  laboratory  data  was 
compatible  with  superior  vena 
cava  syndrome.  Chest  x-ray  was 
within  normal  limits;  specifically, 
there  was  no  evidence  of  a me- 
diastinal mass.  Injection  of  con- 
trast through  the  Infus-A-Port® 
demonstrated  complete  obstruc- 
tion of  the  superior  vena  cava  at 
the  level  of  the  right  atrium  with 
significant  collateral  blood  flow. 
A ventilation  perfusion  lung  scan 
was  highly  suspicious  for  pul- 
monary embolus.  Streptokinase 
was  infused  through  the  port.  A 
loading  dose  of  250,000  units  was 
administered  followed  by  contin- 
uous infusion  of  100,000  units.  Re- 
examination of  the  superior  vena 
cava  in  24  hours  was  compatible 
with  complete  resolution  of  the 
thrombus.  There  was  also  dra- 
matic clinical  improvement  noted 
at  the  same  time. 

Discussion 

The  etiology  of  superior  vena  cava 
syndrome  has  changed  dramati- 
cally in  the  past  few  years  be- 
cause of  the  widepread  use  of  in- 
dwelling venous  catheters.' 
Numerous  reports  have  appeared 
linking  central  venous  catheters, 
transvenous  pacemakers  and 
central  hyperalimentation  lines  to 
thrombosis  of  the  superior  vena 
cava.  In  a review  of  this  syndrome 
from  1961-1981  at  the  Mayo  Clinic, 
SVC  was  caused  by  malignant 


no 


neoplasms  in  78  percent  of  86  pa- 
tients.^ Of  this  number,  45  cases 
were  attributed  to  lung  neo- 
plasms. Breast  carcinoma  and 
lymphoma  accounted  for  seven 
and  eight  cases  respectively.  In  a 
literature  review  conducted  at  the 
University  of  Arizona,'  small  cell 
carcinoma  and  squamous  cell 
carcinoma  of  the  lung  were  iden- 
tified as  the  most  common  causes 
of  the  syndrome  representing  47 
percent  of  1,986  cases.  Other 
nonmalignant  causes  were  infre- 
quent and  included  mediastinal 
fibrosis,  inflammatory  enlarged 
lymph  nodes  and  radiation  fibro- 
sis. 

Numerous  reports  have  ap- 
peared linking  central  ve- 
nous catheters,  transve- 
nous pacemakers  and 
central  hyperalimentation 
lines  to  thrombosis  of  the 
superior  vena  cava. 


The  exact  complication  rate  ot 
thrombosis  due  to  indwelling 
central  venous  catheters  is  un- 
known. Symptomatic  subclavian 
vein  thrombosis  occurs  in  2-10 
percent  of  patients  requiring  pro- 
longed central  venous  catheteri- 
zations.® Clinically  asympto- 
matic subclavian  vein  thrombosis 
detected  only  by  angiography  or 
radionuclide  studies  has  been  re- 
ported in  20-70  percent  of  pa- 
tients with  subclavian  cathe- 
ters.^’ ® Subcutaneous  implanted 
venous  access  systems  com- 
posed of  a reservoir  and  silastic 
catheter  have  been  associated 
with  venous  thrombosis.  The  ma- 
jor complication  of  these  systems 
has  reportedly  been  subclavian  or 
jugular  venous  thrombosis  oc- 
curring in  15  out  of  92  patients 
studied  (16  percent).  In  all  re- 
ported cases,  the  subclavian  vein 
obstruction  was  total,  and  in  14/ 
15  it  was  confirmed  by  venogra- 
phy. In  none  of  these  15  patients 


was  the  superior  vena  cava 
thrombosed.''  Once  the  diagnosis 
of  the  SVCS  has  been  established, 
it  is  essential  to  make  a patho- 
logic diagnosis.  Several  concerns 
were  expressed  in  the  past  about 
the  safety  of  establishing  a path- 
ologic diagnosis.  Included  among 
these  were,  that  diagnostic  pro- 
cedures had  a significant  risk  of 
bleeding.  The  available  data  does 
not  support  this  concern.'  Ah- 
mann  reported  that  out  of  197 
contrast  venograms  performed, 
there  was  only  one  patient  with 
transient  respiratory  distress  re- 
ported. Therefore,  only  minimal 
evidence  suggests  that  diagnostic 
procedures  carry  an  increased  risk 
in  patients  with  SVCS.  The  estab- 
lishment of  a pathologic  diagno- 
sis is  of  considerable  importance 
as  malignancies  may  account  for 
the  greatest  number  of  SVCS.  The 
most  productive  investigations  in 
establishing  the  diagnosis  are 
lung  biopsy,  bronchoscopy,  and 
biopsy  of  superficial  lymph  nodes. 

The  mortality  reported  with 
SVCS  is  minimal.'  In  actuality,  a 
review  of  almost  2,000  cases 
clearly  showed  that  there  was  only 
one  death  directly  related  to  su- 
perior vena  cava  obstruction,  and 
in  that  case,  the  death  occurred 
because  of  aspiration.'  The  life- 
threatening  nature  of  the  SVCS  is 
noted  when  the  trachea  is  ob- 
structed by  a superior  medias- 
tinal mass.  Otherwise,  compli- 
cations are  exceedingly  rare  and 
are  not  necessarily  correlated  with 
the  obstruction  of  the  vessel. 
These  include  syncope,  seizures, 
cerebral  edema,  and  stridor  sec- 
ondary to  laryngeal  or  glossal 
edema.  As  thrombosis  accounts 
for  an  increasing  number  of  cases, 
pulmonary  embolism  has  be- 
come an  additional  complica- 
tion. Survival,  however,  is  corre- 
lated with  the  underlying  cause 
of  the  syndrome  and  not  because 
of  the  presence  or  absence  of  su- 
perior vena  cava  syndrome  or  to 
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the  success  in  relieving  the  ob- 
struction. In  cases  with  malignant 
etiology,  survival  was  closely  cor- 
related with  the  prognosis  of  the 
underlying  tumor  type.  Therefore, 
although  it  is  not  a medical  emer- 
gency, there  exists  the  potential 
for  developing  complications.  The 
primary  goal  in  diagnosis  and 
treatment  is  to  decrease  morbid- 
ity and  circumvent  further  com- 
plications. 

Therapy  of  the  syndrome  is  di- 
rectly related  to  its  etiology.  In 
those  instances  of  malignant  ob- 
struction, the  standard  treatment 
has  included  radiation  therapy, 
chemotherapy,  and  corticoster- 
oids. Approximately  50-70  per- 
cent of  treated  patients  are  symp- 
tomatically improved  within  two 
weeks.'  When  thrombosis  is  the 
cause  of  the  SVCS,  fibrinolytic 
therapy  has  emerged  as  an  effec- 
tive means  of  relieving  obstruc- 
tion.^ There  are  no  prospective 
studies  on  the  various  type  of  fi- 
brinolytic therapy;  however,  it  has 
been  reported  that  venous  throm- 
bosis due  to  a transvenous  pace- 
maker rapidly  responded  to  strep- 
tokinase infusion  with  objective 
regression  of  the  obstruction.^ 
Urokinase  has  been  used  in  sev- 
eral cancer  patients  with  axillary 
and  subclavian  venous  throm- 
boses due  to  percutaneous  cen- 
tral venous  catheters.  Urokinase 
was  found  to  be  highly  successful 
when  locally  infused  into  the 
thrombus.'*  ®'^  In  one  study,  lower 
doses  of  locally  infused  fibrino- 
lytic agents  were  used  rather  than 
systemic  doses.  Twenty-five  out 
of  thirty  thrombi  were  lysed  when 
directly  infused  in  this  way.®  Tis- 
sue plasminogen  activator  is  an- 
other agent  which  has  been  used 
in  SVCS  secondary  to  thrombosis 
of  the  Hickman  catheter.^  One  ob- 
vious question  which  arises  in  the 
management  of  these  patients  is 
whether  or  not  the  central  cath- 
eter should  be  removed.  Many  pa- 
tients with  malignant  disease  will 


require  further  chemotherapy. 
However,  in  those  with  incom- 
plete recanalization  or  with  resid- 
ual thrombosis  in  whom  central 
venous  lines  are  not  removed 
there  is  an  increased  risk  of  de- 
veloping a second  thrombosis.® 
In  our  patient,  superior  vena 
caval  thrombosis  was  objectively 
documented,  and  infusional 
streptokinase  therapy  resulted  in 
complete  vessel  patency  within 
24  hours.  The  likely  mechanism 
leading  to  thrombus  formation 
could  have  been  related  to  sev- 
eral factors  including  a previous 
history  of  thrombosis.  Also  im- 
portant is  the  association  of 
thrombosis  with  malignancy.  The 
incidence  of  such  events  in  pa- 
tients with  malignant  disease  is 
5-15  percent.®  Several  basic 
mechanisms  involved  in  the  ac- 
tivation of  the  blood  coagulation 
system  have  been  described  in 
patients  with  neoplasms.  In- 
cluded among  these  are  platelet 
activation  by  tumor  cells;  produc- 
tion of  procoagulants;  cells  stim- 
ulated by  tumor  antigens,  as  well 
as  the  direct  production  of  pro- 
coagulants by  tumor  cells.® 
Chemotherapy  has  also  been  as- 
sociated with  an  increased  inci- 
dence of  thrombosis  by  several 
potential  mechanisms.  Scleros- 
ing agents  may  disrupt  normal 
endothelium  and  ultimately  lead 
to  thrombosis.  In  one  study,  42 
percent  of  patients  developed 
subclavian  thrombosis  while  re- 
ceiving chemotherapy.^  Chemo- 
therapy, especially  in  breast  can- 
cer patients,  has  been  associated 
with  endogenous  anticoagulant 
perturbation.  In  a recent  study, 
serial  coagulation  studies  on  15 
women  during  cytoxan-metho- 
trexate-5FU  (CMF)  therapy 
showed  decreased  levels  of  pro- 
tein C,  a major  vitamin  K depend- 
ent inhibitor  of  blood  coagulation 
and  a profibrinolytic  agent.'® 
There  also  were  decreases  in  lev- 
els of  protein  S a cofactor  for  pro- 


tein C.  Decreases  in  both  these 
levels  are  associated  with  in- 
creased risks  of  thromboembolic 
disease.  However,  none  of  the 
women  in  this  study  developed  a 
clinically  evident  thromboem- 
bolic event.  Tamoxifen  has  been 
shown  to  have  paradoxical  estro- 
genic effects  as  shown  by  low- 
ered levels  of  antithrombin  III." 
The  reported  patient  had  been  off 
tamoxifen  therapy  for  more  than 
one  year,  and,  therefore,  it  is  dif- 
ficult to  attribute  this  event  to 
ingestion  of  tamoxifen.  However, 
when  the  thrombus  developed, 
she  was  on  a progestational  agent, 
Megace.®  There  have  been  no  re- 
ported studies  implicating  Me- 
gace® with  hypercoagulability  or 
with  predisposition  to  thrombo- 
sis. Studies  comparing  the  effects 
of  estradiol,  progesterone,  and 
cortisol  on  the  synthesis  and  ca- 
tabolism of  antithrombin  III 
showed  that  progesterone  had  no 
appreciable  effect  on  antithrom- 
bin III  metabolism. '2 

Clinically  asymptomatic 
subclavian  thrombosis  de- 
tected only  by  angiography 
or  radionuclide  studies  has 
been  reported  in  20-70  per- 
cent of  patients  with  sub- 
clavian  catheters. 

In  the  present  patient,  the  most 
likely  factors  contributing  to  the 
thrombosis  was  the  indwelling 
venous  catheter  together  with  an 
underlying  hypercoagulable  state 
attributable  to  a malignancy.  Fur- 
ther studies  need  to  be  con- 
ducted comparing  the  incidence 
of  thromboses  of  venous  access 
lines  and  also  in  elucidating 
whether  or  not  patients  ingesting 
Megace®  do  have  an  increased 
incidence  of  thrombotic  events. 
Fortunately,  in  our  case,  the  di- 
agnosis was  made  quickly  and  the 
thrombus  was  rapidly  lysed  with 
streptokinase. 
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Solitary  Cervical  Node  Metastasis  in  Renal 
Cell  Carcinoma 


George  N.  Tzanakakis,  MD 
Kilmer  S.  McCully,  MD 
Michael  P.  Vezeridis,  MD 


This  patient  ...  is  alive 
without  evidence  of  disease 
three  years  following  treat- 
ment. 


Adenocarcinoma  of  the  kidney  is 
known  for  its  tendency  to  metas- 
tasize widely  as  well  as  to  un- 
usual locations.  One  of  the  unique 
features  of  this  tumor  is  its  pro- 
pensity to  metastasize  to  the  head 
and  neck  region  and  most  com- 
monly to  the  nasal  cavity,  para- 
nasal sinuses,  skin,  larynx,  jaw, 
temporal  bones,  parotid  and  thy- 
roid glands.''  ^ However,  iso- 
lated metastases  to  cervical  lymph 
nodes  are  uncommon.'’’^'®  We  are 
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reporting  herein  a case  of  hyper- 
nephroma with  a solitary  metas- 
tasis to  a cervical  lymph  node 
which  was  the  only  initial  sign  at 
presentation;  this  led  to  the  di- 
agnosis and  resection  of  both  the 
primary  tumor  and  the  metastasis 
and  resulting  in  long-term  sur- 
vival. 


Case  Report 

A 66-year-old  white  male  was  ad- 
mitted to  the  Providence  Veterans 
Administration  Medical  Center 
with  an  enlarged  lymph  node  on 
the  left  side  of  the  neck  which 
was  discovered  during  a routine 
physical  examination.  His  past 
medical  history  was  remarkable 
for  hypertension  controlled  with 
Moduretic,®  non-insulin  depend- 
ent diabetes  controlled  with  diet, 
remote  appendectomy  and  alco- 
hol abuse.  Physical  examination 
revealed  a 3.5  x 4.5  cm  hard, 
non-tender  left  cervical  mass. 
There  were  no  other  enlarged 
nodes  present  and  the  rest  of  the 
physical  examination  was  unre- 
markable. Biopsy  of  the  cervical 
mass  showed  poorly  differen- 
tiated adenocarcinoma  consist- 
ent with  lung  or  kidney.  Chest  x- 
ray  and  tomograms  showed  no 
evidence  of  a lung  primary.  Com- 
puterized axial  tomography  (CT) 


of  the  abdomen  and  pelvis 
showed  multiple  renal  cysts  and 
a mass  in  the  left  kidney  which 
appeared  to  be  hypovascular  in 
an  arteriogram.  A CT-scan  guided 
needle  biopsy  of  the  mass  was 
positive  for  renal  cell  carcinoma. 
The  patient  underwent  excision 
of  the  left  neck  mass.  The  entire 
mass  was  removed  along  with 
several  enlarged  lymph  nodes. 
Histologic  examination  of  the 
main  mass  again  showed  meta- 
static adenocarcinoma  (Fig  1) 
while  the  other  nodes  were  found 
to  be  free  of  tumor.  Two  weeks 
following  the  excision  of  the  cer- 
vical metastasis  the  patient  was 
taken  again  to  the  operating  room 
where  a left  radical  nephrectomy 
was  performed.  The  left  kidney 
had  a large  mass  at  the  mid-por- 
tion which  histologically  was 
found  to  be  clear  cell  adenocar- 
cinoma with  papillary  pattern  (Fig 
2).  There  was  no  invasion  of  the 
capsule  or  veins.  The  postoper- 
ative course  was  unremarkable 
and  he  was  discharged  on  the 
seventh  postoperative  day.  He  re- 
ceived a course  of  4500  rad  of 
radiation  therapy  to  the  left  su- 


ABBREVIATIONS  USED: 

CT:  computerized  axial  tomog- 
raphy 
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Figure  1.  Lymph  node  containing  metastatic  clear  cell  carcinoma.  H + E x 
188. 


Figure  2.  Photomicrograph  of  the  primary  renal  carcinoma.  Cells  with  clear 
cytoplasm  and  distinct  plasma  membranes  are  arranged  in  cords.  H + E x 
450. 


praclaviciilar  fossa,  which  he  tol- 
erated well.  He  is  alive  and  free 
of  disease  three  years  following 
the  initial  diagnosis. 

Discussion 

Approximately  one  third  of  pa- 
tients with  renal  cell  carcinoma 
have  distant  metastases  at  their 
initial  presentation.^  Most  com- 
mon sites  of  metastases  are  the 
lung,  bones,  liver,  and  adrenals.^ 
Metastases  have  been  observed 
as  late  as  fifty  years  following  ne- 
phrectomy.^ 

. . . it  seems  reasonable  to 
advocate  surgical  removal 
if  it  can  be  accomplished 
with  minimal  morbidity. 
This  approach  is  justified  in 
view  of  the  unpredictable 
behavior  of  this  tumor  and 
the  lack  of  effective  sys- 
temic treatment. 

It  is  estimated  that  between  14 
percent  and  16  percent  of  pa- 
tients have  metastases  above  the 
clavicle  and  in  approximately  8 
percent  the  presenting  clinical 
manifestation  of  this  tumor  is  dis- 
ease in  the  head  and  neck  re- 
gion.'^-^ In  this  region  metastases 
most  commonly  occur  in  the  na- 
sal cavity,  paranasal  sinuses,  skin, 
larynx,  jaws,  temporal  bones,  pa- 
rotid and  thyroid.'’ 3 The  expla- 
nation for  the  apparent  propens- 
ity for  metastases  to  this  region 
remains  somewhat  unclear.  The 
most  reasonable  explanation  for 
this  phenomenon  appears  to  be 
tumor  embolization  via  Batson’s 
plexus  of  extensive  anastomoses 
between  the  avalvular  vertebral 
and  epidural  venous  systems.'*  In 
this  manner  the  vertebral  venus 
plexus  can  bypass  the  pulmonary 
venous  system  producing  metas- 
tases to  the  head  and  neck  region 
without  involving  the  lung. 

Solitary  metastasis  to  a cervical 
lymph  node  from  renal  cell  car- 


cinoma is  a rather  uncommon  oc- 
currence. Our  search  of  the  Eng- 
lish literature  revealed  only  four 
reported  cases."*’^’®  In  the  case  we 
are  reporting  the  metastasis  to  the 
cervical  node  was  actually  the 
presenting  finding  which  led  to 
the  diagnosis  of  renal  cell  carci- 


noma. The  patient  was  otherwise 
asymptomatic  and  the  involved 
node  was  found  during  a routine 
physical  examination.  The  pres- 
ence of  supraclavicular  metas- 
tases from  renal  cell  carcinoma 
has  generally  been  regarded  as  a 
sign  of  advanced  disease.®- This 
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patient  however  is  alive  without 
evidence  of  disease  three  years 
following  treatment.  Although  a 
definitive  conclusion  regarding 
the  optimal  management  of  iso- 
lated distant  metastases  to  cer- 
vical node  from  renal  cell  carci- 
noma can  not  be  drawn  from  the 
limited  number  of  reported  cases, 
it  seems  reasonable  to  advocate 
surgical  removal  if  it  can  be  ac- 
complished with  acceptable  mor- 
bidity. This  approach  is  justified 
in  view  of  the  unpredictable  be- 
havior of  this  tumor  and  the  lack 
of  effective  systemic  treatment. 
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. . . and  if  thy  right  eye  of- 
fend thee,  pluck  it  out  and 
throw  it  away;  for  it  is  prof- 
itable for  thee  that  one  of 
thy  members  should  perish, 
and  not  that  thy  whole  body 
should  be  cast  in  hell.^^ 


The  patient  who  has  gouged  out 
one  or  both  eyes  presents  many 
difficult  and  pressing  questions 
to  mental  health  practitioners.  The 
need  to  examine  and  understand 
the  factors  controlling  this  grave 
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event  is  immediate,  as  is  the  need 
to  control  this  aggressive  re- 
sponse known  a self-enucleation. 

The  authors  will  not  focus  spe- 
cifically on  other  forms  of  self- 
mutilation  wherein  a person 
damages  an  eye,  cuts  off  a finger 
or  hand,  mutilates  genitals,  or  cuts 
out  the  tongue.  We  will  address 
issues  concerning  self-enuclea- 
tion which  other  clinicians  will 
need  to  know.  The  most  imme- 
diate questions  are:  What  should 
we  do?  How  should  we  calm  the 
patient?  What  risk  does  the  pa- 
tient pose  to  others?  Why  has  this 
patient  gouged  out  his/her  eye(s)? 

The  case  herein  presented 
shares  several  important  factors 
with  other  cases  reviewed.  At  the 
time  of  enucleation,  the  patient 
was  in  a state  of  psychosis.  She 
suffered  religious  delusions,  real 
and  or  imagined  guilt,  and  had  a 
tyrannical  conscience.  The  guilt 
was  displaced  to  the  right  eye,  and 
the  successful  completion  of 
ocular  removal  was  followed  by 
relief  of  anxiety.  J.  P.  Gerhard,  in 
“A  Propos  des  Automutilations 
Oculaires”  reported  that  data  on 
persons  who  had  self-enucleated 
showed  diagnoses  of  delire  mys- 
tique, hallucination,  psychosis, 
periodique  melancholic  delir- 
ante,  melancholic  schizophrenia. 


post  encephalitis,  and  LSD  psy- 
choses.' 

In  an  article  titled  “Rescuing  the 
Angel  Within”  Muscovitz  and  Byrd 
associated  self-enucleation  with 
acute  phencyclidine  intoxica- 
tion.2  The  subject  of  our  study 
was,  for  religious  reasons,  op- 
posed to  the  use  of  drugs  and  she 
sometimes  resisted  prescribed 
medications.  In  this  case,  the  guilt 
was  real  and  confirmed  by  a Su- 
perior Court  judge  who  sen- 
tenced the  patient  to  a lengthy 
prison  term  for  murdering  her  in- 
fant son  by  repeated  stabbings. 
An  indication  of  the  patient’s  ac- 
ceptance of  the  guilt  is  her  refusal 
to  plead  not  guilty  by  reason  of 
insanity.  Her  rejection  of  her  psy- 
chiatric illness  placed  the  blame 
solely  upon  herself  in  terms  of  her 
own  philosophy  and  understand- 
ing. 

Much  is  learned  about  the 
mentally  ill  through  the  evalua- 
tions and  assessments  of  mental 
health  professionals  who  often 
work  together.  Psychiatrists,  psy- 
chologists and  social  workers 
function  as  teams  in  a forensic 
setting.  Together  they  possess  the 
knowledge,  skills,  and  criteria 
necessary  to  describe  defend- 
ants’ mental  conditions,  patho- 
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logical  beliefs  and  motivations, 
and  to  explain  with  particular  re- 
gard to  mental  capacity  and  the 
crime  charged  how  these  factors 
influenced  or  could  have  influ- 
enced the  defendant’s  behavior.^ 
Once  the  clinical  assessments 
are  completed,  the  psychosocial 
history  or  psychiatric  profile  of  the 
patient  (defendant)  should  also 
be  complete,  but  not  to  the  extent 
that  assessments  are  not  ongoing 
as  changes  occur  in  the  patient, 
the  situation  and  or  circum- 
stances. The  subject  of  this  study 
went  through  the  cycle  of  being 
a patient,  defendant,  convicted 
felon,  and  eventually,  convicted 
patient. 

Review  of  the  Literature 

Self-enucleation,  also  known  as 
self-ocular  removal  and  Oedi- 
pism,  is  rare  among  the  psychi- 
atric population.  Also  rare  is  self- 
inflicted  blindness. 

The  term,  Oedipism,  is  derived 
from  the  mythical  character  in 
Sophocles’  Oedipus  Rex.  Oedi- 
pus, in  fulfillment  of  an  oracle, 
kills  his  father  and  marries  his 
mother.  When  confronted  with  the 
realities  of  his  situation,  Oedipus 
gouges  out  both  of  his  eyes.'* 

In  a publication  entitled  “Gods 
and  Myths  of  Northern  Europe,” 
Ellis  Davidson  writes  of  Odin,  a 
Norseman  who  gave  his  right  eye 
for  the  right  to  drink  a single 
draught  from  the  spring  of  Mimir, 
waters  which  contained  wisdom 
and  understanding.^  In  “Auto- 
enucleation of  the  Eye:  A Study  of 
Self-Mutilation,”  S.  I.  Davidson  re- 
counted an  episode  from  13th 
Century  Baghdad.®  Marco  Polo, 
upon  reaching  the  City,  report- 
edly was  told  of  a cobbler  pos- 
sessed by  sinful  thoughts  when 
the  leg  of  a woman  was  exposed 
to  him  as  he  fitted  her  slippers. 
Overwhelmed  with  guilt,  the  cob- 
bler destroyed  his  right  eye  with 
an  awl. 


Both  women  and  men  are  rep- 
resented among  the  medical 
studies  of  self-enucleation,  with 
men  representing  the  majority. 
Those  who  have  self-enucleated 
one  or  both  eyes  include  Jews, 
Protestants,  Catholics  and  other 
religions.  The  races  and  nation- 
alities vary.  The  ages  range  from 
18  to  56.  There  are  reports  of  auto- 
mutilation to  the  cornea  by  two 
children  as  young  as  8 and  12 
years  old  in  the  Netherlands.^ 
Tools  used  to  enucleate  have  in- 
cluded fingers,  razor  blades, 
plastic  forks,  indeed,  anything 
available  at  the  time. 

Self-enucleation,  also 
known  as  self-ocular  re- 
moval and  Oedipism,  is  rare 
among  the  psychiatric  pop- 
ulation. 


In  1976,  McLean  and  Robert- 
son reviewed  the  literature  on  self- 
enucleation covering  the  period 
1846  to  1968.®  They  reviewed  13 
cases  and  added  two  of  their  own. 
In  1979,  Tapper,  Phil,  Blond  and 
Danyluk  presented  a single  case 
study  of  self-inflicted  blindness.^ 
In  their  search  for  older  and  less 
accessible  literature  covering  the 
period  from  1 846  to  1961,  they  re- 
viewed data  including  15  cases  of 
unilateral  enucleation,  seven 
cases  of  bilateral  enucleation,  and 
two  cases  of  self-inflicted  blind- 
ness. 

In  1981  Yang  and  associates  re- 
ported two  cases  of  self-inflicted 
mutilation  of  the  eyes,  with  one 
ending  with  self-enucleation  of 
the  left  eye.'°  Shore  and  associ- 
ates reported  one  case  in  which 
a man  enucleated  both  his  eyes 
and  another  in  which  a patient 
stuck  a pencil  through  the  inner 
canthus  of  his  right  eye." 

Feldshuh,  Zasloff  and  Frosch 
reported  a case  of  bilateral  enu- 
cleation in  1977  in  a paper  enti- 
tled: “If  thy  right  eye  offend  thee.”'^ 


Muscovitz  and  Byrd  reported  two 
cases  of  self-enucleation  in  1983,'® 
Westermeyer  reported  one  case 
in  1972, and  Rosen  and  Hoff- 
man reported  two  cases  in  1972.'® 
Prior  to  our  own  article,  the  last 
two  cases  of  self-enucleation  were 
reported  by  Gail  Eisenhauer  in 
1985.'® 

For  this  article,  foreign  as  well 
as  American  periodicals  were  re- 
viewed and  the  search  extended 
well  beyond  the  usual  comput- 
erized search  which,  in  periods 
earlier  than  1960,  is  limited.  It  is 
interesting  to  note  that  in  a pub- 
lication in  India,  S.  W.  Cooper  re- 
ported two  cases  in:  “Self-In- 
flicted Ocular  Injuries.”'^  In  these 
cases  it  was  suspected  that  the 
motives  were  financial.  Report- 
edly, there  was  an  absence  of  suf- 
fering from  any  obvious  mental 
illness.  Dr  Cooper  expressed  the 
opinion  that  a man  will  go  to  con- 
siderable lengths  to  get  one  eye 
blinded  for  the  sake  of  a thousand 
rupees.  He  focused  on  ways  in 
which  insurance  companies 
might  protect  themselves  from 
persons  who  self-inflict  eye  inju- 
ries for  the  purpose  of  collecting 
compensation.  In  this  particular 
article,  mental  illness  was  not  an 
issue. 

Perhaps  the  most  beneficial  re- 
sults of  research  of  this  kind  are 
the  understanding  and  awareness 
of  the  contradictory  picture  pre- 
ceding self-enucleation  and  other 
forms  of  violence  among  the  psy- 
chiatric population.  In  general, 
patients  who  are  incorrectly  ori- 
ented and  who  have  impaired 
concentration,  poor  memory  and 
comprehension,  are  prone  to  be- 
come violent  when  provoked  or 
intimidated.  Violence  and  dan- 
gerousness cannot  be  predicted 
with  reasonable  accuracy.'® 

Common  factors  among  the 
cases  reviewed  in  the  psychiatric 
literature,  as  well  as  our  own 
study,  included  instances  of  dis- 
torted reality  and  an  attempt  to 


118 


Rhode  Island  Medical  Journal 


use  biblical  references  to  support 
the  distortion.  The  verse  from 
Matthew  5:29  appeared  most  fre- 
quently: “and  if  thy  right  eye  of- 
fend thee  pluck  it  out  and  throw 
it  away;  for  it  is  profitable  for  thee 
that  one  of  thy  members  should 
perish,  and  not  that  thy  whole 
body  should  be  cast  into  hell.”'® 

There  are  patients  who  con- 
stantly dwell  on  their  religious  be- 
liefs and  use  them  as  reinforce- 
ments against  guilt.  Our  subject 
confessed  at  one  time  that  she 
was  prompted  by  God  and  the 
devil  to  kill  her  baby  son.  On  one 
occasion  she  compared  the  act 
to  the  deadly  thought  of  Abraham 
towards  his  son,  Isaac,  but  an  an- 
gel intervened.  The  patient  sub- 
sequently blamed  herself  rather 
than  God  or  the  devil,  or  her  psy- 
chiatric illness  for  the  death  of 
her  child.  She  enucleated  her  right 
eye. 

The  Case  of  Alice  Adams 

Alice  Adams,  not  the  subject’s  real 
name,  was  admitted  to  the  psy- 
chiatric ward  after  plucking  out 
her  right  eye.  At  the  time,  she  had 
been  sentenced  to  twenty  years 
in  the  women’s  prison  for  the 
stabbing  death  of  her  nine-month- 
old  son.  Alice  at  this  time  was 
thirty-nine  years  old. 

Initially,  Alice  had  declared  that 
she’d  been  prompted  by  “God  or 
the  Devil”  to  stab  her  son  and 
pleaded  innocent  by  reason  of  in- 
sanity, but  then  changed  her  mind 
and  pleaded  guilty  to  second  de- 
gree murder. 

The  prison  sentence  of  twenty 
years  did  not  satisfy  Alice’s  de- 
termination to  be  made  account- 
able for  her  son’s  death.  Subse- 
quently, she  attempted  suicide  in 
prison.  This  was  later  followed  by 
the  plucking  out  of  the  right  eye. 

A review  of  Alice’s  early  history 
disclosed  that  as  a child  she  was 
frequently  moody  and  subject  to 
temper  tantrums.  The  moodiness 
continued  throughout  adoles- 


cence. Alice  was  also  a loner,  but 
this  did  not  hamper  her  academic 
endeavors  throughout  high 
school.  The  relationship  between 
Alice,  her  parents,  younger 
brother  and  sister  reportedly  was 
positive.  During  her  college  years, 
Alice  became  more  sociable.  She 
engaged  in  social  drinking  of  al- 
coholic beverages  and  even  ex- 
perimented with  marijuana. 

The  deaths  of  Alice’s  mother 
and  father  in  1971  and  1972  re- 
spectively were  followed  by  pe- 
riods of  religious  preoccupation 
and  delusions.  During  the  period 
between  1972  and  1985,  there 
were  several  hospital  admissions 
and  discharges  due  primarily  to 
overwhelming  anxiety  and  obses- 
sive symptomatology.  A variety  of 
psychiatric  disorders  had  been 
applied  to  Mrs  Adams  during  that 
period. 

The  1980s  began  with  Alice 
maintaining  considerable  stabil- 
ity. She  worked  in  a book  store, 
married  and  parented  two  chil- 
dren. Subsequent  to  her  admis- 
sion to  the  psychiatric  hospital, 
Alice  never  discussed  what 
caused  the  breakup  of  her  mar- 
riage, other  than  to  blame  it  on 
financial  difficulty. 

The  divorce  was  planned  ac- 
cording to  Alice  and  by  mutual 
consent.  Mr  Adams  would  retain 
custody  of  their  two-and-one-half- 
year-old  daughter  and  Alice  would 
retain  custody  of  their  nine- 
month-old  son.  Shortly  after  Mr 
Adams  and  the  daughter  vacated 
the  home,  on  a day  at  home  alone 
with  her  son,  Alice  stabbed  him 
eight  times.  She  then  telephoned 
police  and  awaited  their  arrival 
and  arrest. 

Psychiatric  Hospitalization 

Immediately  after  the  self-in- 
flicted ocular  removal,  Alice  was 
rushed  to  a local  hospital.  After 
treatment  there  was  a medical  fol- 
low-up to  protect  the  left  eye.  In- 
itially Alice  was  reportedly  re- 


lieved and  felt  she  had  satisfied 
her  need  for  punishment.  She  then 
was  admitted  to  a state  psychi- 
atric hospital  ward  on  an  emer- 
gency certificate.  Although  a pa- 
tient, she  was  a convicted  felon 
and  her  status  remained  as  such. 

During  the  admission  process, 
Alice  exhibited  immediate  symp- 
toms requiring  the  attention  of  the 
clinical  staff.  These  symptoms  in- 
cluded religiosity,  self  blame,  and 
thoughts  of  reference  from  other 
people’s  thoughts.  The  affect  dis- 
played by  Alice  was  flat  and  her 
energy  level  was  characterized  as 
low.  Early  on  she  was  not  signif- 
icantly depressed  or  suicidal. 
Only  gradually  did  she  become 
extremely  frustrated,  obsessive, 
and  pre  occupied. 

During  the  initial  stages  of  as- 
sessment and  treatment,  Alice 
became  more  unrealistic.  Occa- 
sionally she  would  state  that  she 
“did  not  have  a mental  illness” 
and  that  she  had  “no  psychotic 
disturbance.”  The  preoccupation 
with  wanting  to  return  to  the 
women’s  prison  was  ongoing.  Al- 
ice would  repeat  to  the  staff,  “1 
cannot  stand  it  here!  I cannot 
stand  it  here!”  These  vocal  deni- 
als of  her  illness  were  sometimes 
accompanied  by  equally  unreal- 
istic expectations  with  regard  to 
a reconciliation  with  her  hus- 
band. Initially  she  seldom  inter- 
acted with  other  patients. 

Her  diagnoses  included:  para- 
noid schizophrenia  and  atypical 
affective  disorder  with  obsessive 
compulsive  features. 

Throughout  her  first  year  of 
hospitalization,  she  continued  to 
be  very  obsessive.  She  exhibited 
a tremendous  amount  of  recur- 
rent thoughts  characterized  by 
repetition.  As  Alice  entered  the 
second  year  of  hospitalization, 
she  remained  somewhat  con- 
stricted. Essentially,  she  was  ori- 
ented in  all  three  spheres.  Her 
memory  was  adequate.  There  was 
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no  evidence  of  frank  psychosis, 
and  Alice  denied  paranoid  think- 
ing. Auditory  hallucinations  were 
denied  as  well.  Eating  habits  were 
essentially  adequate,  and  there 
was  reportedly  no  difficulty  in 
sleeping.  Alice’s  insight  and  judg- 
ment remained  remarkably  un- 
impaired. One  major  improve- 
ment during  the  second  year  of 
hospitalization  was  the  elimina- 
tion of  self-abusive  behavior. 
Treatment  continued  to  focus  on 
the  prevention  of  self-abusive  be- 
havior. Alice’s  case  remained  un- 
der court  review  and  by  early  1 989 
she  was  returned  to  the  women’s 
prison  since  she  no  longer  re- 
quired a hospital  level  of  care  for 
her  own  safety  and  well-being. 
Her  act  of  self-enucleation  had  not 
been  copied  by  other  patients  or 
by  other  female  inmates. 

When  last  interviewed  . . . 
Alice  expressed  the  wish 
that  her  story  would  be  told 
so  as  to  assist  medical 
professionals  and  others  in 
their  understanding  of  self - 
enucleation. 

When  last  interviewed  by  au- 
thors Halo  and  Jordan,  Alice  ex- 
pressed the  wish  that  her  story 
would  be  told  so  as  to  assist  med- 
ical professionals  and  others  in 
their  understanding  of  self-enu- 
cleation. 
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A THOUGHT 
FOR  EVERYONE 
WHO  RESENTS 
SITTING  AT 
A DESK 
EIGHT  HOURS 
A DAY. 

I 

Neuromuscular  disease.  | 

It's  a large  group  of  disorders  ] 

that  weaken  muscles  and  nerves  — 
devastating  thousands  of  Americans 
each  year. 

When  neuromuscular  disease 
strikes,  many  muscle  functions  are 
lost.  So  writers  can't  write.  .Musicians 
can't  play.  Teenagers  can't  dance. 

Babies  can't  cry.  Many  patients  lose 
the  ability  to  walk.  And  once  they're 
in  wheelchairs,  they'll  never  get  out. 

The  Muscular  Dystrophy  Asso- 
ciation is  striving  to  cure  40  neuro- 
muscular disorders,  including  ALS 
("Lou  Gehrig's  disease")  and  myas- 
thenia gravis.  MDA  maintains  some 
230  clinics  around  the  country  to  help 
people  with  muscle  diseases.  And 
MDA  provides  orthopedic  equipment 
and  other  aids  for  daily  living,  all 
free  of  charge  to  patients  and  their 
families. 

You  can  help  MDA  fight  neuro- 
muscular disease  by  sending  a tax- 
deductible  contribution  today.  The 
Association  receives  no  government 
grants  or  patient  fees,  so  its  work  is 
funded  entirely  by  private  donations. 

Next  time  you  think  you've  been 
sitting  too  long,  sit  one  more  minute 
and  write  a check.  You'll  be  helping  j 

thousands  of  patients  stand  up  to 
their  disease. 


Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 

To  make  a donation  or  bequest  to  MDA,  or  for 
more  information  on  MDA  and  ALS.  write  to: 
Muscular  Di/stropliq  Association, 

810  Seivnth  Avenue,  New  York,  NY  10019. 
Or  contact  qour  local  MDA  office. 


MDA  ® IS  a registered  service  mark  ot  Muscular  Dysiropfiy  Association,  inc 
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SEVEN  WAYS  TO  SHARPEN 
YOUR  MEMCAL  SKILLS. 


The  Army  Reserve  offers  a number  qf  ^ ^ 
highly  specialized  medical  courses  you’can’j^  , 
always  get  in  civilian  hospitals — \v^ith  thejkind  * ' 
of  flexibility  your  busy  schedule  demstnds.  JHjfe 
is  just  a sampling  of  the  unique  training*  . ^ • 

programs  available  to  you  in  the  Anpy  ReServ^:  N 

COMBAT  CASUALTY  CARE  Prebare^ydu  , ' 

for  treating  trauma  patients  in  your  ci^laa^  \ 

career.  Learn  how  to  live,  survive,  arid  fimction^ 
in  challenging  environments. ' T *' 

ADVANCED  TRAUMA/LIFE  SUPPORT  ^ . 

Teaches  you  how  to  treat  trauma  patieHts  d^iririg 
the  critical  first  hour  of  injury*  Spons^ored  the 
American  College  of  SurgeonV  . 

ADVANCED  BURN  LIFE  SUPPORT  Caches-.  ' 

you  how  to  treat  and  maqage  t^e  unique  ' 

characteristics  of  the  bum  patiept.  Sponsoredby* 
the  American  Bum  Association.  “ ' 

ADVANCED  CARDIAC  LIFE  SUPFORT 

Centers  upon  the  treatment  and  Kfe-saying  ' 
intervention  associated  with  tHb  acute  qarmac 
patient.  Sponsored  by  thd-Arapriban  Heart  ' 
Association.  » 

TROPICAL  MEDICI N^Pibvides  you  with 
advanced  in-depth  training^n  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  andbther  related 
topics. 

FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  mecficine  in  a^ourse  that 
offers  opportunities  for  frequent  operational 
flints.  5 

AVIATION  MEDICINE  Offers  you  ^follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research.  ^ 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14.riays  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Huimilirf® 

human  insulin 
[recombinant  DNA  origin) 


c^„  Leadership 

In  Diabetes  Care 
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FRONT  VIEW 


MEDICAL  OFFICE(S)  FOR  RENT 

38  Hamlet  Ave. 

Woonsocket,  Rl 

Two  spacious  medical  suites  available 

in  a prime  location  at  the  intersection  of  Hamlet  Ave.  and  Park  Ave. 

One  suite  is  approximately  600  sq.  ft.  and  the  other  700  sq.  ft. 

Owner  will  combine  into  one  larger  suite  on  request  at  no  additional  charge. 

Excellent  1st  floor  location 
Large  parking  lot 

Medical  Lab  and  X-Ray  in  building 
Low  Rent  — Heat  included 

$850  / month  for  combined  space 
$400  / month  for  600  sq.  ft. 

$450  / month  for  700  sq.  ft. 

$850  / month  for  combined  space 

If  interested  please  call  767-2550 
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Mortality  from  Firearms  in  Rhode  isiand,  1980-1987 


Over  the  eight-year  period  from  1 980  to 
1 987,  gunshot  injuries  accounted  for  an 
average  of  48  deaths  per  year  among 
Rhode  Island  residents.  Nearly  all  of  these 
deaths  resulted  from  the  intentional  use 
of  firearms:  homicides  averaged  1 8 per 
year  and  suicides  29  per  year.  Over  the 
entire  period,  there  were  a total  of  five 
unintentional  deaths  and  four  deaths  for 
which  intent  could  not  be  determined 
that  were  related  to  firearms. 

Guns,  including  handguns,  rifles,  and 
shotguns,  were  the  most  common  means 
of  committing  homicide  and  suicide  dur- 
ing the  eight  years  examined.  Forty-two 
percent  of  homicides  and  27  percent  of 
suicides  involved  guns.  The  numbers  of 
firearm  fatalities  increased  over  the  pe- 
riod, from  an  average  of  44  per  year  dur- 
ing 1980-85  to  55  in  1986  and  67  in  1987 
(Figure  1).  Nearly  all  of  the  increase  was 
in  the  number  of  firearm  suicides,  which 
increased  from  an  average  of  26  per  year 
over  the  first  six  years  to  35  in  1986  and 
43  in  1987.  Homicides  and  suicides  us- 
ing guns  have  increased  faster  than  such 
deaths  using  other  means.  During  1986- 
87,  49  percent  of  homicides  and  33  per- 
cent of  suicides  involved  firearms,  com- 
pared to  40  percent  of  homicides  and  25 
percent  of  suicides  during  the  prior  six 
years. 


Y ear 


The  frequency  of  firearm  deaths  dif- 
fered by  age,  sex,  and  race.  For  both 
homicides  and  suicides,  persons  age  15 
to  44  comprised  the  bulk  of  the  dece- 
dents (Figure  2).  Firearm  suicides  were 
relatively  common  among  the  middle- 
aged  and  elderly,  more  so  than  firearm 
homicides.  Conversely,  homicides  were 
relatively  frequent  among  the  very  young. 

Males  bore  the  brunt  of  mortality  from 
firearms.  Of  385  firearm  deaths  during 
1980-87,  326  (85  percent)  were  males  and 
59  (15  percent)  were  females.  Blacks,  es- 
pecially black  males,  were  at  elevated 
risk  of  homicide  by  gunshot,  and  white 
males  were  most  likely  to  commit  suicide 
using  a gun  (Figure  3). 

Data  from  Rhode  Island  and  from  other 
areas  illustrate  the  role  access  to  firearms 
plays  in  facilitating  such  events.  A recent 
study  of  Ohio  homicides  revealed  that  a 
majority  of  homicides  occurred  among 
relatives  or  acquaintances  and  most  such 
homicides  occurred  in  households  and 
involved  firearms.  Of  such  household 
homicides,  less  than  half  the  offenders 
owned  the  firearm  used,  88  percent  in- 
volved alcohol  and/or  drugs,  and  in  64 
percent  of  cases  the  gun  was  routinely 
kept  loaded.  A Rhode  Island  study  of  oc- 
cupational mortality  during  1979-1984 
found  significantly  elevated  suicide  rates 


among  policemen  and  security  guards. 
Of  16  suicides  in  this  group,  14  involved 
firearms,  to  which  such  workers  have  easy 
access.  Given  that  over  half  of  American 
households  possess  a gun  of  some  kind, 
the  proliferation  of  firearms  is  a public 
health  issue. 
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Homicide  Suicide 


Figure  1 . Number  of  Firearm  Deaths  by  Year 
and  Cause  of  Death,  Rhode  Island  Residents, 
1980-1987 


Figure  2.  Distribution  of  Firearm  Homicides 
and  Suicides  by  Age  Group,  Rhode  Island  Res- 
idents, 1980-1987 


Figure  3.  Mortality  Rates  for  Firearm  Homi- 
cides and  Suicides  by  Race  and  Sex,  Rhode 
Island  Residents,  1980-1987 


Submitted  by  the  Office  of  Health  Statistics,  Jay  S.  Buechner,  PhD,  Chief.  Health  By  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and  William 
J.  Waters,  Jr.,  PhD. 
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Reporting  Period  12  Months  Ending  with  November  1989 


Vital  Events 

November  1989 
Number 

Number 

Rates 

Live  Births 

1,131 

15,110 

15.2* 

Deaths 

774 

9,704 

9.8* 

Infant  deaths 

(8) 

(154) 

10.2f 

Neonatal  deaths 

(4) 

(118) 

8.2f 

Marriages 

526 

8,188 

8.2* 

Divorces 

256 

3,620 

3.6* 

Induced  Terminations 

593 

7,751 

513.0t 

Spontaneous  Fetal  Deaths 

68 

1,121 

74.2t 

Under  20  weeks’  gestation 

(61) 

(1,004) 

66.4t 

20  + weeks’  gestation 

(7) 

(105) 

6.9t 

'Rates  per  1,000  estimated  population.  tRa*es  per  1,000  live  births. 


Reporting  Period  12  Months  Ending  with  August  1989 


Underlying  Cause  of 

August  1989 

Number  (a) 

Rates  (b) 

YPLL  (C) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

288 

3,464 

348.8 

4,350.0 

Malignant  Neoplasms 

206 

2,439 

245.6 

7,602.0 

Cerebrovascular  Diseases 

52 

601 

60.5 

1,026.5 

Injuries  (Accident,  Suicide,  Homicide) 

31 

418 

42.1 

9,516.5 

COPD 

23 

292 

29.4 

383.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • Hours  8am-9pm 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAffli:  X-RAy  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


HARD  CHOICES:  Medical  Ethics,  Law 
and  Health  Policy 


The  Durable  Power  of  Attorney  for  Health  Care: 
An  Important  Ingredient  of  Sound  Health  Care 


Edward  N.  Beiser,  PhD,  JD 


In  1986,  Rhode  Island  became  one 
of  the  first  states  to  provide,  by 
statute,  for  what  lawyers  call  a du- 
rable power  of  attorney  for  health 
care.  While  the  title  is  ungainly, 
the  concept  involved  is  a very 
simple  one  which  ought  to  func- 
tion to  the  advantage  of  both  pa- 
tients and  physicians.  Despite  the 
Legislature’s  forward-looking  ac- 
tion, it  is  unfortunate  that  anec- 
dotal evidence  from  various 
Rhode  Island  hospitals  suggests 
that  this  option  is  not  yet  being 
widely  utilized. 

The  General  Notion  of 
Advanced  Directives 

Contemporary  discussions  of 
medical  ethics  invest  considera- 
ble importance  in  patient  auton- 
omy. In  place  of  an  older  view  of 
the  physician’s  role  — “Never  tell 
the  patient  that  he  has  cancer;  the 
doctor  will  know  and  do  what’s 
best”  — it  is  now  widely  agreed 
that  the  adult,  competent  patient 
is  entitled  to  make  essential  de- 
cisions about  his  or  her  medical 
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treatment.  Perhaps  it  is  useful  to 
speak  now  of  shared  decision- 
making between  the  physician 
(informed  by  professional  skill 
and  experience)  and  the  patient 
(whose  own  values  become  op- 
erative). Examples  of  the  respect 
now  accorded  to  patient  self-de- 
termination are  the  practice  of 
obtaining  “informed  consent”  for 
significant  medical  procedures, 
and  the  notion  that  a patient  may 
leave  the  hospital  “against  med- 
ical advice.” 

If  the  competent  patient  is  en- 
titled to  determine  the  course  of 
his  or  her  medical  treatment,  con- 
sistent with  personal  values,  what 
to  do  when  the  patient  is  no  longer 
competent?  This  may  arise  either 
because  of  a temporary  incapac- 
ity during  the  course  of  an  illness, 
or  an  irreversible  state  as  in  the 
case  of  a patient  with  Alzheimer’s 
disease,  or  one  in  a persistently 
vegetative  state. 

The  reasons  which  justify  fol- 
lowing the  wishes  of  a competent 
patient  appear  to  apply  equally 
even  when  that  patient  is  no 
longer  able  to  participate  in  de- 
cision-making. Although  a pa- 
tient, through  illness,  has  lost  the 
ability  to  articulate  his  or  her  val- 
ues coherently,  those  expressed 
patient  values  rightly  continue  to 
determine  the  course  of  medical 
treatment.  This  then  leads  to  the 


idea  of  prior  or  advanced  direc- 
tives. Simply  put,  it  is  suggested 
that  part  of  the  practice  of  ethical 
medicine  involves  encouraging 
patients  to  clarify  their  prefer- 
ences while  they  are  able  to  do 
so,  such  that  patient  values  can 
be  respected  when  the  patient  is 
no  longer  competent  to  express 
them. 

Living  Wills  and  Durable 
Powers  of  Attorney: 

A Basic  Distinction 

Two  fundamentally  different  ap- 
proaches to  the  notion  of  ad- 
vanced directives  are  currently 
discussed:  living  wills  and  dura- 
ble powers  of  attorney.  The  legal 
jargon  is  much  less  important 
than  the  basic  concepts  involved. 
A living  will  is  a detailed  docu- 
ment through  which  a patient  sets 
forth  his  wishes  about  health  care. 
Just  as  a conventional  will  pro- 
vides instructions  about  the  au- 
thor’s property  (“I  leave  my  gold 
watch  to  the  Rhode  Island  Medi- 
cal Society.”),  a living  will  at- 
tempts to  provide  instructions  to 
the  physician  (“I  do  not  want  my 
legs  amputated,  no  matter  what.”) 
One  significant  objection  to  liv- 
ing wills  is  that  they  tend  to  be 
cast  in  such  vague  language  as  to 
provide  little  meaningful  guid- 
ance. Phrases  such  as  “no  heroic 
measures”  don’t  mean  much  in 


ll 


March,  1990  — Vol.  73 


127 


i 


the  real  world  of  medical  practice. 
A further  significant  objection  is 
that  clinical  decisions  are  typi- 
cally complex  and  subtle;  they  are 
rarely  “yes  or  no”  choices  to  be 
made  once  and  for  all.  Thus  it  is 
difficult  for  even  a sophisticated 
patient  to  anticipate  in  detail  the 
range  of  treatment  options  which 
will  be  confronted  as  his  disease 
progresses.  There  are  so  many 
variables,  and  so  many  possible 
choices,  that  a document  pur- 
porting to  set  forth  guidance  must 
necessarily  be  superficial  and  im- 
precise. 

A different  approach,  that  taken 
by  the  Rhode  Island  statute,  is  to 
encourage  the  patient  to  identify 
that  person  whom  the  patient  best 
trusts  to  make  his  or  her  treat- 
ment decisions  when  the  patient 
is  no  longer  competent,  and  then 
give  to  that  person  (called  an 
“agent”)  the  full  authority  which 
the  patient  would  have  were  he 
or  she  competent.  Instead  of  say- 
ing (as  a living  will  claims  to  say), 
“In  the  event  of  X,  here  is  what  I 
want  done,”  the  patient  says,  “In 
the  event  of  X,  this  is  who  1 want 
to  decide.”  Instead  of  attempting 
to  anticipate  particular  decisions 
years  in  advance  of  their  actual- 
ity, instead  of  attempting  to  antic- 
ipate the  state  of  medical  tech- 
nology in  the  distant  future,  the 
patient  is  asked  to  identify  that 
relative  or  friend  upon  whose 
good  judgment  he  most  relies, 
and  whom  he  best  trusts  to  reflect 
his  values. 

Of  particular  importance  in  the 
execution  of  a durable  power  of 
attorney  for  health  care  is  the  op- 
portunity for  the  patient  to  speak 
at  length  with  the  agent  about  his 
own  values,  religious  and  ethical 
concerns,  fears  and  hopes.  In- 
deed, the  document  provided  by 
the  Rhode  Island  statute  explic- 
itly includes  space  for  the  patient 
to  give  limiting  instructions  to  his 
agent,  if  he  chooses  to.  The  con- 
cept is  simple:  The  law  in  Rhode 
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Island  now  allows  a competent 
patient  to  designate  another  per- 
son who  will  have  the  authority 
to  make  treatment  decisions  as 
fully  as  the  patient  would  have 
had,  were  the  patient  still  com- 
petent. The  patient’s  wishes  are 
to  be  followed.  The  agent  has  no 
power  as  long  as  the  patient  is 
competent.  The  patient  retains  the 
right  to  override  the  agent,  or  to 
revoke  the  power  of  attorney. 

I think  that  the  law  is  to  the 
great  advantage  of  patients  in  that 
it  protects  patient  autonomy  as 
fully  as  possible,  consistent  with 
the  realities  of  medical  practice. 

I also  think  that  the  law  is  to 
the  tremendous  advantage  of 
physicians  and  hospitals.  The 
statute  protects  the  conscientious 
physician  who  wishes  to  follow 
his  patient’s  values.  It  tells  doctor 
and  hospital  precisely  who  has 
the  authority  to  discharge  a pa- 
tient against  medical  advice,  to 
authorize  or  refuse  to  authorize  a 
surgical  intervention  or  to  order 
the  initiation  or  the  discontinua- 
tion of  a treatment  modality.  The 
physician  or  hospital  honoring  the 
decision  of  a properly  designated 
agent  need  no  longer  worry  about 
the  relative  in  Chicago  (always  a 
lawyer)  who  hasn’t  been  involved 
in  Papa’s  treatment  in  the  past  but 
who  now  threatens  to  make  trou- 
ble if  his  wishes  aren’t  followed. 

Rhode  Island’s  Statute 

The  Legislature  has  provided  a 
specific  form  as  the  exclusive 
mechanism  for  creating  a durable 
power  of  attorney  for  health  care. 
Most  likely  this  means  that  other 
forms  of  documents  claiming  to 
be  living  wills  are  invalid.  The 
form  provides  that  the  person 
designated  as  the  agent  may  not 
be  a treating  health  care  provider, 
or  a nonrelative  employee  of  the 
treating  health  care  provider  or  fa- 
cility. The  form  need  not  be  no- 
tarized but  there  are  important 
rules  regarding  the  required  two 


witnesses.  In  particular,  health 
care  providers  and  their  employ- 
ees may  not  witness  the  docu- 
ment. Thus,  physicians  and 
nurses  should  be  careful  not  to 
act  as  witnesses.  The  authority  of 
the  agent  lasts  for  seven  years, 
unless  a shorter  term  is  provided 
for.  And,  as  noted  above,  the  form 
permits  the  patient  to  stipulate  in- 
structions which  limit  the  agent. 
For  example,  a particular  patient 
might  say  that  given  his  own  re- 
ligious views,  artificial  feeding 
should  never  be  discontinued. 
The  statute  provides  that  a court 
can  take  away  the  power  of  the 
agent  if  he  “authorizes  anything 
that  is  illegal,  acts  contrary  to  (the 
patient’s)  known  desires,  or  where 
(the  patient’s  desires)  are  not 
known,  does  anything  that  is 
clearly  contrary  to  (the  patient’s) 
best  interests.” 

Importantly,  the  statutory  form 
points  out  that  the  agent’s  au- 
thority includes,  but  is  not  limited 
to  “obtaining  or  refusing  or  with- 
drawing life-prolonging  care, 
treatment,  services,  and  proce- 
dures.” This  language  and  other 
aspects  of  the  statute  constitute 
explicit  legislative  recognition  of 
the  authority  of  a competent  pa- 
tient (or  of  his  properly  desig- 
nated agent)  to  refuse  or  discon- 
tinue life-sustaining  treatment. 

What  Is  To  Be  Done? 

House  staff  in  Brown  University 
hospitals  report  that  they  rarely 
see  the  durable  power  of  attorney 
for  health  care  being  utilized.  This 
is  unfortunate  from  the  point  of 
view  of  both  patients  and  health 
care  providers. 

It  is  essential  that  each  hospital 
in  Rhode  Island  develop  a set  of 
procedures  for  determining 
whether  patients  have  executed  a 
durable  power  of  attorney,  for 
charting  that  information,  and  for 
evaluating  whether  the  document 
complies  with  the  law.  Certainly 
resident  physicians  called  to  a 
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patient’s  bedside  should  not  be 
asked  to  determine  whether  a 
document  being  shown  to  them 
for  the  first  time  is  legally  valid. 
Each  hospital  will  want  to  consult 
its  attorney  and  risk  management 
department  as  to  what  proce- 
dures will  protect  both  the  insti- 
tution and  its  patients. 

1 suggest,  finally,  that  physi- 
cians in  private  practice  should 
routinely  inform  patients  that  this 
opportunity  exists  in  Rhode  Is- 
land. Certainly  in  many  types  of 
practice  it  is  easily  predictable 
that  the  patient  may  become  in- 
competent in  the  foreseeable  fu- 
ture. The  physician  can  gently  but 


effectively  help  his  or  her  patients . 
to  consider  the  desirability  of 
clarifying  their  personal  views, 
and  of  speaking  frankly  with  loved 
ones  about  possible  contingen- 
cies before  they  occur.  Physi- 
cians who  have  not  yet  studied 
the  statutory  form  for  creating  a 
durable  power  for  health  care 
(Rhode  Island  Public  Law,  Chap- 
ter 86-190)  may  obtain  one  from 
their  own  attorneys,  from  the 
Rhode  Island  Department  of 
Health,  or  the  Rhode  Island  De- 
partment of  Elderly  Affairs. 

Physicians  who  value  the  par- 
ticipation of  their  patients  in  treat- 
ment decisions,  physicians  whose 


professional  ethics  include  a 
conception  of  shared  decision- 
making, will  want  to  encourage 
their  patients  to  make  use  of  the 
opportunity  for  providing  ad- 
vanced directives. 
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Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  Information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  tor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied;  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
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Fifty  Years  Ago 
(March,  1940) 

The  lead  article  is  the  presidential 
address  given  by  Harry  C.  Mes- 
singer,  MD  to  the  Providence 
Medical  Association.  The  article 
notes  that  “ on  the  night  of 
January  31,  1848,  a few  physi- 
cians met  at  the  office  of  Dr  H.W. 
Rivera  in  Providence,  to  form  a 
city  medical  society.  We  have  just 
concluded  the  ninety-second  year 
in  the  life  of  this  Association. 
Now,  with  over  500  members,  we 
meet,  as  did  those  few,  to  discuss 
the  medical  problems  of  the  day, 
and  as  is  written  in  the  Act  of  In- 
corporation, for  ‘the  advance- 
ment of  sound  medical  science 
and  the  promotion  of  the  char- 
acter, interest  and  honor  of  the 
medical  fraternity.’  ” The  address 
discusses  committee  activities, 
the  inauguration  of  Blue  Cross 
service  in  Providence,  the  efforts 
to  diminish  tuberculosis  in  the  ur- 
ban community,  and  the  idea  of 
creating  a volunteer  blood  do- 
nors bureau  with  a local  radio  sta- 
tion. The  author  quotes  a profes- 
sor from  a university  in  a 
neighboring  state  who  blamed  the 
medical  profession  for  having 
saved  the  lives  of  “hundreds  of 
thousands  of  debilitated  orga- 
nisms which  are  adding  to  the 
burden  of  society  by  reproducing 
more  and  worse  offspring.  Medi- 
cine today  is  an  extension  of  the 


maternal  instinct  mixed  up  with 
scientific  techniques.  It  operates 
in  an  odor  of  sanctity  and  form- 
aldehyde.” Messinger  derides  this 
attitude  and  affirms  that  the  pur- 
pose of  medicine  is  to  treat  in- 
dividuals, to  care  for  the  sick  and 
to  prevent  illness,  and  to  “ . . . let 
the  fuehrers  and  the  supreme 
commissars  do  the  purging.” 
R.O.  Bowman  provides  an  ar- 
ticle on  sulfanilamide  therapy  at 
Rhode  Island  Hospital,  summa- 
rizing all  cases  which  have  been 
treated  with  sulfanilamide,  sul- 
fapyridine  or  neoprontosil  before 
July  1,  1939.  This  paper  is  a sum- 
mary of  an  earlier  oral  presenta- 
tion given  to  the  W.W.  Keen  Club 
of  Rhode  Island.  The  article  does 
not  indicate  the  identity  of  the  in- 
fective organisms  but  notes  mor- 
tality rates  of  57%  in  treated  cases 
of  cardiac  infection  and  50%  in 
treated  cases  of  meningitis.  On 
the  basis  of  a retrospective  anal- 
ysis of  241  cases  treated  with  sul- 
fanilamide, the  author  con- 
cludes: “(1)  Therapy  with 

sulfanilamide  has  been  of  defi- 
nite value  in  the  treatment  of  bac- 
terial infections.  It  does  not  work 
in  all  cases  but  a high  blood  level 
may  give  a good  result  when  a 
low  level  is  of  no  value.  (2)  One 
cannot  predict  blood  levels  from 
the  dosage  given  and  the  only  way 
to  be  sure  that  absorption  is  ad- 
equate for  activity  is  to  determine 
the  blood  level  by  change  in  dos- 
age if  indicated.  It  may  be  nec- 


essary to  supplement  oral  therapy 
with  intravenous  therapy  in  some 
cases.  (3)  Low  levels  are  occa- 
sionally sufficient  to  give  a good 
result,  and  in  some  cases  high 
levels  are  still  inadequate  to  com- 
bat infection.  (4)  With  decreased 
kidney  function  the  drug  is  ex- 
creted more  slowly.  (5)  Meth- 
emoglobinemia with  resultant  de- 
creased O2  carrying  capacity  and 
progressive  anemia  are  the  two 
outstanding  complications  of 
therapy.” 

The  lead  editorial  discusses  the 
distinguished  and  honored  role 
of  the  renowned  surgeon.  Dr  W.W. 
Keen,  in  the  American  medical 
profession,  noting  that  Keen  was 
a graduate  of  Brown  University 
and  was  a member  of  its  Board 
of  Trustees  and  a Fellow  until  his 
death  in  1932.  In  his  honor,  a 
group  of  young  doctors  in  Provi- 
dence organized  the  W.W.  Keen 
Club  in  1925.  The  editorial  quotes 
a letter  written  by  Keen  in  his 
ninetieth  year  describing  his  per- 
sonal experience  with  diverticu- 
litis, a little  known  disease  at  that 
time.  Keen,  at  age  75  (1912),  had 
developed  nocturnal  diarrhea 
while  lecturing  in  Berlin.  He  sailed 
home  as  quickly  as  possible,  pro- 
ceeding to  Rochester,  Minnesota 
to  seek  surgical  help  from  his 
friend,  W.J.  Mayo.  Two  sigmoidal 
diverticula,  one  perforated,  were 
discovered  and  resected.  Keen 
recovered  without  incident  and 
lived  another  two  decades.  (On 


Keen’s  ninetieth  birthday  [Janu- 
ary, 1927],  the  Rhode  Island  Med- 
ical Journal  published  a com- 
memorative issue  honoring  him.) 

This  issue  of  the  Journal  lists 
the  officers  of  the  Rhode  Island 
Medical  Society  for  1940.  (Charles 
H.  Holt,  president;  Lucius  C. 
Kingman  and  Frederic  V.  Hussey, 
vice-presidents;  Guy  W.  Wells, 
secretry;  and  Jesse  E.  Mowry, 
treasurer.)  This  being  1940,  a new 
standing  committee  is  listed, 
dealing  with  matters  of  “medical 
defense.” 

The  1940  treasurer’s  report  of 
the  Rhode  Island  Medical  Society 
lists  total  expenses  as  $5,887  and 
total  income  as  $5,663.  Annual 
dues  at  this  time  are  $10.00. 

Twenty-Five  Years  Ago 
(March,  1965) 


The  lead  article  submitted  by  Alex 
M.  Burgess,  Jr.,  MD,  critically  ex- 
amines the  practice  of  news  me- 
dia in  associating  snow  shoveling 
with  sudden  death.  The  author 
begins  with  the  Providence  Jour- 
nal headline  of  January  15,  1964 
which  reads,  “Blizzard  Leaves  1 1 
Dead  in  State,”  and  points  out  that 
one  of  these  1 1 was  struck  by  a 
snow  removal  truck,  one  had  died 
of  exposure  and  one  died  while 
he  was  telephoning  for  help  when 
his  car  had  entered  a snow  drift. 
The  medical  histories  of  the  re- 
maining eight  cases  were  care- 
fully reviewed  and  the  families  in- 
terviewed. Burgess  concludes: 
“Since  in  a population  the  size  of 
Rhode  Island’s  sudden  death  is 
almost  a daily  occurrence,  it  is 
not  an  easy  task  to  decide  whether 
a particular  set  of  circumstances 
has  produced  an  abnormal  num- 
ber of  them.  To  do  so  would  re- 
quire a type  of  investigation  which 
so  far  has  not  been  satisfactorily 
done.  Furthermore  even  if  we  as- 
sume that  physical  exertion  of  an 
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acute  and  unaccustomed  sort 
does  pull  the  trigger  and  set  in 
motion  the  mechanism  of  sudden 
cardiac  death,  there  remains  the 
possibility  that  had  it  not  done  so, 
the  same  medical  catastrophe 
might  have  appeared  hours  or 
days  later  during  some  lesser  ac- 
tivity, or  even  at  rest.  It  seems  most 
unlikely  that  any  of  the  individu- 
als reported  here  would  have  sur- 
vived for  long  periods  merely  be- 
cause of  refraining  from  the 
particular  activity  which  brought 
them  to  journalistic  attention.  This 
report  does  nothing  to  resolve 
these  difficult  problems,  but 
merely  suggests  suspension  of 
judgment  pending  better  evi- 
dence. Since  only  three  of  the 
deaths  occurred  in  cases  where 
there  was  no  known  heart  dis- 
ease, since  the  total  number  was 
not  demonstrably  abnormal,  and 
since  other  storms  which  fol- 
lowed were  not  associated  with 
any  such  deaths,  it  seems  unnec- 
essary to  base  any  opinion  on  the 
impression  created  by  the  press 
report.” 

A case  of  infantile  cortical  hy- 
perostosis is  reported  by  Drs  Ed- 
ward Spindell  and  Jay  Orson,  and 
two  cases  of  eruptive  diabetic 
xanthoma  are  offered  by  Drs  Ben- 
cel  Schiff  and  Nathan  Sonkin. 

A paper  is  presented  by  Alfred 
Fireman,  MD  describing  an  exten- 
sion course  in  psychiatry  for  non- 
physicians. Using  the  Brown  Uni- 
versity Extension  School  Pro- 
gram, 79  adults  from  the  Rhode 
Island  community  enrolled  in  a 
course  designed,  “ ...  to  recog- 
nize mental  illness  as  a disorder 
with  psychological  as  well  as 
physiological,  emotional  as  well 
as  organic,  and  social  as  well  as 
individual  effects.” 

A brief  historic  paper  is  pre- 
sented describing  the  life  and  sci- 
entific contributions  of  Dr  Henry 
Bence  Jones  (1814-1873).  This 
great  nineteen  century  physician 
(his  London  practice  included 


such  personages  as  Darwin,  Far- 
aday and  Huxley)  is  best  known 
as  the  scientist  who  applied  the 
principles  of  chemistry  to  the 
practice  of  bedside  medicine. 
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PHYSICIANS  IN  THE  NEWS 


Doctor  Edward  E.  Cureton,  As- 
sociate Director  of  Landmark 
Medical  Center’s  Psychiatry  Pro- 
gram, recently  attended  the  So- 
viet-American  Psychiatry  Confer- 
ence in  Russia.  Focusing  on 
psychopharmacology  and  biolog- 
ical psychiatry,  the  conference 
provided  an  educational  program 
designed  to  allow  a comparative 
study  between  Russia  and  Amer- 
ican health  systems.  American 
physicians  had  the  opportunity  to 
visit  the  Moscow  Psychiatric  In- 
stitute, an  outpatient  clinic  in 
Leningrad  and  mental  health  fa- 
cilities in  several  Russian  cities. 

• • • 


The  American  Board  of  Psychia- 
try and  Neurology  recently 
awarded  board  certification  in 
psychiatry  to  Doctor  Joseph  F. 
Acquaviva.  Doctor  Acquaviva  is 
a general  psychiatrist  specializ- 
ing in  anxiety  and  depressive  dis- 
orders in  adults. 

• • • 

Recent  appointments  at  Memo- 
rial Hospital  include  Doctor 
Alicia  D.H.  Monroe  as  assistant 
residency  director  of  the  Family 
Medicine  Residency  Program. 
Doctor  Wallace  L.  Akerley,  III 
has  been  appointed  to  Memo- 
rial’s division  of  hematology/on- 
cology in  the  department  of  med- 
icine. 


An  endocrinologist  at  the  Provi- 
dence VA  Medical  Center  and  As- 
sistant Professor  in  the  Brown 
University  Program  in  Medicine, 
Doctor  Sudhir  Bansal  has  been 
awarded  a $121,000  grant  to  in- 
vestigate the  cause  of  sexual  dys- 
function in  males  with  hyperten- 
sion. Doctor  John  Wincze,  Chief 
of  the  medical  center’s  Psychol- 
ogy Service  and  Professor  of  Psy- 
chology at  Brown,  will  be  a co- 
investigator with  Doctor  Bansal 
on  the  project. 
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Manuscripts:  Manuscripts  will  be  accepted  foi  consid- 
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S]jecial  arrangements  niusi  be  made  with  the  editors 
for  excessive  numbers  of  illustrations.  Color  plates  are 
tiot  accejttable. 

Identification  oj  Patients:  Names,  initials  should  not  be 
used.  Use  of  numbers  is  ;t  prelerable  form  of  iden- 
tificatioti. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  attthor(s).  Reprints  may 
be  ordered  separately  (100  copies  minitmttn  order) 
and  printing  costs  will  be  charged  to  the  author(s). 

Responsibility:  Mannscripts  are  sttbjet  t to  editorial  re- 
visions as  deetned  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  thetn 
into  conformitv  with  journal  style,  which  is  in  com- 
pliance with  the  editorial  standards  of  the  AMA.  How- 
ever, tieithei  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accejtt  responsibil- 
itv  for  statements  made  or  opinions  expressed  by  anv 
contributor  in  any  article  or  feature  publishecf  in  the 
pages  of  the  journal. 

Permission:  When  matetial  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  VVdiere  work  is  re- 
ported from  a govertmiental  service  or  institution, 
clearance  by  the  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  ref  erences 
shoukf  be  limited  to  those  essential  to  the  subject.  4 he 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-sjtaced  and  numbered  as  they  appear  consecu- 
tiveh  in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
chtcfe  the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publication;  volume  number;  issue 
number;  first  and  last  page  of  jtaper;  and  date  (year, 
month,  and  da\'  as  indicated).  Each  book  reference 
must  inclucfe  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressecl  to:  Managing  Editoi , Rhode 
Island  Medical  Journal,  106  f'rancis  Street,  Providence, 
RI  02903. 


It’s  never  been  more  important  to  specily  ‘Dyazi 
Because  that’s  the  only  way  you  can  be  sure  your 
patients  will  receive  ‘Dyazide’  quality...  the  quality  that 
physicians  and  their  patients  have  trusted  for  25  years. 

‘Dyazide’— prescribe  it  with  confidence,  prescribe 
it  by  name.  Specify,  “Dispense  as  Written.”  Ask  your 
patients  to  make  sure  that’s  what  they  receive  when 
they  present  your  prescription. 

*There  is  no  bioequivalent  generic  substitute  for  ‘Dyazide’. 


It’s  never  been  more  important. 

The  unique  red  and  while  Dyazide®  capsule: 
Your  assurance  of  SK&F  quality. 


a product  of 

SK&F  LAB  CO. 

Cidra,  RR.  00639  ©sK&FLabCo..i989 


FRANCIS  A COUNTWAY  LIB  OF  MED 
EXCHANGE  OFFICE 
10  SHATTUCK  STREET 
BOSTON  MA  02115 


RHODE  ISLAND 
MEDICAL  JOURNAL 


April  1990 


Volume  73,  Number  4 


In-  Nourlot  F' 


LE  MEDECIN  HYDROPATHE 

nous  conlfnlerons  it  deux  vmes  . demain  vous  m'cn  ai 
on  mtdechm  ! . . on  nt  chaurail  jamais  Irop  donntr  It  4oi 
narhtr  tp  Jnnt  du  nam  ! . . . 


Medical  Quackery 
in  Rhode  Island 


There  must  be  a 


UNTIED 

SURGICAL  CENTERS 


The  I^fcssionals  in 
Home  Health  Care  Tquiprnet\t 


good  reason  why 
weVe  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 

doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EVE^RYTUING  for  Horne 
Health  Care  . . . which  means,  everv'thinf*  a 
patient  or  ( onvaleseent  needs  to  implement  the 
doctor's  treatment  directions.  E'or  Ostomy  and 
Oxyj>en  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospit^  Beds,  we  re  here  to 
serxe  your  patients.  Our  staff;  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  " We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  F’rocessed. 


75  BURLINGTON  ST.,  PROVIDENCE  (EAST  SIDE) 
421-6606 


380  WARWICK  AVE.,  WARWICK 
781-2166 


YOUR  SPECIALTY  IS  WORTH 
AN  EXTRA  *8/)00  A YEAR. 

If  you’re  a resident  in  any  of  the  following 
specialties: 

■ anesthesiology  ■ cardiac/thoracic  surgery 

■ orthopedic  surgery  ■ pediatric  surgery 

■ general  surgery  ■ peripheral/vascular 

■ neurosurgery  surgery 

■ colon/rectal  surgery  ■ plastic  surgery 
you  could  be  eligible  for  an  $8,000  annual  stipend 
in  the  Army  Reserve’s  Specialized  Training 
Assistance  Program. 

You’ll  also  be  using  your  skills  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals,  and  there  are  opportunities  for 
conferences  and  continuing  education. 

We  know  your  time  is  valuable,  so  we’ll  be 
flexible  about  the  time  you  serve.  Your  immediate 
commitment  could  be  as  little  as  two  weeks  a year, 
with  a small  added  obligation  later  on.  If  you’d  like  to  talk  to  an  Army  Reserve  physician,  or  if  yf)u’d  like  more 
information  about  the  stipend  program  or  other  medical  opportunities,  call  our  experienced  Army  Reserve 
Medical  Counselor: 


BE  ALL  YOU  CAN  BE.^ 

ARMY  RESERVE 


CAPTAIN  JOHN  GRIMES 
(203)  624-5325 
call  collect 


RHODE  ISLAND 
MEDICAL  JOURNAL 


EDITORIAL  STAFF 

Stanley  M.  Aronson,  MD 

Editor-in-Chief 

Kimberlv  J.  Allyn 

Managing  Editor 
Seebert  J.  Goldowsky,  MD 
Editor-in*Chief  Emeritus 
John  E.  Farrell,  ScD 

Managing  Editor  Emeritus 

EDITORIAL  BOARD 

♦Edward  R.  Feller,  MD 
Chairman 


^Joseph  Amaral,  MD 
♦Stanley  M.  Aronson,  MD 
Paul  Calabresi,  MD 
♦Richard  A.  Carleton,  MD 
♦James  P.  Crowley,  MD 


Volume  73,  Number  4 April  1990 

TABLE  OF  CONTENTS 


137  EDITORIALS 

Combatting  Medical  Quackery:  Health  Professionals’ 

Responsibility,  A Symposium 

Peter  A.  Holtmann,  MD 

New  England’s  Patent  Medicines 

CONTRIBUTIONS  — Guest  Editor, 

Peter  A.  Holtmann,  MD 

141  Combatting  Medical  Quackery:  A Message  to  the 
Physicians  of  Rhode  Island 

H.  Denman  Scott,  MD 


Margaret  Coloian,  MSJ 
RIMS  Director  of  Communications 
‘Peter  A.  Hollmann,  MD 
‘Frank  J.  Schaberg,  Jr.,  MD 
*Fred  J.  Schiffman,  MD 
William  J.  Waters,  Jr.,  PhD 
‘Member  of  Publications  Committee 


145  Medical  Quackery  in  Rhode  Island:  The  Perspective 
of  State  and  Federal  Drug  Control  Agencies 

Paula  B.  Fairfield 

Charles  Hachadorian,  Jr,  MPA,  RPh 

149  Quackery  and  the  Elderly 

Peter  A.  Hollmann,  MD 


OFFICERS 

Donald  R.  Coustan,  MD 

President 

Richard  Wong,  MD 
President-Elect 
Robert  J.  Dohrzynski,  MD 

Secretary 

Frances  P.  Conklin,  MD 

Treasurer 

Boyd  P.  King,  MD 

Immediate  Past  President 

DISTRICT  AND  COUNTY 
PRESIDENTS 


155  Pathways  and  Porches:  A Focus  on  Corridors  in 
Nursing  Homes 

Renee  Rose  Shield,  PhD 

COLUMNS 

161  UNDERSTANDING  CME 

164  HEALTH  BY  NUMBERS 

165  MONTHLY  VITAL  STATISTICS  REPORT 

167  THE  RHODE  ISLAND  MEDICAL  JOURNAL 
HERITAGE 


Richard  D.  Frary,  MD 

Bristol  County  Medical  Society 
Fred  T.  Perry,  MD 
Kent  County  Medical  Society 
Joseph  England,  MD 
Newport  County  Medical  Society 
Frank  J.  Schaberg,  Jr.,  M.D. 

' Pawtucket  Medical  Association 

j Elaine  B.  Fain,  MD 

i Providence  Medical  Association 

Joseph  R.  Dotolo,  MD 
I Washington  County  Medical  Society 

1 Patrick  R.  Levesque,  MD 

, i Woonsocket  District  Medical  Society 


172  PHYSICIANS  IN  THE  NEWS 

172  CME  CALENDAR 

174  INFORMATION  FOR  AUTHORS 

Cover:  A lithograph  by  Honore  Daumier  published  in  la 
Caricature,  October  30,  1842.  The  text  below  the 
drawing  states:  “The  Hydropathic  Doctor  — “Today, 
two  buckets  will  do  . . . tomorrow  you  can  bring  four. 
— Ah,  what  a fine  doctor!  . . . One  can’t  like  water  too 
much  . . . (aside)  I’m  only  afraid  that  it  will  end  up  by 
killing  his  taste  for  food  forever!  . . . 


Rhode  Island  Medical  Journal  is  owned  and  published  by  the  Rhode  Island  Medical  Society.  106  Francis  Street,  Providence,  Rhode  Island  02903,  Ph:  401/331-3207.  Single  copies  $2.00 
— Subscriptions  $20,00  per  year  (members  of  the  Rhode  Island  Medical  Society  — $5.00  annually).  Published  articles  represent  opinions  of  the  authors  and  do  not  necessarily  reflect  the 
official  policy  of  the  Rhode  Island  Medical  Society  unless  clearly  specified.  Advertisements  do  not  imply  sponsorship  or  endorsement  by  the  Rhode  Island  Medical  Society.  Second  class 
postage  paid  at  Providence,  Rhode  Island  and  at  additional  mailing  offices.  ISSN  0363-7913  POSTMASTER:  Send  address  changes  to  RHODE  ISLAND  MEDICAL  JOURNAL,  106  Francis 
Street.  Providence,  Rl  02903. 


RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 


136 


Rhode  Island  Medical  Journal 


EDITORIALS 


Combatting  Medical 
Quackery:  Health 
Professionals’ 
Responsibility,  A 
Symposium 

In  June  of  1989,  a group  of  reg- 
ulators, educators,  advocates  and 
consumers  convened  a confer- 
ence entitled  Combatting  Medi- 
cal Quackery:  Health  Profes- 
sionals’ Responsibility.  The 
sponsoring  agencies  included  the 
United  States  Food  and  Drug 
Administration,  the  Rhode  Island 
Medicine  Education  Committee, 
the  Rhode  Island  Consumers’ 
Council,  Brown  University,  the 
Rhode  Island  Department  of 
Health,  the  Rhode  Island  Phar- 
maceutical Association,  the 
Rhode  Island  AFL/CIO,  United 
Way,  the  United  States  Consumer 
Product  Safety  Commission,  and 
the  Rhode  Island  Department  of 
Elderly  Affairs.  The  one-day  con- 
ference, held  in  the  Ray  Confer- 
ence Center,  Butler  Hospital,  had 
a stated  goal  to  “provide  infor- 
mation about  questionable  prod- 
ucts and  treatments,  those  agen- 
cies to  which  the  provider  can 
report  suspect  treatments,  and 
most  importantly,  better  com- 
munication methods  between  the 
health-care  provider  and  health- 
care consumer.”  Participants  in- 
cluded representatives  of  the 
sponsoring  organizations  as  well 
as  the  Rhode  Island  Attorney  Gen- 
eral’s Office,  a medical  editor  of 
a local  television  station,  and  a 
dietician. 

This  issue  of  the  Journal  fea- 
tures three  papers  selected  from 
the  conference  proceedings.  The 
papers  clearly  present  the  issue 


of  medical  quackery  as  a big  busi- 
ness and  mounting  problem. 
Though  occasionally  so  outland- 
ish as  to  seem  humorous,  the 
medical  harm  to  individuals 
makes  this  a very  real  issue  call- 
ing for  serious  thought  by  prac- 
ticing physicians. 

As  in  so  much  of  medicine,  the 
physician  must  accept  his  or  her 
role  as  an  educator  if  we  are  to 
combat  this  problem.  The  intro- 
duction to  the  American  Medical 
Association  annotated  bibliog- 
raphy on  alternative  therapies, 
unproven  methods  and  health 
fraud'  gives  the  following  sound 
advice  to  the  health-care  provider 
when  the  patient  discusses  a 
questionable  health  pursuit: 

1.  Ask  yourself  why  the  person  is 
telling  you  this  story. 

2.  Hear  the  person  out. 

3.  Watch  your  attitude. 

4.  Be  careful  what  you  say. 

5.  Turn  your  new  insight  into  a 
person’s  motives  to  that  per- 
son’s advantage  in  helping 
them  deal  with  health  related 
anxieties. 

It  is  our  hope  that  these  papers 
will  inform  and  motivate  the  med- 
ical community  to  combat  med- 
ical quackery. 

Peter  A.  Hollmann,  MD 
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New  England’s  Patent 
Medicines 

This  issue  of  the  Journal  dis- 
cusses medical  quackery,  partic- 
ularly as  it  persists  in  Rhode  Is- 
land. ‘Quack’  is  a curious  bit  of 
jargon,  defined  usually  as  a pre- 
tender to  medical  skills  and  one 
who  boasts  of  access  to  won- 
drous cures.  Its  origins  are  found 
in  the  sixteenth  century  Dutch 
word,  qwakzalver,  the  German 
cognate,  Quacksalber,  and  the 
English,  quacksalver,  all  mean- 
ing a person  who  boasts  [quacks] 
about  the  merits  of  his  salves 
[ointments]. 

In  usage,  ‘quacksalver’  was 
quickly  abbreviated  to  ‘quack’  as 
the  noun  describing  a medical 
charlatan  or  mountebank.  Char- 
latan carries  a somewhat  broader 
meaning  suggesting  more  an  un- 
scmpulous  salesperson,  the  word 
rooted  in  the  Italian,  ciarlatano, 
a babbler  or  prattler.  The  origins 
of  mountebank  are  also  found  in 
the  Italian,  montambanco,  an 
itinerant  charlatan  who  mounts  a 
bench  when  selling  his  wares. 

As  literacy  advanced  in  nine- 
teenth century  New  England, 
roadside  leaflets  and  newspaper 
advertisements  replaced  the  hu- 
man voice  as  the  persuasive  me- 
dium for  health  care  fraud.  The 
current  problems  of  medical 
quackery  in  Rhode  Island  are  not, 
therefore,  the  itinerant  charlatan 
or  the  individual  mountebank 
dispensing  snake  oil  from  the 
back  of  a wagon.  Rather,  the  dan- 
ger lingers  in  the  various  adver- 
tising media  which  now  hawk  un- 
proven, worthless,  and  even 
occasionally  harmful,  health  care 
products. 
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New  England  has  contributed 
materially  to  the  lore  of  medical 
quackery'.  During  the  nineteenth 
century  some  of  the  leading  pur- 
veyors of  worthless  medications 
started  their  operations  in  this  re- 
gion. Neither  the  content  nor  the 
claims  of  their  patent  medicines 
were  subject  to  any  external  reg- 
ulation. Their  ‘active’  ingredients 
were  often  extracts  of  celery,  sar- 
saparilla or  coca  leaves.  Virtually 
all  contained  substantial  concen- 
trations of  ethyl  alcohol  ex- 
plained as  a necessary  solvent  for 
the  vegetable  extracts  and  as  a 
means  of  preventing  the  medi- 
cation from  freezing  in  the  winter. 
Few  of  these  original  nineteenth 
century  compounds  have  sur- 
vived but  their  memory  still  per- 
sists in  carbonated  drinks  con- 
taining celery  tonic,  sarsaparilla 
and  the  colas. 

Sarsaparilla  {Aralia  nudicau- 
lis)  was  introduced  during  the 
early  years  of  the  last  century  as 
a “natural  remedy”  for  the  unde- 
fined ills  and  sluggishness  ex- 
perienced during  early  spring- 
time. It  was  advocated  as  a tonic 
to  counteract  fatigue,  to  purify  the 
blood  and  to  cure  numerous 
chronic  ailments  and  infections. 
In  1841,  James  C.  Ayer,  a newly 
graduated  physician,  purchased 
a small  pharmacy  in  Lowell,  Mas- 
sachusetts and  invested  his  ener- 
gies and  funds  in  a line  of  home 
remedies.  The  Ayers’  Extract  of 
Sarsaparilla  became  the  most  fa- 
mous and  profitable  product  of 
his  pharmaceutical  factory,  at  its 
peak  manufacturing  in  excess  of 
600,000  doses  daily.  The  formula, 
according  to  its  label,  contained 
the  following  substances  in  a fluid 
base  of  21  percent  ethyl  alcohol: 


fluid  extract  of  sarsaparilla  3 oz 
fluid  extract  of  stillingia  ....  3 oz 
fluid  extract  of  of  yellow 

dock  3 oz 

fluid  extract  of  May  apple  . . 3 oz 
sugar 1 oz 


[)otassium  iodide  90  gr. 

ferric  iodide  19  gr. 


Ayer’s  entrepreneurial  and 
managerial  talents  were  legend- 
ary and  his  enterprises  pros- 
pered. He  became  one  of  Low- 
ell’s most  respected  and  wealthy 
citizens.  Upon  his  death,  the 
nearby  Massachusetts  town  of 
Ayer  was  renamed  in  his  honor. 
Despite  these  successes,  none  of 
the  botanical  compounds  used  in 
the  various  sarsaparilla  formula- 
tions have  ever  been  found  to  have 
any  therapeutic  value  except  for 
those  competitor  celery  tonics 
containing  the  cathartics,  cascara 
and  senna. 

No  historic  or  mythologic  evi- 
dence exists  to  suggest  that  ex- 
tracts of  celery  contain  agents 
which  strengthen  the  brain  and 
nerves.  Wells  and  Richardson, 
Civil  War  veterans  whose  busi- 
ness zeal  brought  them  to  the 
wholesale  drug  business,  never- 
theless began  to  manufacture  a 
celery  compound,  the  formula  for 
which  they  had  purchased  from 
a Vermont  widow  named  Mrs. 
Paine.  Through  the  genius  of  ad- 
vertising [particularly  in  free 
pamphlets  distributed  in  New 
England  drug-stores]  their  Paine’s 
Celery  Compound  emerged  as 
one  of  the  leading  proprietaries 
for  “nervous  diseases”  in  the 
United  States.  The  compound 
contained  21  percent  ethyl  alco- 
hol as  well  as  some  celery  tonic, 
hops  and  coca.  The  manufactur- 
ers were  particularly  proud  of  the 
coca  content  and  proclaimed  that 
this  was  the  very  same  product 
which  South  American  Indians 
chewed  to  provide  them  with  un- 
usual strength  and  a means  of  for- 
getting their  misfortunes. 

In  1843  a young  school  teacher 
in  Lynn,  Massachusetts,  Lydia 
Estes,  married  Isaac  Pinkham.  She 
resigned  her  teaching  position, 
leaving  to  her  husband  the  duties 
of  supporting  the  family.  In  one 


of  his  many  failed  business  ven- 
tures, he  was  left  with  a vegeta- 
ble-based remedy  described  as  a 
cure  for  the  ailments  of  females. 
His  wife  Lydia  assumed  respon- 
sibility for  the  formula,  modified 
it  somewhat  in  her  kitchen  and 
dispensed  it  periodically,  without 
fee,  to  family  and  neighbors.  Its 
commerical  utility  was  not  appre- 
ciated for  years,  but  when  finally 
Lydia  E.  Pinkham’s  Vegetable 
Compound  was  marketed,  now 
fortified  by  18  percent  alcohol,  its 
sales  brought  it  to  the  forefront  of 
patent  medicines.  Through  crea- 
tive advertising  the  compound 
found  a ready  and  eager  market 
throughout  the  United  States  and 
in  virtually  every  country  acces- 
sible to  commercial  shipping. 
This  herbal  compound  used  for  a 
spectrum  of  “female  complaints” 
became  a household  necessity  in 
millions  of  homes  and  a symbol 
of  reliant  self-help  in  a culture 
which  regarded  organized  medi- 
cine with  much  skepticism.  Lydia 
Pinkham  died  at  age  62  but  her 
patent  medicine  lived  on  for  many 
more  decades  and  her  name  be- 
came synonymous  with  Mother 
Nature’s  bountiful  health  aids. 

By  the  onset  of  this  century, 
America  was  witness  to  increas- 
ing numbers  of  fraudulent  and 
occasionally  harmful  products 
flooding  its  unregulated  market- 
place. Many  were  laced  with  var- 
ious opiate  and  coca-leaf  alka- 
loids and  alcohol  was  the  near- 
universal  diluent.  The  names  of 
these  proprietaries  remain  in 
faded  barnside  advertisements, 
attic  magazines  and  history  texts, 
names  such  as  swamp-root  com- 
pound, Kickapoo  Sagwa  [first  sold 
in  Providence,  RI],  Pitcher’s  Cas- 
toria,  little  liver  pills,  Warner’s 
Kidney  Cure,  Hadacol,  Katonka, 
and  the  various  Universal  Balms. 
Congressional  investigation  of  the 
patent  medicine  industry,  during 
the  first  decade  of  this  century  saw 
Rhode  Island’s  Senator  Nelson 
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Aldrich  resolutely  opposing  the 
enactment  of  the  Federal  Pure 
Food  and  Drug  Act,  while  the 
American  Medical  Association, 
and  its  membership  of  135,000 
physicians,  urgently  demanded  its 
passage.  The  AMA  position  pre- 
vailed and  the  bill  was  signed  into 
law  by  President  Theodore  Roo- 
sevelt in  1906. 

The  many  recent  advances 
achieved  by  medicine  cannot  hide 
our  residual  inabilities,  particu- 
larly in  curing  chronic  ailments 
of  the  elderly.  Human  credulity 
and  these  therapeutic  limitations 
become  the  two  fertile  substrates 
for  those  who  seek  quick  mira- 
cles and  for  those  who  would  ex- 
ploit such  persons. 

Stanley  M.  Aronson,  MD 


Response  to  Editor’s 
Mailbox:  RIMJ,  March, 
1990 

Re:  Detoxification  of 
the  Chemically 
Dependent  Patient 

1 greatly  appreciate  your  kind 
comments  on  my  paper  on  de- 
toxification of  the  chemically  de- 
pendent patient,  and  1 would  like 
to  comment  on  your  concerns 
about  the  lack  of  facilities  for  de- 
toxification of  indigent  patients. 
A very  substantial  number  of  pa- 
tients presenting  for  detoxifica- 
tion to  Emergency  Departments 
do  not  require  medical  detoxifi- 
cation, and  could  be  managed  in 
a social-setting  detoxification 
program.  It  is  clear  that  there  is  a 
need  for  increased  beds  at  this 
facility,  and  probably  the  creation 
of  similar  facilities  in  other  parts 
of  the  state.  Such  social-setting 
programs  can  be  operated  at  sub- 
stantial savings  over  medical  fa- 
cilities, and  can  provide  safe  and 
effective  services  for  patients,  in- 


cluding referral  to  rehabilitation 
programs.  1 support  your  efforts 
to  alert  public  officials  to  this 
need.  Many  of  us  who  work  in  the 
field  of  chemical  dependency 
have  repeatedly  communicated 
this  point  to  the  same  officials. 

1 am  concerned,  however,  at  the 
concept  that  indigent  patients 
with  a need  for  medical  detoxi- 
fication should  be  referred  to 
some  other  facility  as  a matter  of 
course.  1 know  of  no  other  med- 
ical condition  where  the  patient’s 
level  of  insurance  coverage 
should  dictate  whether  they  are 
admitted  to  a hospital  when  they 
present  to  an  emergency  depart- 
ment. As  the  internist  in  charge 
of  admission  to  a hospital-based 
detoxification  and  early  treatment 
program,  1 frequently  communi- 
cate with  area  Emergency  Service 
physicians.  1 have  been  involved 
in  cases  where  patients  who  are 
intoxicated  and  have  medical  or 
psychiatric  problems  which  might 
render  detoxification  dangerous 
or  even  lethal  are  sent  out  of 
Emergency  Rooms  without  treat- 
ment, because  my  facility  did  not 
have  an  available  bed,  and  the 
State  facilities  were,  as  usual,  fully 
occupied. 

1 do  not  understand  why  alco- 
holic and  other  chemically  de- 
pendent patients  should  be  re- 
fused care,  and  why  hospitals  do 
not  accept  the  responsibility  of 
providing  that  care.  There  are  no 
longer  leprosaria  and  tuberculo- 
sis sanitaria,  but  there  still  ap- 
pears to  be  a need  for  similar  out- 
of-the-way  places  in  which  to  hide 
our  chemically  dependent.  The 
care  needed  by  these  patients  is 
neither  so  specialized  nor  com- 
plicated as  to  require  such  refer- 
ral, except  in  extraordinary  cases. 
The  underlying  problem  is  the 
negative  attitudes  so  often  prev- 
alent in  health  professionals  to- 
wards these  patients,  and  the  lack 
of  training  and  knowledge  base 
in  the  addictions  in  medical  and 


nursing  schools.  That  negative 
stereotypes  are  often  reality-based, 
that  many  of  these  patients  can 
be  difficult  and  disagreeable,  does 
not  justify  the  abrogation  of  our 
professional  responsibilities  to- 
wards them. 

1 do  agree  that  additional  facil- 
ities for  both  social  setting  and 
medical  detoxification  are 
needed.  1 would  like  to  see  our 
hospitals  recognize  their  own  re- 
sponsibility in  this  area,  and  help 
train  their  staff  in  the  manage- 
ment of  the  chemically  depend- 
ent, so  that  attitudes,  skills  and 
behaviors  can  be  altered  to  pro- 
vide improved  care.  There  is  a 
drug  epidemic  (which  includes 
alcohol)  in  America.  It  will  not  be 
solved  by  a fortress  mentality  in 
which  the  victims  of  the  epidemic 
are  relegated  to  the  modern 
equivalent  of  Bedlam.  The  “not- 
in-my-backyard”  (NIMBY)  men- 
tality extends  to  hospitals  as  well 
as  to  neighborhoods. 

Alan  A.  Wartenberg,  MD,  FACP 
Coordinator  of  Medical  Services 
Substance  Abuse  Treatment 

Center 

Assistant  Professor  of  Medicine 
Brown  University 


It  brings  out  the  best  in  all  of  us 
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Combatting  Medical  Quackery: 

A Message  to  the  Physicians  of  Rhode  Island 

H.  Denman  Scott,  MD,  MPH 

It  takes  an  effort  of  will  to 
recognize  that  medical 
quackery  today  is  big  busi- 
ness . . . 


As  Director  of  the  Rhode  Island 
Department  of  Health,  1 am  grate- 
ful to  the  Journal  for  the  oppor- 
tunity to  share  my  views  concern- 
ing a significant  health  issue, 
medical  quackery. 

As  you  might  expect,  1 view  the 
problem  from  a double  perspec- 
tive: that  of  the  clinician  and  that 
as  the  Director  of  Health  for  the 
state.  The  issues  are  essentially 
the  same  from  either  view,  but  not 
necessarily  the  conclusions,  es- 
pecially about  the  responsibility 
of  health  professionals  in  con- 
trolling these  abuses.  At  the  heart 
of  this  distinction  is  the  classical 
question:  To  what  extent  are  the 
broader  social  goals  of  medicine 
the  responsibility  of  individual 
physicians  in  their  daily  practice? 
1 hope  that  my  comments  will 
serve  to  encourage  you  to  adopt 
the  conviction  that  practicing 
physicians  have,  indeed,  both  the 
opportunity  and  the  responsibil- 
ity to  combat  medical  quackery. 

The  View  From  Private 
Practice 

From  the  beginnings  of  organized 
society,  in  all  known  cultures, 
there  has  been  an  impulse  to  seek 
the  help  of  “healers”  to  cure  ill- 


H.  Denman  Scott,  MD,  MPH,  is  Di- 
rector of  the  Department  of  Health 
of  the  State  of  Rhode  Island,  Prov- 
idence, Rhode  Island. 


ness,  repair  injury,  control  pain, 
enhance  beauty,  assure  fertility, 
delay  death.  In  some  cultures  the 
healer  has  adopted  the  attributes 
of  priest;  in  others,  magician;  in 
still  others,  wise  student  of  nature 
and  the  body.  But  the  impulse  to 
seek  help  has  been  constant  and 
remains  with  us  still.  Some  of  the 
older  attitudes  towards  the  phy- 
sician as  “healer”  persist  today 
coexisting  with  the  more  evolved 
perceptions  of  the  health  profes- 
sion. 

During  the  last  two  hundred 
years,  however,  tremendous  ad- 
vances have  been  made  in  sci- 
entific medicine,  greatly  enhanc- 
ing our  diagnostic  and  therapeutic 
skills.  Equally  significant,  the  rise 
of  scientific  medicine  and  exper- 
imental design  has  enabled  us  to 
distinguish  between  therapies 
which  work  and  those  which  do 
not.  And  while  this  new  ability  has 
now  allowed  us  to  define  the  un- 
safe, the  ineffective,  and  the 
fraudulent,  it  has  certainly  not 
eliminated  medical  quackery.  In- 
deed, the  public  continues  to  pa- 
tronize quacks  as  an  alternative 
to  modern  medicine,  and  some- 
times to  patronize  both  quackery 
and  scientific  medicine  simulta- 
neously in  seeking  treatment  for 
the  same  ills. 

Physicians  are  taught  that  their 
first  obligation  to  the  patient  is  to 
“do  no  harm.”  This  is  a sound 
precept.  It  is  also  a conservative 


one.  But  do  not  physicians  and 
other  health  professionals  also 
have  an  obligation,  when  they  see 
their  patients  pursuing  a harmful 
course  of  self-treatment,  to  advise 
them  to  desist?  In  theory  1 think 
we  would  all  agree,  but  in  prac- 
tice many  of  us  do  not.  Why  do 
we  hesitate  to  intervene?  And  why, 
so  often,  do  we  avoid  the  pro-ac- 
tive role?  If  quackery  persists,  is 
it  not  with  the  tacit  complicity  of 
physicians,  nurses  and  pharma- 
cists? We  must  understand  the 
basis  for  this  complicity  if  we  are 
to  alter  our  approach. 

Partly,  1 think,  we  are  prisoners 
of  a semantic  heritage.  The  very 
term  which  we  use  for  this  med- 
ical abuse  — quackery  — has  a 
vaguely  comic  sound,  due  per- 
haps to  some  subliminal  associ- 
ation with  the  antics  of  Donald 
Duck.  There  is,  thus,  a tendency 
for  us  to  underrate  its  serious- 
ness. Yet  quackery  is  a very  se- 
rious business  indeed  with  tre- 
mendous health  and  monetary 
implications  for  society. 

The  Oxford  Dictionary  defines 
a quack  as:  “An  ignorant  pre- 
tender to  skill,  especially  in  med- 
icine; a charlatan.”  Many  of  us 
still  define  quackery  as  the  pre- 
tensions of  a misguided  individ- 
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ual  who  believes  in  his  unique 
powers  or  nostrums,  or  alterna- 
tively, the  cynical  entrepreneur 
selling  snake  oil  from  the  back  of 
a medicine-show  wagon.  It  takes 
an  effort  of  will  to  recognize  that 
today’s  quackery  is  big  business, 
the  commercial  exploitation  of 
human  frailties,  wishful  thinking, 
gullibility,  hope,  and  despair. 
There  is  a great  deal  of  money  to 
be  made  from  the  countless  hu- 
man dramas  of  failed  expecta- 
tion, and  not  a few  corporate  em- 
pires are  based  on  the  heartless 
pursuit  of  profits  from  this  source. 
Useless  and  even  dangerous 
products  have  superceded  “ig- 
norant pretenders  to  skill”  as  the 
largest  part  of  the  problem. 

Then,  too,  health  professionals 
have  an  understandable  reluc- 
tance to  interfere  in  the  private 
lives  of  their  patients  if  they  be- 
lieve that  the  patient  will  resent 
such  interference.  Physicians  are 
wary  of  seeming  to  condemn  a 
competing  source  of  care,  for  fear 
of  drawing  the  charge  that  they 
are  only  trying  to  maintain  a prof- 
itable monopoly. 

At  the  height  of  the  McCarthy 
era,  one  of  the  characters  in  Walt 
Kelley’s  Pogo  says,  in  resisting  the 
officious  efforts  of  government  to 
“protect”  him,  that  in  a democ- 
racy the  people  have  a “right  to 
make  damn  fools  of  themselves.” 
We  are  all,  physicians  and  pa- 
tients alike,  the  captives  of  this 
democratic  ethos. 


Physicians  are  wary  of 
seeming  to  condemn  a 
competing  source  of  care, 
for  fear  of  drawing  the 
charge  that  they  are  only 
trying  to  maintain  a prof- 
itable monopoly. 


There  are  doubtless  instances 
in  which  the  practitioner  says,  in 
effect,  if  it  makes  patients  happier 


to  try  unorthodox  therapies,  why 
not  let  them  do  so  as  long  as  they 
aren’t  clearly  injurious?  We  are  a 
nation  given  to  health  fads:  diets, 
folk  remedies,  exercise  pro- 
grams, pills.  Since  it  is  not  always 
clear  initially  whether  a fad  is 
helpful  or  harmful,  the  medical 
practitioner  customarily  with- 
holds comment. 

The  View  From  a State 
Health  Agency 

Public  health  agencies  exist  to 
deal  with  those  societal  problems 
which  cannot  be  addressed  effec- 
tively or  assertively  by  individual 
health  professionals.  Food  and 
drug  legislation,  at  both  the  fed- 
eral and  state  level,  comes  under 
this  heading. 

The  US  Food  and  Drug  Admin- 
istration (FDA)  has  a national 
mandate  to  assure  the  safety  and 
efficacy  of  prescription  drugs.  The 
Rhode  Island  Department  of 
Health  has  a legal  mandate 
(Chapter  31  of  the  Rhode  Island 
General  Laws)  to  prevent  the  sale 
of  food,  drugs,  medical  devices 
or  cosmetics  which  are  adulter- 
ated or  misbranded.  The  exist- 
ence of  public  authorities  with 
mandates  in  these  areas  does  not 
relieve  individual  health  profes- 
sionals of  their  responsibilities. 
Indeed,  without  the  active  sup- 
port of  individual  medical  prac- 
titioners, public  authorities  are 
hampered  in  fulfilling  their  as- 
signed mission. 

We  have  established  a very 
successful  program  in  Rhode  Is- 
land which  encourages  physi- 
cians to  report  adverse  drug  re- 
actions to  the  FDA.  This  program 
was  initiated,  with  federal  fund- 
ing, because  physician  coopera- 
tion is  essential  to  a continuing 
community  monitoring  of  ap- 
proved drugs.  Yet  there  is  irony 
in  a situation  whereby  physicians 
report  adverse  reactions  to  med- 
ications which  they  have  pre- 
scribed but  they  remain  silent  in 


the  face  of  widespread  use  of 
quack  therapies  by  patients  un- 
der their  personal  care. 


The  Rhode  Island  Depart- 
ment of  Health  has  a legal 
mandate  . . . to  prevent  the 
sale  of  food,  drugs,  medical 
devices  or  cosmetics  which 
are  adulterated  or  mis- 
branded. 


Let  me  share  with  you  some  ex- 
amples of  quack  products  which 
have  been  marketed  in  Rhode  Is- 
land over  the  past  few  years: 

• So-called  “natural  will  power” 
weight-loss  systems  using  bran 
pills  and  starch  blockers. 

• Unapproved  drugs  such  as  Lae- 
trile promoted  as  cancer  cures. 

• Vitamin  combinations  pro- 
moted as  hair  restoratives. 

• So-called  oral  tanning  tablets, 
also  known  as  sun  tan  pills. 

• Products  labelled  as  steroids, 
but  not  really  drugs  of  the  ster- 
oid/anabolic class,  sold  in  con- 
nection with  muscle/building 
programs. 

• A variety  of  unproven  products 
promising  relief  for  arthritis 
pain. 

• Products  promoted  as  wrinkle 
removers,  bust  developers,  or 
sexual  aids. 

• Dermal  patches  guaranteed  to 
cause  weight  loss. 

Why  should  physicians  be  con- 
cerned about  these  products,  es- 
pecially those  which  are  directed 
toward  vanity  objectives  of  the 
consumer?  Do  they  really  consti- 
tute a health  problem?  The  an- 
swer is  assuredly  yes. 

We  are  concerned  about  the 
safety  of  any  drug  or  device  which 
is  promoted  for  health  purposes. 
We  are  probably  more  concerned 
with  over-the-counter  and  mail- 
order products  than  prescription 
drugs  because  so  little  is  really 
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known  about  many  of  them,  par- 
ticularly their  chemical  compo- 
sition, effects  of  long-term  use  or 
high  dosage,  and  potential  for  ad- 
verse interaction  with  other  drugs. 


. . . physicians  report  ad- 
verse reactions  to  medica- 
tions which  they  have  pre- 
scribed but  they  remain 
silent  in  the  face  of  wide- 
spread use  of  quack  ther- 
apies . . . 


We  are  concerned  about  any 
unorthodox  product,  device  or 
therapy  for  serious  illness  which 
might  delay  a patient’s  seeking 
medical  care  or  using  proven 
therapies. 

We  are  concerned  about  false 
claims  made  for  health  products, 
even  when  relatively  harmless, 
because  fraud  should  have  no 
place  in  the  health  industry. 

Under  Chapter  31  of  the  Gen- 
eral Laws,  Rhode  Island  Food, 
Drug  and  Cosmetic  Act,  the  De- 
partment of  Health  is  empowered 
to  identify  and  embargo: 

• poisonous  or  deleterious  sub- 
stances, 

• adulterated  drugs  or  devices, 

• misbranded  drugs  or  devices, 
including  those  labelled  in  a 
false  or  misleading  manner,  and 

• new  drugs  not  yet  determined 
to  be  safe  and  effective. 

Embargoed  products  may  not  be 
sold  pending  a court  hearing.  If 
the  court  finds  that  the  embar- 
goed products  are  in  violation  of 
the  law  they  are  destroyed.  The 
Department  enforces  these  pro- 
visions on  a continuing  basis, 
usually  in  cooperation  with  the 
US  Marshall’s  Office  and  the  FDA, 
Division  of  Drug  Control. 

There  are  limits  to  the  reach  of 
our  authority.  For  example,  the 
State  cannot  control  misleading 
advertising  which  enters  the  state 


in  publications  or  over  cable  TV; 
furthermore,  the  enforcement  ca- 
pabilities of  the  State  is  limited  by 
the  small  staff  assigned  to  this 
function.  A very  significant  limi- 
tation is  the  Department’s  inabil- 
ity to  provide  direct  counselling 
to  individuals  in  their  personal 
health  strategies.  This  is  true  not 
only  of  quack  products  and  ther- 
apies, but  also  of  unorthodox 
therapies  which  are  not  inher- 
ently dangerous  or  useless,  but 
may  be  wrong  for  them.  These  are 
areas  where  the  involvement  of 
the  individual  health  professional 
becomes  essential. 

* * * 

It  is  my  hope  that  a realization 
of  the  responsibility  of  Rhode  Is- 


land health  professionals  in  com- 
batting medical  quackery  will  lead 
to  their  increased  commitment  to: 
(1)  better  control  of  dangerous 
and  useless  products,  and  (2) 
more  aggressive  counselling  of 
their  patients  concerning  non- 
prescribed  remedies.  The  Rhode 
Island  Department  of  Health 
stands  ready  to  participate  ac- 
tively in  a strong  community  ef- 
fort directed  towards  these  ends. 


Address  correspondence  to: 
H.  Denman  Scott,  MD 
Director 

RI  Department  of  Health 
75  Dans  Street 
Providence,  RI  02908 


Fourth  Annual 
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Sheraton  Islander  Inn  and 
Conference  Center 
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American  Diabetes  Association 
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Program  in  Medicine 
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401-863-3337 


April,  1990  — Vol.  73 


143 


CLINICAL  NETWORK 


The  Margin  of  Difference  in 


Home 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 


CLINICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


Infusion  Therapy 

YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.I.  02903 


"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 

Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 

An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 

Service 

Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 

Education 
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Medical  Quackery  in  Rhode  Island: 
The  Perspective  of  State  and  Federal 
Drug  Control  Agencies 


Paula  B.  Fairfield 

Charles  Hachadorian,  Jr,  MPA,  RPh 


...  it  was  a quack  cancer 
treatment  which  led  Con- 
gress to  enact  the  first  fed- 
eral law  against  false  claims 
for  drugs. 

Health  fraud  or  medical  quackery 
is  the  promotion,  for  profit,  of 
medical  remedies  known  to  be 
false  or  unproven.  This  is  usually 
accomplished  by  falsely  repre- 
senting certain  products,  goods, 
or  alleging  them  to  be  of  aid  in 
the  cure  of  various  diseases. 
Quackery  has  existed  throughout 
history. 

Today,  few  people  remember 
that  it  was  a quack  cancer  treat- 
ment which  led  Congress  to  enact 
the  first  federal  law  against  false 
claims  for  drugs.  The  congres- 
sional intention  was  that  the  1 906 
Pure  Food  and  Drug  Act  would  do 
away  with  the  thousands  of  use- 
less and  dangerous  patent  med- 
icines on  the  market,  but  health 
fraud  has  remained  alive  and  well. 
Present  estimates  say  that  be- 
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tween  10  and  40  billion  dollars  a 
year  are  being  spent  on  bogus 
products.  Remedies  are  still  being 
advertised  which  make  all  sorts 
of  promises,  but  fail  to  work. 
Those  who  invest  their  hard- 
earned  money  in  these  worthless 
products  at  the  very  least  will  ex- 
perience both  helpless  anger  and 
frustration. 

Most  consumers  are  not  in  a 
position  to  take  legal  action 
against  promoters  of  health  fraud, 
or  even  to  know  what  action  can 
be  undertaken  to  protect  them- 
selves. Health  fraud  is  just  as 
prevalent  today  as  yesterday,  and 
because  litigation  is  significantly 
more  expensive,  public  impo- 
tence continues  to  be  a major 
problem.  Therefore,  Federal  and 
State  programs  must  focus  atten- 
tion on  this  issue.  The  volume  of 
this  and  other  problems  in  their 
jurisdiction  necessitates  a priority 
classification  system.  Priority 
classes  in  descending  order  are: 

1 . Direct  Health  Hazard  — 
These  are  products  that  can  harm 
the  user’s  health,  or  even  cause 
death.  Whatever  actions  are  nec- 
essary to  remove  these  products 
from  the  market  have  top  priority. 

2.  Indirect  Health  Hazard  — 
These  are  ineffective  products 
which,  while  not  causing  the  user 
any  direct  harm,  may  delay  or 


even  replace  proper  medical  care 
at  a time  when  it  is  needed. 

3.  Economic  Fraud  — These 
products  are  either  useless  or 
useful  products  labelled  with  ad- 
ditional unsupported  claims.  They 
pose  little  or  no  health  risk  but 
cheat  consumers  out  of  dollars 
spent  futilely. 

The  FDA’s  Boston  District 
Health  Fraud  Survey 

One  initiative  by  the  local  office 
of  the  FDA  has  been  to  search 
regional  and  national  publica- 
tions in  order  to  monitor  health 
fraud,  comparing  local  products 
to  those  promoted  elsewhere  and 
to  note  changes  in  the  nature  of 
fraudulent  claims.  This  search  has 
been  ongoing  for  three  years. 

Promotions  for  body-building 
products  or  devices  and  anti-ag- 
ing agents  rose  notably  during  the 
survey  period.  Numerous  prod- 
ucts were  identified  through  the 
search  and  removed  from  the 


Abbreviations  Used: 

AIDS:  acquired  immune  defi- 
ciency syndrome 
DMSO:  dimethyl  sulfoxide 
FDA:  Food  and  Drug  Adminis- 
tration 

GH3  rejuvenators:  anti-aging 
products 
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market  or  seized.  An  area  receiv- 
ing priority  is  the  removal  of  un- 
proven immune  booster  products 
aimed  at  AIDS  victims.  Two  Con- 
necticut firms  were  referred  to  the 
Postal  Inspection  Service  and  are 
now  out  of  business.  One  firm  was 
selling  Big  Bosom  Tablets  and  the 
other  a product  to  dissolve  vari- 
cose veins.  Inspection  by  the  FDA 
found  the  companies  to  be  one 
and  the  same. 

One  of  the  district  office’s  ac- 
tivities is  to  send  letters  to  local 
publishers  of  newspapers  when 
an  advertisement  for  a fraudulent 
product  has  been  found.  The  let- 
ter requests  that  the  publisher  not 
print  advertisements  for  such 
products,  thereby  doing  his  read- 
ers a public  service.  It  also  offers 
the  services  of  the  Consumer  Af- 
fairs Office  of  the  FDA  in  review- 
ing ads.  Response  has  been  var- 
ied. One  publisher  called  and  said 
that  he  is  in  business  to  make 
money  and  if  the  FDA  felt  the 
products  were  frauds,  why  didn’t 
the  FDA  take  out  an  advertise- 
ment saying  so.  Several  publish- 
ers called  saying  they  did  not  re- 
alize the  products  were  frauds  and 
would  be  more  careful  in  the  fu- 
ture. Others  made  no  response . 

The  Boston  District  Office  plans 
to  continue  its  annual  literature 
survey  in  order  to  identify  the  ever- 
changing  profile  of  health  fraud 
in  New  England,  to  use  the  infor- 
mation compiled  during  the  sur- 
vey to  respond  to  inquiries  about 
new  product  promotions,  and  to 
select  targets  for  appropriate  reg- 
ulatory and  administrative  follow- 
up. 

Rhode  Island  Drug  Control 

The  Division  of  Drug  Control, 
within  the  Rhode  Island  Depart- 
ment of  Health,  is  responsible  for 
the  enforcement  of  the  Food,  Drug 
and  Cosmetic  Act.  Marketing  of 
products  in  the  United  States  re- 
quires Food  and  Drug  Adminis- 
tration approval  at  the  federal 


level,  and  marketing  within  Rhode 
Island  requires  the  approval  of  the 
Director  of  Health.  The  Division 
represents  the  Director  in  matters 
of  safety  and  effectiveness  of  new 
drugs,  and  for  those  currently  in 
commerce.  The  Director  is  also 
responsible  for  post-marketing 
drug  surveillance,  and  for  matters 
of  drug  product  selection  and  ge- 
neric equivalence.  It  is  the  re- 
sponsibility of  the  Director  to  pro- 
tect the  people  of  the  State  from 
products  that  are  deceptively  la- 
belled, that  are  fraudulent,  that  are 
misbranded  or  adulterated,  or 
falsely  claim  to  prevent  or  treat 
diseases,  or  otherwise  effect 
structures  or  functions  of  the  hu- 
man body.  For  these  regulatory 
purposes  then,  these  products  are 
considered  to  be  drugs,  cosmet- 
ics or  devices. 

The  Director  of  Health, 
state  of  Rhode  Island,  is  ..  . 
responsible  for  post-mar- 
keting drug  surveillance, 
and  for  matters  of  drug 
product  selection  and  ge- 
neric equivalence. 

One  of  the  most  widely  publi- 
cized cases  in  Rhode  Island  his- 
tory involved  the  importation  of 
Amygdalin,  as  Laetrile,  into  Rhode 
Island.  Attention  was  gained  be- 
cause legislation  was  introduced 
which  would  have  exempted  this 
product  from  the  Rhode  Island 
Food,  Drugs  and  Cosmetic  Act, 
and  therefore  from  enforcement 
by  the  State  Division  of  Drug  Con- 
trol. Control  under  the  Federal 
statutes  would  have  been  effec- 
tive but  the  issue  became  one  of 
convincing  State  legislators  that 
the  regulatory  process  for  safe  and 
effective  drugs  was  necessary  to 
protect  the  public  health. 

Agents  of  the  Division  of  Drug 
Control  have  embargoed  and/or 
seized  vitamin  B-15,  ginseng,  so- 
called  natural  steroids,  DMSO,  as 


well  as  other  products  used  in 
muscle-building  and  increasing 
weight  gain  and  body  density. 
These  products  are  widely  sold  in 
health  food  stores  throughout  the 
state. 

Vitamin  B-15,  or  Pangamic 
Acid,  has  been  the  subject  of  FDA 
action  for  many  years.'  There  have 
been  Food  and  Drug  Administra- 
tion import  alerts  because  there 
is  no  vitamin  recognized  as  vita- 
min B-15.  It  is  being  promoted  as 
safe  and  effective  for  use  in  the 
cure,  mitigation  and/or  treatment 
of  a variety  of  diseases,  including 
heart  disease,  peripheral  vascular 
disease,  diabetes,  cancer,  liver 
disease,  asthma,  emphysema, 
and  alcoholism.  The  Division  of 
Drug  Control  embargoed  these 
products  as  being  misbranded.  It 
should  be  noted  that  Ernest  Krebs, 
Jr,  the  originator  of  vitamin  B-15, 
was  also  the  originator  of  Laetrile. 
Despite  the  fact  that  it  has  been 
declared  nutritionally  useless,  and 
that  the  United  States  government 
has  stated  that  it  is  illegal,  worth- 
less, and  possibly  unsafe,  it  is  still 
widely  promoted  in  health  food 
stores  in  Rhode  Island. 

Agents  of  the  Division  of 
Drug  Control  have  embar- 
goed and! or  seized  vitamin 
B-15,  ginseng,  so-called 
natural  steroids,  DMSO,  as 
well  as  other  products  used 
in  muscle-building  and  in- 
creasing weight  gain  and 
body  density. 

Dimethyl  sulfoxide,  or  DMSO, 
presents  a special  problem.  It  is 
approved  by  the  Food  and  Drug 
Administration  for  interstitial  cys- 
titis, with  proper  warnings  con- 
cerning cataract  formation.  When 
DMSO  is  sold  in  hardware  stores 
as  an  industrial  solvent,  there  are 
no  problems  with  misbranding  or 
mislabelling.  If  however,  physi- 
cians, pharmacists,  or  others  rec- 
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ommend  or  vend  the  product  for 
indications  for  which  it  is  not  le- 
gally approved,  it  is  subject  to  the 
same  embargo  as  any  other  mis- 
branded drug. 

The  desire  to  lose  weight,  grow 
hair,  and  be  free  from  wrinkles  is 
all  part  of  the  “Fountain  of  Youth 
Syndrome.”  Many  of  the  legiti- 
mate department  store  chains  that 
are  nationwide,  will  advertise 
wrinkle  creams  using  a pharma- 
cist or  other  health  professional 
as  a spokesperson.2  However,  the 
spokesperson  may  not  necessar- 
ily be  expert  in  the  biology  or 
pharmacology  of  the  conditions 
and  treatments  at  issue.  Knowl- 
edge in  one  area  is  often  capital- 
ized upon  in  a promotional  effort 
for  a product  in  an  unrelated  field. 

During  1987  and  1988,  tanning 
salons  in  the  State  of  Rhode  Is- 
land offered  skin  patches  for  diet 
control.  Millions  of  dollars  worth 
of  so-called  “Diet  Patches”  were 
seized  as  the  newest  weight-loss 
gimmick.  Tanning  salons  were 
visited  by  agents  of  the  Division 
of  Drug  Control,  and  the  product 
was  embargoed.  On  June  24, 
1 988,  the  Division  of  Drug  Control 
assisted  the  Nutrition  Service  with 
a press  release  warning  Rhode  Is- 
landers that  diet  patches  now 
being  marketed  in  the  state  did 
not  have  approval  by  the  Federal 
Food  and  Drug  Administration. 
The  press  release  went  on  to  say 
that  these  patches  mimic  legiti- 
mate prescription  transdermal 
patches  used  to  deliver  drugs  to 
the  skin  for  such  conditions  as 
motion  sickness.  “No  non-pre- 
scription patch  delivering  drugs 
or  other  substances  through  the 
skin  has  been  approved  by  the 
FDA.  ”3 

With  the  spread  of  the  AIDS  vi- 
rus, there  arises  another  class  of 
desperate  individuals  seeking 
cures  who  may  fall  for  fraudulent 
remedies.  These  remedies  now 
include  the  processed  algae,  in- 
jections of  hydrogen  peroxide. 


food  preservatives,  and  herbal 
capsules  that  were  found  to  con- 
tain chlorine  bleach  solution  as 
a wash,  and  injections  of  proc- 
essed by-products  of  the  patient’s 
own  urine."^ 

It  is  understandable  that  pa- 
tients suffering  from  terminal  dis- 
eases such  as  AIDS  might  look  to 
macrobiotic  diets,  massive  doses 
of  vitamin  C,  body  cooling  with 
deionized  water,  ozone  therapy, 
or  all  the  other  scams  currently 
being  perpetrated.  However,  the 
relatively  small  AIDS  population 
could  not  account  for  the  billions 
of  dollars  spent  on  quack  prod- 
ucts. The  teas,  starch-blockers, 
the  body  wraps,  the  hair  growers, 
the  youth  cures,  the  GH3  rejuve- 
nators,  the  liquid  protein  diets, 
and  all  the  rest,  depend  upon  for 
their  existence,  the  convincing  of 
a large  audience  to  buy.  It  is  the 
duty  of  all  health  professionals  to 
report  these  frauds,  and  to  assist 


the  appropriate  agencies  in  vig- 
orous prosecution.  This  is  done 
without  preventing  the  study  of 
new,  albeit  unconventional,  ther- 
apies. It  is  done  to  protect  the 
public  health. 
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PHYSICIANS  NEEDED 

to  provide  on-site  coverage  during  brief 
absences  from  duty  of  solo  practitioner  on 
Block  Island.  Help  needed  primarily  on 
weekends  — October- May  — and  for 
occasional  full-week  vacations  and  medical 
conferences. 

Requirements  include  valid  Rl  Medical 
License  and  malpractice  insurance.  Housing 
and  on-island  transportation  provided. 
Remuneration  details  on  request. 

Please  contact: 

Peter  G.  Brassard,  MD  or 
Nancy  W.  Greenaway 

(401)  466-2974  or 
(401)  466-2125 

PO  Box  919 

Block  Island,  Rhode  Island  02807 
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HEALTH  INFORMATION  SYSTEMS,  Inc 

Groton,  CT(800)  562-7069...W  Hartford,  CT  (203)  953-8909...Briarcliff  Manor,  NY  (9M)  762-5506...Staten  Island,  NY  (718)  698-4672 


Your  Computer  Company 


Benefits 


□ Simplified  patient  billing 

□ Improved  patient  care 

□ Reduced  paper  work 

□ Improved  collection  and  cash  flow 

□ Reduced  risk  of  professional  liability 

□ Accelerated  insurance  claims 

□ Increased  staff  productivity 

□ Savings  of  clerical  time 

□ Improved  overall  efficiency 

□ Practice  marketing 


System  Replacements  by  H I S 

1984  - 1989 


And 


□ Full  assistance  in  conversion  from  existing  systems 

□ Electronic  transfer  of  data  from  an  existing  system 

□ Interconnection  of  satellite  and  home  offices 

□ Top  rated  training,  support,  and  maintenance 

□ Single  and  multiuser  systems  up  to  31  terminals 

□ Hotline  technical  support 


For  more  information,  or  an  appointment  for  a complimentary  demonstration 


Call,  (800)  562-7069 


Tomorrow’s  Solutions  in  Today’s  Practice 


Quackery  and  the  Elderly 


Peter  A.  Hollmann,  MD 


Whether  or  not  older  per- 
sons are  more  likely  to  fall 
victim  to  quackery,  it  seems 
certain  that  they  are  more 
likely  to  be  harmed  by 
quackery. 


Elderly  persons  are  often  viewed 
as  being  at  special  risk  for  various 
fraudulent  schemes.  Not  only  are 
they  more  easily  victimized,  but 
they  are  more  severely  harmed 
when  so  victimized.  Statistics 
concerning  medical  quackery  ex- 
ploiting this  age  group  are  cause 
for  legitimate  alarm.  Estimates  in- 
dicate that  while  the  elderly  com- 
prise but  12  percent  of  the  pop- 
ulation, they  now  represent  al- 
most 40  percent  of  the  health- 
fraud  victims.'  Lest  such  a con- 
clusion be  regarded  as  an  inher- 
ently ageist  characterization,  we 
are  obliged  to  assess  more  criti- 
cally this  vulnerability  of  the  aged 
to  health-care  fraudulence. 

It  must  be  appreciated  that  ‘the 
elderly’  is  a term  which  describes 
a widely  varied  population.  In- 
deed, one  of  the  hallmarks  of  ag- 
ing is  the  acquisition  of  diverse 
biological,  behavioral  and  social 
traits.  It  is  equally  true  that  older 
individuals  are  members  of  a 
greater  society,  and  are  not  iso- 
lated from  the  trends  of  their  era. 
However,  in  considering  risks,  it 
is  not  inappropriate  to  make  gen- 
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Director  at  Zambarano  Memorial 
Hospital,  Wallum  Lake,  Rhode  Is- 
land and  a member  of  the  De- 
partment of  Medicine,  Brown  Uni- 
versity, Providence,  Rhode  Island. 


eralizations  about  groups,  under- 
standing the  limitations  of  this  in 
consideration  of  the  individual. 

Quackery  has  been  with  our  so- 
ciety always.  This  has  been  the 
case  despite  significant  increases 
in  the  average  person’s  under- 
standing of  medical  science  and 
dramatic  changes  in  that  science 
itself.  While  there  is  little  empiric 
data  as  to  why  individuals  seek 
care  from  fraudulent  providers, 
several  motivating  or  facilitating 
factors  have  been  suggested. 

Motivating  Factors 

First,  there  is  the  perceived  ben- 
efit. The  tendency  to  embrace  un- 
proven therapies  is  stronger  when 
the  affliction  is  incurable  or  life- 
threatening.  Therefore,  diseases 
such  as  the  Acquired  Immune  De- 
ficiency Syndrome  or  Alzheimer’s 
Disease  are  more  likely  foci  of  a 
product’s  promotional  strategy. 
Other  chronic  conditions  such  as 
arthritis  are  also  good  targets. 
Furthermore,  diseases  with  nat- 
urally occurring  remissions,  such 
as  the  chronic  musculoskeletal 
afflictions  or  multiple  sclerosis, 
are  particularly  susceptible  to  a 
placebo  effect.  A second  impor- 
tant factor  is  a willingness  to  con- 
sider alternative  therapies.  This 
could  stem  from  a cynical  skep- 
ticism of  traditional  medicine, 
gullibility,  or  merely  a genuine 
open-mindedness.  The  quack 


seeks  business  from  diverse 
groups  and  alters  his  sales  pitch 
to  appeal  to  selected  audiences 
that  are  willing  to  listen.  Both  the 
individual  seeking  a miraculous 
cure  from  a potent  healer  or  the 
educated,  prevention-minded 
partner  in  health  care  seeking  to 
take  control  of  his  or  her  body, 
are  potential  targets  for  the  quack. 

Age  has  the  potential  to  alter 
selected  risk  factors  for  quackery. 
It  remains  debatable  as  to  how 
much  physiological  decline  is  due 
to  normal  aging,  but  it  is  not  con- 
troversial that  the  aged  are  more 
likely  to  have  disease  and  func- 
tional impairment  than  their 
younger  counterparts.  Four  of 
every  five  community-based  per- 
sons over  65  years  of  age  have  at 
least  one  chronic  disability.  For 
example,  46  percent  of  the  elderly 
have  arthritis  and  28  percent  have 
a hearing  impairment.  Arthritis, 
hearing  impairments,  hyperten- 
sion, and  heart  conditions,  to- 
gether account  for  approximately 
60  percent  of  all  chronic  disease 
in  this  senior  population.  In  each 
case,  the  prevalence  of  these  con- 
ditions is  at  least  fivefold  greater 
than  that  of  an  under  45-year-old 


Abbreviations  Used: 

OTC:  Over  the  counter  (medi- 
cations) 
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cohort.^  More  than  50  percent  of 
the  cancers  occur  in  the  elderly 
and  5 percent  suffer  from  severe 
dementia.  Forty-four  percent  of 
those  over  85-years-old  require 
personal  care  assistance.  The 
great  majority  of  illness  in  the 
aged,  indeed,  is  chronic. 


Four  of  every  five  com- 
munity-based persons  over 
65  years  of  age  have  at  least 
one  chronic  disability.  For 
example,  46  percent  of  the 
elderly  have  arthritis  and  28 
per  cent  have  a hearing  im- 
pairment. 


Older  persons  use  health  serv- 
ices at  a greater  frequency  than 
their  younger  counterparts.  They 
account  for  39  percent  of  all  acute 
hospital  days  and  30  percent  of 
the  prescription  drug  use.  De- 
spite this,  knowledge  of  illness 
reporting  and  steps  taken  for 
health  problems  suggest  this  high 
use  represents  a surprisingly  un- 
common option  of  the  elder  per- 
son when  faced  with  an  illness. 
Nearly  90  percent  of  individuals 
interviewed  in  one  survey  had  ex- 
perienced symptoms  of  illness  in 
the  previous  month,  but  never- 
theless continued  to  report  their 
health  in  positive  terms.^ 

Individuals  over  75  years,  while 
acknowledging  more  disability 
than  the  65-74  year  old  group,  tend 
to  describe  their  health  as  better.^ 
Self  perception  of  health  is  also 
related  to  the  extent  to  which 
health  services  are  employed. 

Young  and  old  tend  not  to  con- 
sult a physician  for  the  great  ma- 
jority of  their  health  complaints. 
The  behavior  of  the  elderly  is  of 
interest,  however,  in  terms  of  their 
likelihood  to  expose  themselves 
to  unorthodox  or  improper  care. 
When  a defined  health  problem 
arises,  the  elderly  will  seek  the 
advice  of  a physician  approxi- 


mately 10  percent  of  the  time. 
They  will  use  a home  remedy  with 
equal  frequency.  This  is  distinct 
from  the  use  of  a nonprescription 
drug  which  is  depended  upon 
one-third  of  the  time.  Roughly  15 
percent  of  the  time  a prescription 
that  is  at  hand  is  used  and  in  one- 
third  of  instances,  the  symptoms 
are  not  treated  at  all."^ 

The  elderly  consume  approxi- 
mately one-third  of  the  nation’s 
health  resources,  be  they  tradi- 
tional or  unproven  remedies. 
Therefore,  it  could  be  argued  that 
the  elderly  are  no  more  or  less 
susceptible  to  quackery  than  they 
are  to  scientific  medicine.  This 
supports  the  hypothesis  that 
medical  need,  more  than  an  age 
related  propensity  to  be  victim- 
ized, contributes  to  the  probabil- 
ity that  help  will  be  sought  from 
a quack.  It  is  apparent  that  the 
use  of  home  remedies  or  non- 
prescription remedies  is  a very 
common  behavior  in  response  to 
illness.  It  also  is  the  case  that  tra- 
ditional and  unorthodox  thera- 
pies are  used  concurrently. 

While  over-the-counter  (OTC) 
drugs  would  not  properly  be  con- 
sidered products  of  quackery,  un- 
derstanding their  use  sheds  light 
upon  the  problem  of  quackery. 
The  advertising  claims  of  OTC 
drugs  have  bordered  on  quackery 
at  times  and,  upon  occasion,  have 
crossed  over  that  border  prompt- 
ing governmental  intervention. 

A perusal  of  the  shelves  of  a 
1990s  corner  drug  store  will  re- 
veal a wealth  of  “Maximum 
Strength,”  “Special  Formula” 
products  that  promise  fast  relief, 
at  least  in  most  cases.  They  will 
cool  or  warm  deeply  or  do  both 
at  once.  Energy  will  be  restored 
and  appetites  controlled.  “United 
States  Medical  Expert  Advisory 
Panels”  vouch  for  safety  and  ef- 
ficacy. While  physicians  may  not 
be  impressed  with  the  maximum 
power  of  a 500mg  tablet  as  com- 
pared to  a 325mg  tablet  or  by  that 


special  formulation  of  caffeine  or 
acetaminophen,  it  is  very  tough 
to  argue  with  the  sage  advice  on 
the  box  of  one  product.  It  reminds 
hard-drinking,  fad-dieting,  chain- 
smoking, physically-stressed  per- 
sons that  a good  diet,  preferably 
reinforced  by  the  particular  vi- 
tamin contained  inside  the  pack- 
age, is  important. 

While  the  government  and 
manufacturers  have  gone  to  con- 
siderable lengths  to  provide  for 
safety  warnings  and  instructions 
on  proper  usage,  a study  of  re- 
spondents over  age  65  years  found 
that  the  surveyed  individuals 
could  not  or  did  not  read  the  re- 
quired labels  on  OTC  drugs.'’  The 
most  common  source  of  infor- 
mation about  OTC  drugs  was  their 
advertising  claims.  It  was  the 
source  depended  upon  twice  as 
frequently  as  the  interpretation 
offered  by  the  pharmacist.  Advice 
from  friends,  relatives,  or  neigh- 
bors was  the  second  most  com- 
mon source  of  information.'’  Of 
course,  the  source  of  information 
varies  according  to  the  nature  and 
magnitude  of  the  health  problem. 
For  example,  a physician’s  advice 
is  often  sought  for  arthritis  prod- 
ucts, but  much  less  likely  for 
bowel  regularity  remedies.^ 

The  tendency  to  embrace 
unproven  therapies  is 
stronger  when  the  affliction 
is  incurable  or  life-threat- 
ening. 

Numerous  other  issues  may  be 
pertinent  in  comparing  the  el- 
derly to  the  young  in  terms  of  vul- 
nerability to  quackery.  Older  peo- 
ple are  more  likely  to  accept  the 
authority  of  physicians  than  are 
the  young.  Does  this  make  them 
more  readily  the  passive  victim  of 
a quack  or  less  cynical  about  tra- 
ditional medicine  and  therefore 
less  likely  to  seek  alternative  ther- 
apies? Older  individuals  tend  to 
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have  good  health-promoting  be- 
haviors. Does  this  make  them  less 
likely  to  rely  upon  a pill  or  tonic 
or  more  likely  to  stay  healthy  by 
taking  prevention-oriented,  “nat- 
ural” health  products?  Here,  there 
may  be  an  impact  based  upon  the 
number  of  hours  exposed  to  me- 
dia with  less  expensive  advertis- 
ing costs  where  advertisements 
for  fraudulent  products  would 
customarily  be  placed,  maga- 
zines or  radio  advertisements,  as 
compared  to  television.  Lessened 
mobility  may  also  affect  the  prob- 
ability of  the  patient’s  use  of  mail- 
order products. 

The  elderly’s  integrity  as  bill 
payers  probably  make  them  a 
more  appealing  target.  The  ex- 
perience of  witnessing  sixty  years 
of  medical  miracles  may  make 
patently  ludicrous  claims  seem 
plausible  to  the  elderly  who  may 
also  have  fewer  numbers  of  years 
of  formal  education.  However,  the 
significance  of  these  generational 
differences  is  neither  known  nor 
intuitive. 

Whether  or  not  older  persons 
are  more  likely  to  fall  victim  to 
quackery,  it  seems  certain  that 
they  are  more  likely  to  be  harmed 
by  quackery.  The  high  incidence 
of  serious,  adverse  drug  reactions 
and  the  correlation  of  this  inci- 
dence with  age,  puts  the  elderly 
at  greater  risk  from  the  direct  neg- 
ative effects  of  fraudulent  treat- 
ments. The  higher  prevalence  of 
serious,  but  treatable  disease  in 
the  elderly  places  them  at  greater 
risk  of  being  victimized  by  the  in- 
direct negative  effect  of  delayed 
or  missed  proper  diagnosis  and 
treatment. 

The  Role  of  the  Physician 

Physicians  play  a major  role  in 
combatting  quackery.  The  man- 
ner in  which  a geriatric  patient  is 
treated  is  significant  in  this  re- 
gard. Principles  of  good  geriatric 
medical  care  apply.  The  physi- 
cian who  responds  to  health  con- 


cerns with  “What  do  you  expect 
for  your  age?”  or  “There’s  nothing 
that  we  can  do  for  you,”  invites 
the  patient  to  seek  alternative 
therapies.  Expressions  of  con- 
cern, understanding,  and  a will- 
ingness to  help  the  patient  cope 
with  chronic  disease  respects  and 
serves  to  meet  the  medical  and 
psychological  needs  of  the  el- 
derly patient.  Explanations  need 
to  be  made  in  a manner  consist- 
ent with  the  sensory  and  cogni- 
tive abilities  of  the  patient  and 
may  need  to  involve  caregivers. 
Other  health  care  team  members 
may  be  needed  to  provide  care 
and  support.  Referral  to  such  in- 
dividuals is  more  appropriate  than 
leaving  the  patient  to  shop  within 
the  health  care  marketplace.  It  is 
also  useful  to  ask  patients  about 
their  use  of  unproven  remedies. 

The  physician  who  re- 
sponds to  health  concerns 
( of  the  elderly)  with,  “What 
do  you  expect  for  your 
age?”  or,  “ There* s nothing 
that  we  can  do  for  you**  in- 
vites the  patient  to  seek  al- 
ternate therapies. 

Health  care  quackery  is  an  im- 
portant issue  in  geriatric  care.  The 
cumulative  burden  of  disease,  the 
tendency  to  self-treat,  and  the  high 
risk  of  adverse  reactions  makes 
quackery  of  special  concern  for 
the  doctor  who  provides  care  for 
the  older  patient. 
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Address  correspondence  to: 
Medical  Director 
Zambarano  Memorial  Hospital 
Wallum  Lake,  Rl  02884 
(401)568-2551 
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RADIOLOGY  ASSOCIATES,  INC. 


Frank  W.  Musche,  M.D. 
Anthony  R.  Potenza,  M.D. 
Vincent  A.  DeCesaris,  M.D. 

announces  the  addition  of 


NUCLEAR  MEDICINE 

to  its  full  service  imaging  facilities 


A new  complete  computerized  diagnostic 
facility  performing  all  nuclear  medicine 
procedures  in  a caring  private  office 


Cardiac  Studies 

including  thallium  stress 
and  ventriculograms 

Bone  Scans 

Thyroid  Scan  and  Uptake 

SOUTHSIDE  MEDICAL  BUILDING 

1 20  Dudley  Street 
Providence,  Rl  02905 

(directly  across  from  Women  & Infants  Hospital) 

751-2010 


Kidney  Scan 
Gallium  Imaging 
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FOR  RENT 

DOCTORS’  OFFICES 
10  Elmgrove  Avenue 

EAST  SIDE 

Exceptional  location  in  the  heart  of  Wayland 
Square.  Entire  first  floor  (2200  square  feet). 
Ample  off-street  parking.  Many  extras,  such  as 
alarm,  phone  system,  central  air,  and  more.  A 
very  attractive  and  accessible  office  on  bus  line. 

For  more  information: 

331-5090 


PHYSICIAN’S 

OFFICE  SPACE  AVAILABLE 
IN  CRANSTON 

Excellent  for  ancillary  office. 

X-ray  and  laboratory  facilities  on  premises. 
Can  be  rented  for  three  hour 
segments  or  full  days.  Good  referral 
potential. 


Rl  Medical  & Emergency  Services 
480  Atwood  Avenue 
Cranston,  Rl  02920 
(401)  943-4540 


Free  you  and  your  staff  from  unwanted  paper  work. 


With  a simple  click,  you  can  instantly: 


View  a Patient 's  Ledger  for  a hx  of  all  transactions 


B/  Print  Patient  Statements/ Insurance  Qaims 
Retrieve  Patient  records  by  name,  dx 


0^  Generate  Powerful  Financial  Reports 
Track  A/R  by  Pt,  Insurer 
Fm  Review  Chart  Notes 
[vf  ...and  much  more.... 


• DEMO  software  pkg  w/manual  - 30  day  trial  period 
• Free  60  day  Hot  Line  Support  • one-on-one  on-site  Training 
• FoxBase+/Mac  design  leads  to  1990  MACWORLD  contest 


...with... 

dbMed/Mac 

Medical  Office  Manager 


TT 


401-785-3636 


April,  1990  — Vol.  73 


153 


FOR  SALE  OR  LEASE 
PHYSICIAN’S  OFFICE 

in  ranch  house  across  f rom  Patinia 
hospital.  Two  examining  rooms, 
spacious  consultation  room,  waiting 
room,  secretary’s  office,  2-car 
garage,  rentable  basement 
apartment. 

Call  353-7373 


1 1 1 1 1 1 1 1 1 1 M 1 1 1 - 

NATIONWIDE  -- 

- 

PRACTICE 

■- 

OPPORTUNITIES  \\ 

. _ ' 

Our  clients  are  hospitals,  medical  groups,  and  _ _ 

:: 

corporations  in  urban  and  rural  areas. 

■- 

For  further  information,  please  call: 

■- 

Wanda  M.  Parker  - 

■- 

800-221-4762 

■- 

212-599-6200 

E.G.  Todd  Associates,  Inc. 

■- 

535  Fifth  Avenue,  Suite  1100 

■-..0 

New  York,  NY  10017 

A subsidiary  of  WINSTON  Resources,  Inc. 

— ! ■ 

Listed  on  the  American  Stock  Exchange 

• 

,_U 

1 1 1 1 1 1 1 1 1 1 1 1 i i'  1 1 1 1 1 1 1 1 1 1 1 1 : 

YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon »-  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3-4  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 


53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221.  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85, 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
1983. 

4.  A.  Morales  etal., The  Journal  of  Urology128: 
45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Pathways  and  Porches: 

A Focus  on  Corridors  in  Nursing  Homes 


Keiiee  Rost'  Shield,  PhD 


. . . practical  innovations 
will  help  transform  nursing 
home  environments  from 
dreary,  hospital-like  set- 
tings to  places  where  el- 
derly individuals  are  re- 
spected, appreciated  and 
supported  in  a sensitive  and 
caring  way. 


Nursing  homes  are  becoming 
“home”  to  increasing  numbers  of 
people  in  our  demographically 
top-heavy  state  of  Rhode  Island. 
The  unprecedented  rise  in  the  old- 
old  population  (those  over  85) 
swells  our  nursing  home  popu- 
lation even  though  it  comprises 
now  only  5 percent  of  people  over 
65.  While  we  work  to  provide  bet- 
ter medical  care  for  those  who  are 
institutionalized,  it  is  also  nec- 
essary to  make  the  physical  en- 
vironment of  nursing  homes  more 
suited  to  the  total  needs  of  the 
elderly. 

Nursing  homes  should  become 
more  liveable  and  more  “home- 
like” as  they  ensure  good  care- 
giving and  safety.  Strategies  for 
enhancing  competence  and  in- 
dependence in  nursing  home  res- 
idents emerge  from  knowledge 
about  sensory  decline'  and  ad- 
vances in  environmental  geron- 


Renee  Rose  Shield,  PhD.  a cul- 
tural anthropologist,  is  clinical 
assistant  professor  in  the  De- 
partment of  Community  Health. 
Brown  University.  Providence. 
Rhode  Island. 


tology.-'  Coupling  good  envircjn- 
menlal  design  with  excellent 
health  care  can  yield  innovative 
interv'entions  to  maintain  com- 
fort, identity,  and  independence 
among  the  elderly.  In  the  spirit  of 
the  cost-cutting  atmosphere  we 
breathe  today,  environmental  de- 
sign may  even  make  economic 
sense  as  it  sup[)orts  the  frail  el- 
derly person  to  be  as  independ- 
ent as  possible,  fosters  a more 
pleasurable  wcmking  environ- 
ment for  staff,  and  encourages 
visitors  to  participate  in  nursing 
home  life. 

For  a year  a group  of  architects, 
physicians,  social  scientists, 
nurses,  social  workers,  and  de- 
signers convened  regularly  at  The 
Jewish  Home  to  discuss  physical 
improvements  in  the  state’s  nurs- 
ing homes.  The  Design  Group  fo- 
cused on  four  aspects  of  the  nurs- 
ing home:  Corridors,  Semi-Public 
Spaces  (such  as  dining  rooms  and 
entrance  foyers),  Restraints  (and 
their  alternatives),  and  Private 
Spaces  (resident  rooms).  Our  goal 
was  to  identity  design  problems 
and  recommend  low-cost,  prac- 
tical solutions  to  them.  This  pa- 
per presents  the  suggestions  of 
the  Corridcjr  sub-group. 


The  Nursing  Home 

The  nursing  home  occupies  a 
special  [)osition  in  society;  a low- 
tech  quasi-medical  facility  that 
accomodates  the  disabilities  of 
the  residents  in  as  home-1  ike  a 
setting  as  possible.  It  must  pro- 
vide both  home  and  hospital 
functions  for  its  inhabitants.  But 
because  the  nursing  home  is  not 
a real  home  ncjr  is  it  a genuine 
hospital,  a home-hos()ital  split  in 
the  definition  of  the  nursing  home 
creates  a tension  in  function  and 
purpose  that  can  be  proble- 
matic.' 

For  example,  the  typical  nurs- 
ing home  usually  accomodates 
the  hospital-like  functions  of  the 
facility,  while  home-like  consid- 
erations tend  to  be  seccjiidaiy  at- 
terthoughts  (or,  often  luxurious 
touches  inappro[)riately  designed 
for  this  populati(jn).  These  effi- 
cient, medical-like  environments 
should  not  be  [^cdarized  against  a 
nostalgic  reminiscence  of  past 
nursing  homes,  however.  Retsi- 
nas  warns  against  such  romantic 
sim|)lification: 

The  homey  homes  did  not  offer 

smoke  detectors,  sprinkler  sys- 
tems. alarm  systems  /jooked 
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into  local  fire  stations,  fire 
doors,  easy  exit  points,  and 
nonflammable  construction. 
Benign  governmental  legisla- 
tion assaulted  nursing  homes 
with  a barrage  of  regulations 
and  specifications  and  inspec- 
tions. Investigators,  in  short, 
use  quasi-hospital  criteria  to 
evaluate  the  nursing  home, 
asking,  not  how  warm  a home 
it  is,  but  how  medically  suffi- 
cient it  is.^ 

Design  solutions  can  fulfill 
. . . mandates  without  sac- 
rificing the  home  or  hospi- 
tal imperatives. 

Neither  extreme  of  the  home-hos- 
pital axis  is  appropriate.  The  res- 
idents’ social  as  well  as  medical 
needs  are  vital;  the  physical  struc- 
ture must  be  functional  and  safe, 
and  it  should  be  appealing  to  res- 
idents, staff,  visitors,  and  inspec- 
tors. Design  solutions  can  fulfill 
these  mandates  without  sacrific- 
ing the  home  or  hospital  imper- 
atives. 

Typical  Nursing  Home 
Corridors 

Because  they  are  usually  mod- 
eled on  hospitals,  many  nursing 
home  floors  are  designed  in  an  Id- 
shape  with  identical  corridors  ex- 
tending from  the  centrally  placed 
nurses’  station,  elevator,  and  din- 
ing area.  Clash-free  neutral  colors 
predominate  on  walls  and  lino- 
leum floors.  Windows,  often 
placed  at  the  ends  of  corridors, 
let  in  the  full  sunlight  that  streams 
the  length  of  the  hall.  Handrails 
line  the  walls.  Notices  and  orna- 
mental items  inform  and  deco- 
rate. Residents’  rooms  are  marked 
with  numbers  and  printed  names. 
To  meet  fire  and  other  safety 
standards,  corridors  must  be  of  a 
certain  minimal  width,  be  unob- 
structed, and  fulfill  numerous 
specifications  for  smoke  detec- 


tors, sprinklers,  wall  materials, 
and  attachments.*^’^  To  the  eye, 
the  corridors  stretch  long  and  un- 
interrupted. 

Who  Uses  Corridors 

To  assess  how  the  corridors  of 
the  nursing  home  do  and  should 
function,  we  must  look  at  how 
they  are  used  by  three  diverse 
groups  of  people  — the  elderly 
residents,  the  staff,  and  the  visi- 
tors. 

The  residents:  Nursing  home 
residents  are  very  diverse;  they 
range  from  those  somewhat  able 
to  care  for  themselves  to  those 
requiring  total  assistance  by  staff 
members.  Spanning  more  than 
forty  years,  residents  mostly  clus- 
ter in  their  80s  and  90s.  They  have 
illnesses  and  disabilities  that  are 
multiple,  chronic,  and  individual. 
Dementing  illnesses  afflict  at  least 
50  percent  of  nursing  home  res- 
idents and  necessitate  varying 
staff  assistance  depending  upon 
the  severity  of  the  cognitive  loss. 

Because  of  resident  diversity, 
the  corridors  are  used  in  different 
ways  by  them.  A non-ambulatory 
resident  may  be  wheeled  by  his 
orderly  to  the  outside  entrance  of 
his  room  (when  the  width  of  the 
corridor  is  wide  enough  to  allow) 
to  watch  the  comings  and  goings 
in  the  corridor.  Others  in  fragile 
medical  condition  are  placed  in 
chairs  near  the  nurses’  station  so 
that  they  may  be  more  closely 
monitored.  Ambulatory  residents 
walk  unassisted  throughout  the 
facility,  use  the  handrails  posi- 
tioned on  each  wall,  or  require 
the  assistance  of  a walker,  a cane, 
or  a staff  member’s  arm.  Still  other 
residents  transport  themselves 
with  their  wheelchairs.  Demented 
residents  often  lose  their  way  and 
may  need  staff  assistance  to  ori- 
ent and  guide  them  to  their  des- 
tinations. 

The  staff:  Staff  members  in  a 
nursing  home  are  varied,  too,  and 
include  administrators,  nurses. 


social  workers,  nursing  assist- 
ants, orderlies,  housekeepers,  di- 
etary workers,  and  other  techni- 
cians, such  as  physical  and 
occupational  therapists.  Physi- 
cians are  in  and  out  of  the  insti- 
tution regularly.  The  nursing 
home  corridors  are  also  used  by 
ambulance  and  funeral  home 
personnel  as  well  as  state  and 
federal  inspectors. 

Each  staff  member’s  job  pro- 
vides its  unique  perspective  on 
the  corridor.  Housekeepers  have 
the  daily  duty  of  keeping  the  cor- 
ridors sanitary.  Durable  materials 
withstand  the  harsh  clean-up  of 
frequent  spills,  messes,  and 
smells.  Dietary  staff  members  use 
corridors  to  transport  meals  and 
snacks  to  residents.  Nurses  wheel 
medication  carts  down  the  cor- 
ridors regularly.  Nursing  assist- 
ants and  orderlies  assist  resi- 
dents to  and  from  activities, 
treatments,  dining  rooms.  Fre- 
quent resident  room  changes,  ne- 
cessitated by  changes  in  level  of 
care,  require  residents  and  their 
belongings  to  be  transported  ef- 
ficiently. Sick  and  recovering  res- 
idents must  be  taken  to  and  from 
the  hospital.  For  the  staff,  the  cor- 
ridors are  highways  for  the  swift 
transport  of  people,  equipment, 
and  services. 

The  visitors:  Visitors  include 
residents’  families  and  friends  as 
well  as  community  volunteers. 
They  include  children  as  well  as 
elderly  people.  Visitors  provide 
companionship  to  residents  by 
sitting  and  walking  with  them  in 
corridors  and  in  their  rooms.  For 
visitors  the  corridors  should  be 
appealing,  easy  to  decipher  and 
traverse,  and  clean.  A bland  and 
institutional-looking  nursing 
home  may  seem  dreary,  if  not  for- 
bidding. The  efficient  and  clean 
look  of  a typical  corridor  trans- 
lates into  an  impersonal  one  from 
the  perspective  of  many  visitors, 
and  often  creates  an  emotional 
obstacle  to  entering.  Visitors  want 
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to  find  their  way  with  ease  and 
are  often  misled  by  identical- 
looking corridors.  Comfortable, 
semi-private  places  to  socialize 
with  the  residents  and  each  other 
in  and  around  corridor  areas  help 
visitors  feel  at  home.  The  consid- 
eration paid  to  these  visitor  con- 
cerns also  reassures  them  that  the 
individuality  of  the  residents  is  an 
important  principle  of  care  in  the 
facility. 

Sensory  Deficits  in  the  Elderly 

Sensory  impairments  present  the 
elderly  with  numerous  difficulties 
in  negotiating  the  physical  world. 
The  quality  and  extent  of  these 
sensory  changes  vary  from  indi- 
vidual to  individual.'  The  visual 
and  auditory  factors  that  are  per- 
tinent to  an  environmental  un- 
derstanding of  the  nursing  home 
corridors  are  briefly  outlined  here. 

Vision:  The  elderly  eye  needs 
three  times  the  illumination  nec- 
essary for  a young  person,  and, 
to  be  effective,  lighting  should  be 
uniform.  Fluorescent  lights  create 
flicker  which  is  uncomfortable. 
Glare  to  the  elderly  is  blinding  and 
contributes  to  accidents.'  Color 
contrast  becomes  a necessary  aid 
to  elderly  as  violets,  blues,  and 
greens  fade  out  of  the  color  spec- 
trum, leaving  reds,  oranges,  and 
yellows  as  the  most  easily  dis- 
cernible colors.® 

The  elderly  eye  needs  three 
times  the  illumination  nec- 
essary for  a young  person. 


Hearing:  “A  decline  in  the  abil- 
ity to  hear  affects  more  elderly 
people  than  any  other  chronic 
condition.”'  In  institutional  set- 
tings auditory  loss  is  particularly 
augmented  by  background  noise 
such  as  vacuum  cleaners  and 
loudspeakers.  Canned  music  and 
frequent  interruptions  from  the 
corridor  loudspeakers  interfere 
with  the  ability  to  hear  and  com- 


municate. Even  the  loud  volume 
of  televisions  in  residents’  rooms 
can  disorient  those  in  the  corri- 
dors.® 

Principles  for  Improving 
Corridor  Design 

The  members  of  the  Corridor 
group  inspected  sample  nursing 
home  corridors  to  evaluate  their 
function,  safety,  and  general  ap- 
peal. We  consulted  the  environ- 
mental geriatric  literature  for  per- 
tinent design  principles  '°  " and 
we  elicited  the  views  of  various 
residents,  family  members,  and 
staff  members.  Principles  that  we 
consider  important  for  nursing 
home  corridors  are  the  following: 

Maintenance.  Corridors  must 
be  hygienic  and  durable.  The  cost 
of  materials  must  be  compatible 
with  the  financial  realities  of 
health  care. 

Safety.  There  should  be  no  ob- 
stacles in  the  corridors.  Glare 
should  be  avoided;  uniform  illu- 
mination is  important  to  prevent 
accidents.  Handrails  should  be 
easy  to  grasp,  and  resting  places 
should  be  available  along  the  way. 
Staff  members  need  easy  visual 
access  to  the  goings-on  of  the 
floor. 

Transportation.  Corridors 
should  allow  efficient  transpor- 
tation of  equipment,  food,  and 
people,  whether  this  transporta- 
tion is  carried  out  by  staff,  resi- 
dents, or  visitors.  Staff  must  be 
able  to  reach  needy  residents 
quickly.  Though  appealing  in  a 
homey  way,  carpeting  is  difficult 
for  residents  in  wheelchairs  or  for 
those  using  walkers. 

Orientation.  Corridors  should 
be  easily  decipherable.  Cogni- 
tively intact  residents  as  well  as 
visitors  need  reliable  and  promi- 
nent cues  to  distinguish  identi- 
cal-looking corridors  and  floors. 
Simple  and  consistent  visual  sig- 
nals at  decision-points  in  corri- 
dor intersections  are  helpful.  Dis- 
oriented residents,  profoundly 


handicapped  in  way-finding,  are 
helped  by  redundant  environ- 
mental cues  to  find  their  desti- 
nations more  independently. 

Socialization  and  privacy.  As 
transitional  spaces  leading  from 
here  to  there,  corridors  border  the 
private  resident  rooms,  yet  are  not 
as  fully  accessible  as  such  shared 
spaces  as  dining  room  or  audi- 
torium. Each  corridor  is  thus  a 
“unit  edge,”  or  “critical  transition 
zone  where  resident  and  outside 
world  catch  glimpses  of  one  an- 
other.”" Visual  reminders  that 
resident  rooms  are  private  homes 
are  necessary.  The  doorways  are 
important  as  transition  markers. 
As  much  as  corridors  are  used  for 
transportation  — pathways  — 
they  are  also  employed  for  sitting, 
watching,  and  visiting  — porches. 
Residents,  visitors,  and  staff 
members  should  be  able  to  ob- 
serve activities  without  being  di- 
rectly involved,  be  seen  by  others, 
and  visit  with  one  another  with 
varying  amounts  of  privacy. 

Control.  The  design  of  corri- 
dors can  enhance  or  diminish  the 
individual  resident’s  sense  of 
control  over  the  environment. 
Distinctive  colors  or  names  for 
corridors  help  residents,  visitors, 
and  staff  distinguish  among  them. 
The  resident  who  reaches  his  or 
her  destination  aided  by  redun- 
dant environmental  cues  such  as 
stripes,  signs,  sounds,  activities, 
and  smells,  retains  the  self-es- 
teem of  independence.  A resident 
who  is  encouraged  to  individu- 
alize his  doorway  or  have  a vari- 
ety of  seating  options  in  the  cor- 
ridor retains  a certain  control  that 
is  normally  precluded  in  the  nurs- 
ing home  setting. 

Personalization.  Maintaining 
identity  in  the  institution  is  vital 
for  nursing  home  residents  and  is 
intimately  related  to  control.  El- 
derly persons,  like  the  rest  of  us, 
invest  their  residences  with  pow- 
erful subjective  meanings, and 
being  able  to  provide  continuity 
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between  residences  is  important. 
There  are  easy,  low-cost  ways  to 
personalize  a resident’s  door  or 
doorway  so  that  it  is  unique.  One 
has  only  to  look  at  college  dor- 
mitory doors  for  inspiration.  A de- 
mented resident  has  an  easier 
time  finding  his  room  when  the 
door  displays  items  of  which  he 
may  be  fond  or  familiar.  The  rest- 
less wandering  behavior,  so  typ- 
ical of  Alzheimer’s  victims,  may 
be  considered  an  anxious  search 
for  familiarity  and  reasurrance. 
Environmental  aids  that  indicate 
to  the  resident  that  he  is  “home” 
may  help  settle  the  resident.'^' 

Recommendations 

The  specific  recommendations  of 
the  Corridor  Group  were  chosen 
because  they  should  increase 
resident  comfort,  independence, 
and  individuality  while  they 
maintain  and/or  improve  function 
and  safety.  We  are  further  guided 
by  the  principles  that  the  nursing 
home  corridor  should  be  efficient 
and  functional,  provide  orienta- 
tion assistance  to  residents  and 
visitors,  be  a transitional  space 
between  public  and  private  areas 
in  the  nursing  home,  and  should 
allow  for  varied  socialization  op- 
portunities. Most  of  the  following 
recommendations  are  simple  to 
institute  and  of  low-cost. 

• Assess  the  shininess  of  wax 
on  floors.  The  shiny  wax  is  slightly 
more  durable,  but  it  creates  glare 
and  may  appear  slippery  to  the 
residents.  The  main  barrier  to  im- 
plementing this  recommendation 
may  be  cultural  bias  that  shine 
equals  “clean”  to  inspectors. 
Teaching  them  that  shine  may 
also  equal  “falls”  may  help 
change  this  attitude. 

• Avoid  carpets  because  they 
are  difficult  for  walkers  and 
wheelchairs.  Furthermore,  the 
noise  of  vacuum  cleaners  inter- 
feres with  routine  medical  ex- 
amination and  normal  conversa- 
tion. 


• Assess  the  use  of  the  loud- 
speakers in  the  nursing  home. 
Reduce  loudspeaker  interrup- 
tions that  interfere  with  resident 
conversation  and  social  interac- 
tion. Avoid  canned  music. 

• Increase  electrical  outlets  in 
corridors  so  that  electrical  cord 
length  of  cleaning  appliances  is 
reduced.  Long  cords  in  the  halls 
are  an  obstacle  for  walkers  and 
wheelchairs. 

• Paint  each  corridor  with  a 
stripe  of  a different  color.  An  ad- 
ditional wall  stripe  from  dining 
area  to  bathroom  orients  con- 
fused residents.  The  bright  stripe 
also  helps  distinguish  the  wall 
from  the  floor. 

• Matching  the  color  of  a cor- 
ridor to  the  color  of  a resident’s 
wristband  helps  staff,  visitors,  and 
resident  find  a disoriented  resi- 
dent’s room. 

• Naming  individual  corridors 
helps  visitors  and  residents  find 
their  way  among  identical-look- 
ing hallways.  Corridors  could  be 
named  after  important  people  that 
the  residents  wish  to  remember. 
Suggestions  for  names  can  come 
from  home  towns,  familiar  streets, 
favorite  travel  destinations. 

• Corridors  should  have  uni- 
form, diffused  illumination.  Flu- 
orescent lights  should  be  lined 
with  low-cost  inserts  that  elimi- 
nate the  flickering  that  the  elderly 
find  uncomfortable. 

• Investigate  new,  durable,  easy 
to  clean  wall  coverings  with 
pleasing  textures.  They  may  be 
competitive  in  cost,  and  they  ab- 
sorb noise. 

• Resident  doors  should  be 
easily  discernable  and  identifia- 
ble. The  long  corridor  should  be 
visually  interrupted  by  the  rhythm 
of  such  doorway  markers.  Break- 
ing up  the  long  line  reduces  the 
institutional  corridor  to  human 
size.  Ideas:  doors  may  be  of  dif- 
ferent colors,  archways  can  be 
painted  around  each  door,  or 
color  tile  in  the  floor  linoleum 


around  the  door  threshhold  can 
indicate  the  doorway. 

Resident  doors  should  be 
easily  discernable  and 
identifiable. 


• Patchwork  floor  tile  in  the 
corridor  should  be  avoided.  The 
different  colors  of  the  tile  suggest 
changes  in  levels  that  can  precip- 
itate falls  if  the  nursing  home  res- 
ident adjusts  his  gait  to  accom- 
modate this  mistakenly  perceived 
step. 

• Floors  and  walls  should  con- 
trast in  color.  This  feature  helps 
residents  distinguish  them  from 
each  other  as  well  as  provide  vis- 
ual interest.  Reds,  yellows,  and 
oranges  should  be  favored  over 
violets,  blues,  and  greens. 

• Bright,  large-lettered  signs 
with  identifying  symbols  of  a 
room’s  function  should  be  dis- 
played prominently  on  hallways 
for  orientation.  The  sign  for  the 
dining  room  can  be  a large  place 
setting,  for  example.  Every  redun- 
dant orientation  cue  helps  de- 
mented residents,  promotes  in- 
dependence, and  frees  valuable 
time  for  staff  members. 

• Resident  doorways  can  be  in- 
dividualized in  imaginative  ways, 
should  residents  desire.  A bulle- 
tin board  can  be  decorated  with 
what  the  resident  desires  to  dis- 
play to  others.  Such  projects  can 
be  created  in  recreational  therapy 
and  can  involve  families  and 
friends,  as  well  as  staff.  These  dis- 
plays can  depict  the  varied  past 
lives  of  the  residents,  create  op- 
portunities for  conversation  and 
reminiscence,  and  remind  the 
forgetful  or  demoralized  resident 
of  past  achievements,  happy 
events,  and  current  loved  ones. 

• Wider  areas  in  corridors  can 
be  exploited  for  attractive  resi- 
dent seating  and  resting,  rather 
than  used  as  parking  lots  for  non- 
ambulatory or  restrained  resi- 
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dents.  Semi-circular  chair  place- 
ment creates  an  inviting  induce- 
ment for  socializing  and/or 
observation.  Elevator  areas  allow 
residents  to  see  who  comes  and 
goes. 

• Evaluate  corridors  in  relation 
to  the  obstacles  that  must  be 
overcome  by  the  nursing  home 
residents.  Avoid  storing  unused 
wheelchairs  and  other  equipment 
in  them.  Eliminate  laundry  bins, 
linen  carts,  and  cleaning  utensils 
from  the  corridors  whenever  pos- 
sible. 

• Depending  on  the  number  of 
confused  residents  on  a particu- 
lar floor,  it  may  be  possible  to 
install  a table  or  shelf  around  a 
seating  area  for  the  provision  of 
accessible  snacks  for  residents 
and  their  visitors. 

• Nurses’  stations  should  be 
central  but  not  seem  walled-off  to 
residents  and  visitors.  Low  parti- 
tions increase  the  sense  of  staff 
accessibility  while  marking  the 
borders  of  the  nurses’  station  at 
the  same  time. 

• Sitting  rooms  adjacent  to  cor- 
ridors should  be  visually  inviting 
with  comfortable,  moveable  fur- 
niture which  allows  flexible  seat- 
ing arrangements  for  privacy  and 
socialization.  Lighting  fixture 
switches  and  door  knobs  should 
be  easy  to  operate  with  arthritic 
hands. 

• Walls  can  be  decorated  im- 
aginatively. Paintings,  resident 
news,  durable  tactile  wall  sculp- 
tures, and  interesting  bulletin 
board  landmarks  create  interest 
and  decrease  the  institutional 
look  of  the  facility.'® 

• Visual  access  to  the  special 
function  rooms  that  abut  upon 
corridors,  such  as  physical  ther- 
apy, can  be  achieved  with  a win- 
dow, creating  interest  for  the  staff 
member,  resident,  and  visitor. 
Privacy  is  accomplished  through 
curtains  or  other  window  treat- 
ment operated  from  inside  the 
room.  Windows  with  ledges  are 


opportunities  for  varied  visual 
display.  Overall,  windows  pro- 
vide a feeling  of  openness  with- 
out complete  access. 

Resident  doorways  can  be 
individualized  in  imagina- 
tive ways,  should  residents 
desire.  A bulletin  board  can 
be  decorated  with  what  the 
resident  desires  to  display 
to  others.  Such  projects  can 
be  created  in  recreational 
therapy  and  can  involve 
families,  friends,  as  well  as 
staff. 


• Round  door  knobs  should  be 
replaced  with  levers  whenever 
possible. 

• Staff  members  can  be  en- 
couraged to  wear  brighter  cloth- 
ing and  institutional  uniforms 
avoided. 

• The  addition  of  plants  in  wide 
areas  of  the  corridor  as  well  as 
the  nurses’  station  is  another  way 
of  adding  visual  interest,  thus 
breaking  up  the  monotony  of  a 
long  hallway.  Residents  may  wish 
to  provide  the  care  for  the  plants, 
as  well.  The  therapeutic  bene- 
fit of  this  activity  for  nursing 
home  residents  has  long  been 
noted.'®-  '*  Plants  are  also  likely 
to  enhance  a good  feeling  for  staff 
members  and  visitors,  as  well. 

Conclusion 

Simple  and  practical  recommen- 
dations for  improving  the  func- 
tion and  appeal  of  corridors  in 
nursing  home  settings  also  rein- 
force a sense  of  home.  Such 
measures  help  residents  to  main- 
tain an  interest  in  their  surround- 
ings and  increase  their  ability  to 
operate  within  them.  Environ- 
mental principles  can  be  utilized 
to  great  advantage  as  a partner  in 
health  care  for  the  elderly. 

Corridors  in  nursing  homes 
must  be  seen  from  the  various 


perspectives  of  those  who  use 
them.  As  health  care  providers  we 
should  remember  that  the  corri- 
dors function  not  only  as  high- 
ways for  swift  transport  of  goods, 
services,  and  people,  but  also  as 
pathways  for  the  aged.  Finally, 
corridors  serve  as  porches  where 
residents,  visitors  and  staff  so- 
cialize and  observe  the  passing 
scene.  From  these  perspectives  it 
is  possible  and  practical  to  mod- 
ify institutional  corridors.  The 
recommendations  contained  in 
this  paper  are  offered  as  a means 
of  enhancing  independence  and 
self-esteem  among  residents, 
while  conveying  to  visitors  and 
staff  that  individuals  are  valued, 
and  creating  in  the  process  a 
brighter  and  more  interesting 
place  to  live,  socialize,  visit,  and 
work.  These  practical  innova- 
tions will  help  transform  nursing 
home  environments  from  dreary, 
hospital-like  settings  to  places 
where  elderly  individuals  are  re- 
spected, appreciated  and  sup- 
ported in  a sensitive  and  caring 
way. 
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FOR  SALE 


PROFESSIONAL  OFFICE  BUILDING 

185  Warren  Avenue 
E.  Providence,  RI 

Two  (2)  offices,  one  with  5 rooms,  one  with  6 
rooms  including  utility  room,  etc.,  plus  3 room 
apartment,  A/C,  parking  lot,  central  location 
with  easy  access  to  1-195.  Preference  given  to 
person  wishing  to  take  over  40  year  Internist 
practice.  Will  finance  if  necessary. 

434-7497 
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*SCOT-TUSSIN® 

Sugar-Free  DM 

Cough  & Cold  Formula 
No:  alcohol,  cholesterol,  sorbitol,  saccharin, 
decongestant,  or  sodium 
4 oz. 

*SCOT-TUSSIN® 

Sugar-Free  Expectorant 

with  Guaifenesin:  sodium  & dye-free 

'Especially  for  high  blood  pressure  & DIABETES 

SCOT-TUSSIN® 

Sugar-Free  Original 

alcohol-free  for  restricted  diet 

hayfebrol™ 

Allergy-Relief  Formuia 

No:  sugar,  alcohol,  cholesterol,  sodium  or  dye 

For  Rx  only:  TUSSIREXT'^.  Sugar  / Alcohol  & Dye-Free 
(10  mg.  Cod./5  ml.:  see  PDR  Rx) 

1 (800)  638-SCOT 

SCOT-TUSSIN  PHARMACAL  CO.,  INC. 

Cranston,  R.l.  02920-0217 
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The  accreditation  process  for 
continuing  medical  education 
programs  may  be  an  unknown 
area  to  a number  of  physicians 
and  other  health  professionals. 
Words  and  phrases  such  as  “ac- 
creditation,” “the  seven  essen- 
tials,” “Category  1 & 2,”  “ACCME” 
are  often  just  that  — words  and 
phrases.  This  column  is  being  in- 
troduced in  an  attempt  to  answer 
some  of  the  many  questions  that 
surface  within  the  CME  arena.  It 
is  intended  to  serve  as  a useful 
resource  to  all  who  are  involved 
in  continuing  medical  education. 

Continuing  medical  education 
consists  of  educational  activities 
which  serve  to  maintain,  develop 
or  increase  the  knowledge,  skills, 
and  professional  performance 
and  relationships  that  a physician 
uses  to  provide  services  for  pa- 
tients, the  public  or  the  profes- 
sion.' 

Rhode  Island,  as  in  other  states, 
requires  physicians  to  submit  evi- 
dence of  a minimum  of  20  con- 
tinuing medical  education  Cate- 
gory 1 hours  per  year  in  order  to 
be  eligible  for  relicensure  through 
the  Board  of  Medical  Licensure 
and  Discipline. 

Category  1 CME  activities  can 
only  be  offered  by  accredited 
sponsors  of  Continuing  Medical 
Education.  Rhode  Island  Medical 
Society  is  recognized  by  the  Ac- 
creditation Council  for  Continu- 
ing Medical  Education  (ACCME) 


as  an  accreditor  of  intrastate  con- 
tinuing medical  education  pro- 
grams. RIMS  itself  does  not  spon- 
sor individual  CME  activities  for 
credit.  The  Brown  University  Pro- 
gram in  Medicine  is  accredited  by 
ACCME  to  sponsor  continuing 
medical  education  for  physi- 
cians. The  Brown  CME  office  gives 
approval  to  individual  Category  1 
CME  activities  for  local,  regional, 
national,  or  international  audi- 
ences. Brown  does  not  accredit 
the  CME  programs  of  institutions 
or  organizations. 

The  purpose  of  accreditation  is 
to  assure  physicians  and  the  pub- 
lic that  CME  activities  meet  ac- 
cepted standards  of  education.' 
Organizations  seeking  accredita- 
tion must  document  their  capac- 
ity to  conduct  educational  activ- 
ities for  physicians  in  a medical 
or  medically  related  field. 

Before  the  formation  of  ACCME, 
the  Liaison  Committee  for  Contin- 
uing Medical  Education  (LCCME) 
was  responsible  for  accreditation 
activities  during  1977-1979.  Prior 
to  that,  accreditation  was  under 
the  purview  of  the  AMA’s  Council 
on  Medical  Education.  The 
ACCME  is  composed  of  seven  or- 
ganizations: 

American  Board  of  Medical  Specialties 
American  Hospital  Association 
American  Medical  Association 
Association  for  Hospital  Medical  Education 
Association  of  American  Medical  Colleges 
Council  of  Medical  Specialty  Societies 
Federation  of  State  Medical  Boards 


Evaluation  of  CME  programs  is 
based  on  the  seven  Essentials: 
standards  and  criteria  for  accred- 
itation established  by  ACCME  in 
1984.  The  Essentials  identify  ele- 
ments of  structure,  organization 
and  method  which  contribute  to 
the  development  of  continuing 
medical  education. 

ESSENTIAL  #1 

The  sponsor  shall  have  a written 
statement  of  its  continuing  med- 
ical education  mission,  formally 
approved  by  its  governing  body. 

ESSENTIAL  #2 

The  sponsor  shall  have  estab- 
lished procedures  for  identifying 
and  analyzing  continuing  medi- 
czJ  education  needs  amd  interests 
of  prospective  participants. 

ESSENTIAL  #3 

The  sponsor  shall  have  explicit 
objectives  for  each  CME  activ- 
ity. 

ESSENTIAL  #4 

The  sponsor  shall  design  and  im- 
plement educational  activities 
consistent  in  content  and  method 
with  the  stated  objectives. 

ESSENTIAL  #5 

The  sponsor  shall  evaluate  the 
effectiveness  of  its  overall  con- 
tinuing medical  education  pro- 
gram and  component  activities 
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and  use  this  information  in  its 
CME  planning. 

ESSENTIAL  #6 

The  sponsor  shall  provide  evi- 
dence that  management  proce- 
dures and  other  necessary  re- 
sources are  available  and 
effectively  used  to  fulfill  its  con- 
tinuing medical  education  mis- 
sion. 

ESSENTIAL  #7 
The  sponsor  shall  accept  re- 
sponsibility that  the  essentials 
are  met  by  educational  activities 
which  it  jointly  sponsors  with 
non-accredited  entities. 

The  following  definitions  will  also 
be  useful  in  gaining  an  under- 
standing of  the  accreditation 
process:' 

CME  Accreditation:  This  is  the 
recognition  accorded  eligible  in- 
stitutions and  organizations 
which  meet  the  Essentials. 

CME  Activity:  A coherent  educa- 
tional offering  which  is  based 
upon  defined  needs,  and  explicit 
objectives,  educational  content, 
and  methods. 

A Sponsor:  An  institution  or  or- 
ganization assuming  responsibil- 
ity for  CME. 

A Participant:  A physician  en- 
gaged in  CME. 

The  Essentials:  The  document 
which  provides  information  re- 
garding accreditation  and  the 
standards  which  must  substan- 
tially be  met  for  a sponsor  of  CME 
to  be  accredited. 

Program  of  CME:  The  overall  CME 
program  of  a sponsor  consists  of 
one  or  more  educational  activi- 
ties consistent  with  the  Essen- 
tials. Accreditation  is  granted  on 
the  basis  of  the  sponsor’s  dem- 


162 


onstrated  ability  to  plan  and  im- 
plement CME  activities  in  accord- 
ance with  the  Essentials.  The 
sponsor’s  overall  program  may 
include  occasional  CME  activi- 
ties, that  do  not  fully  meet  the 
standards  for  needs  assessment, 
well-defined  objectives,  curricu- 
lar design,  and  evaluation.  These 
activities  are  part  of  the  ac- 
credited sponsor’s  overall  CME 
program  as  long  as  the  Sponsor 
exercises  responsibility  for  these 
activities  through  its  recognized 
CME  administration  unit.  The  or- 
ganization should  identify  those 
CME  activities  within  its  overall 
program  which  meet  the  Essen- 
tials. 

Designation  of  CME  credit  relates 
to  the  requirements  of  creden- 
tialing  agencies,  certificate  pro- 
grams, or  membership  qualifica- 
tions of  various  societies,  and  the 
accredited  sponsor  is  responsi- 
ble to  these  agencies,  programs, 
and  societies  in  the  matter  of  des- 
ignation of  credits  and  verifica- 
tions of  physician  attendance.  The 
designation  of  credit  for  specific 
CME  activities  is  not  within  the 
purview  of  ACCME  or  the  state 
medical  associations  as  accredit- 
ing bodies. 

References 

' Essentials  & Guidelines  for  accreditation  of 
sponsors  of  continuing  medical  education. 


Coming  Next  Month: 

What  is  Category  1 & Category  2? 
Explanation  of  Essential  #1  & 
Essential  #2 

Questions  are  encouraged  and 
may  be  addressed  to: 

Kimberly  Allyn 
RIMS  CME  Coordinator 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R1  02903 


When  people 
don^payyou, 
don%  get  mad. 

Get  even. 

If  you're  billing  people 
who  persist  in  not  paying,  you 
have  every  reason  to  be  upset. 

The  collection  specialists  at 
l.C.  System  will  see  that  you 
get  satisfaction. 

What's  more,  we'll  see  that 
you  get  justice.  By  reporting 
your  delinquent  debtors  to  the 
five  national  reporting  services, 
we  could  severely  impact  their 
ability  to  get  credit. 

We're  l.C.  System,  and  we 
promise  results.  In  fact,  our 
work  is  endorsed  by  over  1,200 
professional  and  trade  associ- 
ations, including  yours.  And  no 
matter  where  you’re  located 
or  where  your  debtors  live,  we 
have  local  representatives  to 
service  your  account. 

But  most  important,  we 
guarantee  results,  by  collecting 
at  least  ten  times  the  amount 
of  our  retainer. 

To  find  out  how  the  l.C. 
System  approach  can  work  for 
you,  call  toll  free  (800)  824-9469, 
ext.  .330.  In  Minnesota,  call 
(612)  483-8201,  ext.  330. 

^LC  System 

The  .System  J Works! 

3.184-2 
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FRONT  VIEW 


MEDICAL  OFFICE(S)  FOR  RENT 

38  Hamlet  Ave. 

Woonsocket,  Rl 

Two  spacious  medical  suites  available 

in  a prime  location  at  the  intersection  of  Hamlet  Ave.  and  Park  Ave. 

One  suite  is  approximately  600  sq.  ft.  and  the  other  700  sq.  ft. 

Owner  will  combine  into  one  larger  suite  on  request  at  no  additional  charge. 

Excellent  1st  floor  location 
Large  parking  lot 

Medical  Lab  and  X-Ray  in  building 
Low  Rent  — Heat  included 

$850  ' month  for  combined  space 
$400  ' month  for  600  sq.  ft. 

$450  month  for  700  sq.  ft. 

$850  month  for  combined  space 

If  interested  please  call  767-2550 
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STATE 

HEALTH 

BY 

Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 

H 0 P 

NUMBERS 

Director  of  Health 

Rhode  Island’s  Progress  in  Smoking  Reduction 


The  Centers  for  Disease  Control  (CDC) 
have  estimated  that  the  costs  of  health 
care  and  lost  productivity  due  to  cigarette 
smoking  amounted  to  $284  per  person 
in  Rhode  Island  in  1985,  higher  than  for 
any  other  state.  This  corresponds  to  total 
costs  statewide  of  $273  million  for  a sin- 
gle year.  In  another  CDC  report,  Rhode 
Island  ranked  ninth  among  the  states  in 
combined  mortality  (age-adjustedj  for 
chronic  diseases,  many  of  which  are 
smoking-related.  Rhode  Island’s  rank- 
ings in  these  two  studies  reflect  the  his- 
torically high  rate  of  cigarette  smoking 
among  the  state’s  residents. 

Smoking  rates  in  the  state  have  de- 
creased from  an  estimated  45  percent  in 
1965  to  approximately  27  percent  last 
year,  or  by  about  three-quarters  of  a per- 
centage point  per  year  (Figure  T).  If 
smoking  continues  to  decrease  at  the 
same  rate  for  the  next  decade,  the  state 
will  fall  short  of  the  national  Year  2000 
Objective  for  smoking,  which  is  for  a 
smoking  prevalence  rate  of  15  percent. 
In  order  to  reach  this  objective,  the  an- 
nual decrease  must  exceed  one  per- 
centage point  per  year.  In  recent  years, 
smoking  among  males  has  decreased  at 
close  to  the  required  pace,  but  among 
females,  the  rate  of  decrease  has  been 
much  smaller  (Figure  2). 

Achieving  the  necessary  rate  of  de- 
crease will  be  difficult.  Simply  continu- 
ing the  current  trend  will  require  aug- 
mented anti-smoking  efforts  statewide 
because  many  of  the  remaining  smokers 
are  heavier,  more  addicted  smokers.  Fur- 
thermore, the  rate  at  which  young  adults 
began  smoking  remains  higher  than  is 
needed  in  order  to  help  meet  the  objec- 
tive (Figure  3).  The  situation  among  young 
females  is  especially  unpromising. 

One  group  in  the  state  has  exhibited 
such  a rate  of  decrease  in  cigarette  smok- 
ing over  a sustained  period.  From  1963 
to  1988,  the  smoking  prevalence  rate 
among  licensed  physicians  has  de- 
creased by  1 . 1 percentage  points  per  year. 


In  order  to  achieve  this  rate  of  decrease, 
physicians  have  demonstrated  some  re- 
markable changes  in  smoking  behavior. 
As  of  1988,  seven  out  of  eight  physicians 
who  had  ever  smoked  no  longer  did  no, 
and  less  than  3 percent  of  the  youngest 
physicians  smoked.  These  figures  are  in 
stark  contrast  to  those  for  the  general 
population. 

Physicians  can  play  an  instrumental 
part  in  reducing  the  impact  of  smoking 
in  Rhode  Island.  Flaving  achieved  a vir- 
tually smoke-free  profession,  the  chal- 
lenge is  now  to  convince  their  patients 
of  the  merits  of  quitting  smoking  or  of 
never  starting.  Counseling  by  physicians 
is  an  effective  incentive  for  many  smok- 
ers to  quit  and  can  contribute  substan- 
tially to  Rhode  Island’s  progress  toward 
the  Year  2000  Objective  for  smoking. 

Data  Sources 

1965:  Estimated  from  the  National  Health 
Interview  Survey. 

1975-1985:  Rhode  Island  Health  Interview 
Survey. 

1986-1989:  Behavioral  Risk  Factor  Surveil- 
lance System. 

Physicians:  Rhode  Island  Physician  Smok- 
ing Surveys. 
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Figure  1.  Smoking  Prevalence  Rate  and  Proj- 
ected Rate  by  Year,  Rhode  Island,  1965-2000 
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Figure  2.  Smoking  Prevalence  Rate  by  Sex, 
Rhode  Island,  1965-1989 
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Figure  3.  Average  Smoking  Prevalence  Rate  for 
Persons  Ages  18-24,  by  Sex,  Rhode  Island,  1985- 
1989 
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Submitted  by  the  Office  of  Health  Promotion,  Robert  J.  Marshall,  Jr.,  PhD,  Chief,  and  the  Office  of  Health  Statistics,  Jay  S.  Buechner,  PhD, 
Chief.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and  William  J.  Waters,  Jr.,  PhD. 
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Provisional  Oci|irie^e|Data  From  the 
Divisioiilof  VilallBecords 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period  12  Months  Ending  with  December  1989 


Vital  Events 

December  1989 

Number 

Rates 

Number 

Live  Births 

1,282 

15,295 

15.4* 

Deaths 

902 

9,726 

9.8* 

Infant  deaths 

(13) 

(157) 

10.3t 

Neonatal  deaths 

(10) 

(121) 

7.9t 

Marriages 

478 

8,272 

8.3* 

Divorces 

309 

3,639 

3.7* 

Induced  Terminations 

671 

7,827 

511.7t 

Spontaneous  Fetal  Deaths 

62 

1,121 

73.3t 

Under  20  weeks’  gestation 

(53) 

(1,004) 

65.6f 

20  + weeks’  gestation 

(9) 

(106) 

6.9t 

'Rates  per  1,000  estimated  population. 

tRates  per  1,000  live  births. 

Underlying  Cause  of 

Reporting  Period 
September  1989 

12  Months  Ending  with  September  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

236 

3,450 

347.4 

4,459.5 

Malignant  Neoplasms 

195 

2,451 

246.8 

7,474.0 

Cerebrovascular  Diseases 

41 

604 

60.8 

1,033.0 

Injuries  (Accident,  Suicide,  Homicide) 

40 

418 

42.1 

9,732.5 

COPD 

15 

288 

29.0 

401.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

(iKNERAL  LAW  PRAC  LICE 
MEDICAL  C:()EEECT1()NS 


GOVERNOR  FINANCIAL  CENTER 

P.C).  Box  2502 
285  Cjovernor  Street 
Providence,  Rhode  Island  0290(3 
(401)  421-15(34 


MAPLE  AVE.  MEDICAL 
CENTER 

310  Maple  Avenue 
Barrington,  Rl 

OFFICES 
CONDOMINIUMS 
SALE  OR  LEASE 

OPPORTUNITY 

for 

Family  Practitioners 
Internists 
Surgeons 

Orthopedic  Surgeons 
Neurologists 
Allergists 
Podiatrists 
Pediatricians 

CALL  274-2910 
9am-5pm 


FLIGHT  SURGEONS 
WANTED. 


Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 
Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

CAPT  JAMES  COUNSMAN 
1-800-227-1721 
IN  NEW  HAMPSHIRE  CALL 
603-430-1830 
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Fifty  Years  Ago 
(April,  1940) 

The  first  article  in  this  issue  of  the 
Journal  represents  an  address 
given  by  C.  Holmes  Boyd  at  the 
Interne  Alumni  Clinic  Day  of  Me- 
morial Hospital,  Pawtucket,  on 
the  subject  of  the  association  be- 
tween bacterial  endocarditis  and 
syphilitic  heart  disease.  The  au- 
thor notes  at  the  beginning  that 
the  engrafting  of  a bacterial  en- 
docarditis upon  a syphilitic  valve 
“ . . . has  in  general  been  consid- 
ered a rarity.” 

The  paper  then  summarizes 
eleven  previously  reported  in- 
stances of  bacterial  endocarditis 
superimposed  upon  a syphilitic 
valvulitis  and  adds  six  further 
cases  which  he  has  abstracted 
from  the  autopsy  records  of  the 
Baltimore  City  Hospital.  Among 
8,100  post  mortem  protocols,  he 
found  105  cases  of  pathologically 
verified  bacterial  endocarditis, 
and  of  these  105,  fourteen  “ . . . 
were  felt  definitely  to  be  satisfac- 
tory examples  of  vegetative  bac- 
terial endocarditis  superimposed 
of  old  syphilitic  valve  disease.” 
However,  adequate  tissue  for  fur- 
ther microscopic  study  was  avail- 
able in  only  six  of  these  eleven 
cases,  and  these  six  instances 
form  the  basis  of  this  report. 

Five  of  the  six  cases  were  ad- 
mitted in  marked  cardiac  failure 
and  the  sixth  with  lobar  pneu- 
monia. During  their  clinical 


course,  all  showed  “ . . . fever  of 
a septic  type  with  peaks  from 
102.5  to  104  degrees.  Chills  were 
not  a feature  in  any  case.”  Four 
of  the  six  cases  demonstrate  sig- 
nificant anemia  on  admission. 

Of  the  six  new  cases,  five  are 
male,  and  the  ages  range  from  30 
to  44  years.  In  none  is  there  any 
history  suggesting  rheumatic  fe- 
ver. Serology  (Wasserman  test)  is 
positive  in  four,  and  in  the  re- 
maining two,  there  is  a satisfac- 
tory history  of  antiluetic  therapy. 

The  author  concludes:  “Clini- 
cal diagnosis  of  the  association 
of  bacterial  endocarditis  with  sy- 
philitic valvular  disease  is  at  best 
difficult,  but  should  be  suspected 
in  any  case  of  supposed  syphilitic 
aortic  insufficiency  which  runs  a 
continuous  febrile  and  downhill 
course,  especially  if  any  of  the 
usually  associated  signs,  such  as 
progressive  anemia,  etc.,  are 
present.  However,  definite  diag- 
nosis can  be  made  only  after 
careful  anatomical  study,  not  only 
for  positive  features,  but  to  rule 
out  other  conditions  which  might 
produce  the  primary  valvular 
change.” 

Dr  Samuel  Morein  of  Provi- 
dence presents  a paper  on  the 
medical  management  of  gastric 
and  duodenal  ulcer.  He  bases  his 
therapeutic  recommendations 
upon  his  personal  experience 
with  650  cases  of  duodenal  ulcer 
and  57  patients  with  gastric  ulcer. 

The  author’s  summary  states: 


“Gastric  and  duodenal  ulcer  are 
primarily  chronic  recurrent  med- 
ical disease  entities  of  civilized 
man  prone  to  occur  in  individuals 
of  dynamic  or  hyperemotional 
character.  During  their  life  cycle, 
complications  may  arise  when 
surgical  intervention  may  be  nec- 
essary. Good  results  may  be  ob- 
tained under  adequate  medical 
management  in  the  large  majority 
of  cases.  In  only  a small  number 
of  patients  may  surgical  interven- 
tion be  an  absolute  indication  as 
an  adjunct  to  management;  these 
indications  are  definite  and  are: 
perforation,  true  cicatricial  py- 
loric obstruction,  repeated  mas- 
sive hemorrhages  endangering 
the  life  of  the  patient,  intractable 
ulceration  or  a suspicion  of  gas- 
tric malignancy.  A valuable  pro- 
cedure in  the  management  of 
pyloric  obstruction  and  of  in- 
tractable cases  of  peptic  ulcer  is 
described.  People  should  be 
warned  that  attacks  of  recurrent 
indigestion,  no  matter  how  mild 
they  may  be,  should  not  be  treated 
lightly.  They  should  seek  com- 
petent medical  advice  without  any 
undue  delay.  True  cooperation 
and  genuine  teamwork  between 
the  surgeon  and  internist  is  ab- 
solutely essential  as  in  diabetes 
and  pulmonary  tuberculosis.  A 
person  harboring  an  ulcer  must 
be  thoroughly  convinced  to  treat 
his  ulcer  with  respect  and  not 
abuse  it  with  alcohol  and  to- 
bacco; by  overeating,  or  by  the 
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ingestion  of  indigestible  food  or 
irritating  drugs,  and  above  all,  to 
avoid  emotional  upsets  and  phys- 
ical strain.  Finally,  in  order  to  treat 
a peptic  ulcer  as  successfully  as 
possible,  the  physician  must  treat 
his  patient’s  ulcer  as  if  it  were  his 
own,  remembering  that  the  life 
cycle  of  ulcer  in  an  ulcer  bearing 
individual,  ends  only  with  the  life 
of  the  individual.” 

The  principal  editorial  recom- 
mends that  the  local  hospitals 
adopt  a patient-record  filing  sys- 
tem based  upon  consecutive  dis- 
charge numbers.  A subsequent 
editorial  notes  that  the  post-office 
has  issued  a two-cent  stamp  with 
a likeness  of  Dr  Crawford  W.  Long, 
the  Georgian  physician  who,  on 
March  30,  1842  had  given  ether 
for  a surgical  operation.  The  ed- 
itorial observes  further  the  im- 
portant contributions  of  Connect- 
icut’s Dr  Horace  Wells  in  using 
nitrous  oxide  for  a dental  extrac- 
tion in  1844;  Massachusetts’  Drs 
Charles  Jackson  and  William 
Morton  in  using  ether  for  surgical 
insensibility  in  1846;  and  Edin- 
burgh’s James  Simpson,  in  1847, 
in  using  chloroform  for  obstetri- 
cal purposes.  Finally,  the  edito- 
rial notes  that  the  word,  anesthe- 
sia, was  coined  by  Dr  Oliver 
Wendell  Holmes  in  1846. 

* * * 


Twenty- Five  Years  Ago 
(April,  1965) 

The  principal  paper  is  entitled. 
Regional  Hypothermia,  1 — Effec- 
tiveness in  Renal  Vascular  Occlu- 
sion in  the  Dog,  and  is  written  by 
Drs  Shu  H.  Yoon  and  Ernest  K. 
Landsteiner  from  the  Department 
of  Urology  of  the  Rhode  Island 
Hospital. 

Because  temporary  interrup- 
tion of  the  renal  blood  supply  is 
increasingly  necessary  in  surgery 


of  the  kidney,  the  authors  under- 
take a study  to  determine  renal 
tolerance  to  experimental  anoxia. 
The  kidneys  of  dogs  are  studied 
at  varying  intervals  following  the 
clamping  of  their  renal  arteries 
under  normothermic  and  hypo- 
thermic conditions. 

The  authors  conclude:  “(1) 
With  the  kidney  at  normal  tem- 
perature, clamping  of  the  renal 
artery  for  periods  less  than  30 
minutes  produces  little  or  no  pa- 
renchymal damage  to  the  kidney 
of  the  dog.  However,  clamping  for 
longer  periods  consistently  pro- 
duces moderate  to  severe  renal 
damage.  (2)  The  optimal  period 
of  time  during  which  cooling 
(with  a saline-filled  plastic  bag  at 
2°  to  4°  C.)  need  be  applied  to  the 
kidney  is  approximately  10  min- 
utes in  the  dog.  (3)  Renal  hy- 
pothermia is  produced  most  rap- 
idly if  the  renal  artery  is  clamped 
during  the  period  of  cooling.  (4) 
The  technique  of  producing  local 
hypothermia  is  more  effective  if 
the  renal  artery  alone,  rather  than 
both  artery  and  vein,  is  occluded. 
(5)  Regional  hypothermia  defi- 
nitely affords  protection  against 
parenchymal  deterioration  from 
interruption  of  blood  supply  to  the 
kidney.  In  fact,  in  the  case  of  the 
dog  at  least,  the  period  during 
which  the  kidney  may  be  clamped 
without  residual  damage  is  ex- 
tended from  30  minutes  to  at  least 
one  hour  and  perhaps  more.” 

A case  report  of  idiopathic 
jaundice  of  pregnancy  is  pre- 
sented by  Dr  D.R.  Baronian.  The 
author  notes  that  "...  The  con- 
dition is  striking  in  that  it  occurs 
in  the  last  trimester  of  pregnancy, 
clears  up  completely  after  deliv- 
ery, and  frequently  occurs  in  a 
high  percentage  of  cases  during 
subsequent  pregnancies.”  He 
states  further:  “It  is  important  that 
this  disorder  be  differentiated 
from  extrahepatic  jaundice  due  to 
gallstones,  so  that  unnecessary 
surgery  be  avoided.” 


Drs  A.G.  Czekanski  and  O.F. 
Smith  report  the  first  published 
case  in  Rhode  Island  of  small 
bowel  ulceration  due  to  thiazide 
tablets  containing  enteric  coated 
potassium. 

An  editorial  discusses  a newly 
discovered  byproduct  of  the  pa- 
per pulp  industry,  dimethyl  sulf- 
oxide (DMSO),  and  notes  that 
early  observations  hint  of  mirac- 
ulous capabilities.  It  is  said  to  “kill 
pain,  speed  wound  healing,  re- 
duce inflammation,  clear  up 
bruises,  relieve  certain  pollen  and 
bacteria  caused  allergies,  relax 
muscles,  hasten  excretion  of  poi- 
sons from  the  body,  and  relieve 
some  types  of  arthritis  and  bur- 
sitis.” 


Volunteer  for  our  24-hour 
Suicide  Hotline. 


For  information  call  272-4516. 


^ The . 
Samaritans 
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Minima!  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,’ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system/ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively'’^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
Information. 

Indications  and  Usage;  1 Active  duodenal  ulcer-tot  up  to  eight  weeks 
ol  treatment.  Most  patients  heal  within  lour  weeks. 

2,  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ol  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions;  General-I.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insutficiency, 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  lo  that  in  normal 
subiects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistx* 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam.  Iidocaine.  phenytoin.  and  wartarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interacbons  mediated  by  inhibition  ol  hepatic  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d..  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ol  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  ol  a 
carcinogenic  eftect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  tor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  in|ury  (bansaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizabdine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ol  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

/Vxid  was  not  mutagenic  in  a battery  ol  tests  pertormed  lo  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ol  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  beated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  ih  one  fetus.  There  are,  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concenbations.  Because  of  growth  depression  in  pups  reared  by  beated 
lactating  rats,  a decision  should  be  made  whether  lo  discontinue  nursing 
or  the  drug,  teking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  t/se-Safety  and  effecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Paftents-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Cllmcal  bials  of  varying  durations  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  bials  of  over  1,900  nizabdine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  dmg. 

Axid*  (nizabdine,  Lilly) 


Wepabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  ol  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  signiheanby  differ  bom  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  disconbnuation  of  Axid. 

Cardiovascular -tn  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-CMca\  pharmacology  studies  and  conbolled  clinical  bials 
showed  no  evidence  of  antiandrogenic  activity  due  lo  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic -Fata\  thrombocytopenia  was  reported  in  a patient 
beated  with  nizatidine  and  another  Hj-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nfegumenta/- Sweating  and  urticaria  were  reported  significanby 
more  Irequenby  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
extoliabve  dermatibs  were  also  reported. 

Hypersensitivity -As  with  obier  H;-receplor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed.  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  biese  agents.  Rare  episodes  of  hypersensibvity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  (ever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  iavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  bierapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  1091289] 

Additional  inlormation  available  lo  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis.  Indiana 
46285 

NZ-2924-B-049310  ©1990,  ELI  LILLY  AND  COMPANY 
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WHO  IS  BEST  QUAUFIED, 
AND  WHO  CAN  BEST  BE  TRUSTED 
TO  KNOWLEDGEABLY  PROTECT 
THE  RHODE  ISLAND  PHYSICIAN 


For  more  than  100  years,  the  insurance  professionals  at  Starkweather  & Shepley, 
Inc.,  have  been  protecting  Rhode  Island  physicians,  hospitals  and  group 
practices. 

Starkweather  & Shepley,  Inc.  has  a staff  of  experienced  underwriters  for  the 
medical  profession  and  a fulltime  claims  department,  assuring  quick  response  to 
critical  needs. 

Together,  these  insurance  professionals  have  many  years  of  experience  in 
handling  medical  malpractice  insurance,  hospitals  and  group  practices . . . and  the 
problems  unique  to  the  medical  community. 

They  are,  quite  simply,  the  best  in  the  field. 

THERE  IS  NO  ALTERNATIVE  TO  EXPERIENCE  AND  SERVICE 


STARKWEATHER  & SHEPLEY,  INC. 

155  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)421-6900 

INSURANCE  SINCE  1879 
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Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 

_pATIENT 


PHYSICIANS  IN  THE  NEWS 


Recent  appointments  at  Memo- 
rial Hospital  include  Dr  Steven 
B.  Kirschner  to  the  Department 
of  Medicine’s  Division  of  Gastro- 
enterology and  Dr  Mark  A.  Rob- 
bin  to  the  gastroenterology  staff. 

* * * 

New  officers  to  the  Medical  Staff 
of  Landmark  Medical  Center  in- 
clude Dr  David  B.  Stoll,  Presi- 
dent; Dr  Francis  L.  Scarpaci, 
Vice  President;  Dr  Andrew 
Ruthberg,  Secretary/Treasurer; 
and  Dr  Edwsu'd  P.  Andersen,  Past 
President.  Department  chairmen 
include  Dr  Paul  C.  Hessler, 
Chairman,  Department  of  Radiol- 
ogy; Dr  Jan  J.  Penkala,  Chair- 


man, Department  of  Otxstetrics 
and  Gynecology;  Dr  Daniel  Hal- 
pren-Ruder,  Chairman,  Depart- 
ment of  Emergency  Medicine;  Dr 
E.  James  Monti,  Jr,  Chairman, 
Department  of  Pediatrics;  Dr 
Naeem  Siddiqi,  Chairman,  De- 
partent  of  Surgery;  and  Dr  Tilak 
Verma,  Chairman,  Department  of 
Medicine. 

* * * 

Dr  Martin  Keller  has  been  ap- 
pointed professor  and  chairman 
of  psychiatry  and  human  behav- 
ior at  the  Brown  Medical  School. 
He  will  serve  as  executive  psy- 
chiatrist-in-chief at  Butler  Hospi- 
tal, Bradley  Hospital,  Rhode  Is- 


CME CALENDAR 


Title:  Improve  Your  Reimburse- 
ment Thru  Proven  Solutions  to 
Medicolegal  Challenges 
Sponsored  by:  Medical  Society  of 
the  State  of  New  York 
Date:  April  25-26,  1990 
Location:  University  Club,  West 
54th  Street,  New  York,  New  York 
Objective:  Professionals  attend- 
ing the  conference  will  learn 
newly  developed  methods  of 
communicating  medical  infor- 
mation. 

For  more  information:  Jemi 
Goodman,  (516)742-6100 
Presented  by:  Medical  Risk  Man- 
agement Advisory  Corp. 

* * * 

Title:  Ambulatory  Surgery  ’90 
Focus  on  Excellence 
16th  Annual  Meeting 
Date:  May  2-5,  1990 
Location:  Anaheim,  CA 
Program:  Includes  a variety  of 
topics  all  oriented  to  quality  care 


in  the  ambulatory  surgical  facil- 

ity- 

For  more  information:  Federated 
Ambulatory  Surgery  Association, 
Alexandria,  VA 
(703)836-8808 

* * * 

Title:  Rural  Health! 

Empowered  To  Make  A Differ- 
ence 

Sponsored  by:  National  Rural 
Health  Association 
Date:  May  16-19,  1990 
Location:  New  Orleans,  LA 
Objective:  Provides  rural  health 
professionals  with  the  educa- 
tional and  networking  opportu- 
nities to  be  empowered  to  achieve 
success  in  rural  health  care. 

For  more  information: 

National  Rural  Health  Associa- 
tion 

301  E.  Armour  Blvd.  Suite  420 
Kansas  City,  MO  64111 
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land  Hospital,  Roger  Williams 
General  Hospital,  Miriam  Hospi- 
tal and  the  Veterans  Administra- 
tion Medical  Center. 


The  Board  of  Trustees  and  Ad- 
ministrative staff  at  Newport  Hos- 
pital presented  Dr  Charles  A. 
Hall,  Jr,  internist,  with  the  Med- 
ical Staff  Member  of  the  Year 
award.  Dr  Paul  C.  Houston,  sur- 
geon, was  selected  as  Physician 
of  the  Year.  These  awards  were 
presented  at  a Medical  Staff  rec- 
ognition dinner  to  honor  the  ac- 
tive members  of  Newport  Hospi- 
tal’s medical  staff. 


Title:  AIDS  & ETHICS 
Sponsored  by:  Bioethics  Consul- 
tation Group,  Inc.,  Berkeley,  CA 
International  Institute  of  Bioeth- 
ics, Luxembourg 
Kaiser  Permanente  Medical  Care 
Program,  Oakland,  CA 
Park  Ridge  Center  for  the  Study  of 
Health,  Faith  & Ethics, 

Chicago,  IL 

The  Healthcare  Forum,  San  Fran- 
cisco, CA 

Date:  June  24-27,  1990 
Location:  San  Francisco,  CA 
Purpose:  To  create  a forum  where 
health  care  providers,  policy  spe- 
cialists, persons  living  with  HIV 
infection  or  AIDS,  community- 
based  organization  managers, 
and  government  officials  can  ex- 
plore the  values  conflicts  behind 
many  AIDS  policy  and  treatment 
questions. 

For  more  information:  Krebs 
Convention  Management  Serv- 
ices, (415)255-1297 
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The  AMA 

Hospital  Medical  Staff  Section 
Fifteenth  Assembly  Meeting 
June  21 -25  J 990 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

Highlights  of  the  Annual  Meeting  will  include: 

• an  educational  program  entitled,  “Building  Effective  Hospital  Physician 
Relationships:  Ten  Success  Stories”;  Stephen  M.  Shortell,  Ph.L).  will  present 
the  results  of  his  study  on  the  working  relationships  between  ten  selected 
hospitals  and  their  medical  staffs; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical 
staff  issues  including  the  Impact  of  Hospital  Bankruptcy,  the  Role  of  Hospital 
Governing  Boards  in  Professional  Review,  and  Information  Sharing  Among 
Medical  Staffs; 

• recommendation  of  policy  to  the  House  of  Delegates  on  Prioritization  of 
Health  Care  Expenditures  and  Notification  of  Denials  by  the  PRO; 

• AMA-HMSS  Governing  Council  elections  for  the  positions  of  Chairman, 
Vice-Chairman,  Secretary,  and  one  Member-at-large. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

Phone  (312)  645-4754  or  645-4761 
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INFORMATION  FOR  AUTHORS 


Mann.snipl.s:  Manuscripls  will  he  accepted  lor  eonsicl- 
eiation  with  the  uiiclerstancliiig  that  they  ate  original 
eoiiti  ihntions,  have  never  heen  pnhlishecl  oi  snhniil- 
tecl  elsewhere,  and  ate  stihinitted  only  to  the  Rhodr 
Island  Medical  Journal. 

Specificalions:  Manuscripts  must  he  original  typed  copy 
(not  all  ca|)itals)  on  8'/2  x II  inch  firiti  typewritten 
papei . tionhie-spaceci  throughout  (including  title  page, 
text,  acknovvledginents,  and  reierences)  with  margins 
of  at  least  one  inch  and  using  hut  one  side  ol  each 
page.  Tables,  charts,  and  legends  should  he  suhmitted 
sepaiately  ftom  the  text,  and  referred  to  hy  numher 
(ie.  Fig.  I)  within  the  text.  Suhheadings  must  he  in- 
serted at  reasonahle  intervals  to  break  the  typographic 
monotony  ol  the  text.  Pages  must  he  numbered  con- 
secutively. Italics  and  boldface  print  are  nevei  used 
except  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  he 
identified  in  the  text. 

Title  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  following  information:  (1)  a con- 
cise and  infcjrmative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MI), 
PhD);  (3)  a concise  biographical  description  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  rept  int  requests;  (6)  source  of  sup- 
port if  applicable. 

lUustratiom:  Authors  are  urged  to  use  the  ser\ices  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  he  suhmitted,  and  such  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  he  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  he  accepted.  The  figure  uumber,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
he  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  he  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
grajrhs  and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriatelv  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  nuist  he  made  with  the  editors 
for  excessive  numhers  of  illustiations.  Color  plates  are 
not  acceptable. 

Identi/iration  oj  Patients:  Names,  initials  should  not  he 
used.  Use  of  numhers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  re|u  ints  are 
not  |)rovided  routinely  to  the  author(s).  Reprints  may 
he  ordered  separately  (100  copies  mininutm  order) 
and  |)rintitig  costs  will  he  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  hy  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  tliem 
into  conformity  with  Journal  style,  wliich  is  in  com- 
pliance with  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  editors,  nor  the  publishers,  nor  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressecf  by  any 
contrihutor  in  any  article  or  feature  published  in  the 
pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  hv  the  appropriate  auth<jrity  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  numher  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  he  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
pajrer;  name  of  publication;  volume  numher;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  hook  reference 
must  include  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  hook;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  nutnher.  If  the  reference  is  to  a chapter  within 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  hook,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  he  addressed  to;  Managing  Editor,  Rhode 
Island  Medical  Journal,  106  Erancis  Street,  Providence, 
RI  02903. 


VASOTEC 


ENALAPRIL  MALEATEl  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Coniraindications;  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicated  in  patients  who  ate  hypersensitive  to 
this  product  and  in  patients  with  a history  o(  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace  exlremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  V/SOTEC  should  be  promptly  discontinued 
and  Ihe  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  lo  the 
(ace  am  lips,  Ihe  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  usetui  in 
relieving  symptoms  Annioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol 
the  tongue,  glottis,  oriarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g..  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mlT  should  be  promptly  adminislered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  (irst 
dose,  but  discontinuation  o(  therapy  (or  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  (ollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Palients  at  risk  (or  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  arolemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  o(  any  etiology  It  may  be  advisable  to  eliminate  Ihe  diuretic  (except  in  patients 
with  heart  failure),  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  vASOTEi; 
in  patients  at  nsx  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Inleraclions  and  ADVERSE  REACTIONS.)  In  patients  al  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  tollowed  closely  lor  Ihe  tirsl  two  weeks  ol  trealmeni  and 
whenever  Ihe  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  Ihe  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  ditficully  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  or  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

NeuUopenial Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  Inals  ot  enalapril  are  insutlicient  lo  show  that 
enalapril  does  nol  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  palients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  (unclion  may  be  aniicipaled  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilaleral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  Ihe  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessmenl  of  renal 
(unclion.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperlalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  palients 
m clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  riespile  continued  therapy  Hyperlalemia 
was  a cause  ol  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  palients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ot  patients,  but  was  not  a cause  tor  discontinuation. 

Risk  (actors  (or  Ihe  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and^r  potassium-containing  sail  substitutes,  which 
should  be  used  cauliousTy,  it  al  all.  with  VASOTEC  (See  Drug  Inleraclions. ) 

SurgerylAnesIhesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypolension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  of  enalapril 
Palients  should  be  so  advised  and  told  lo  reporl  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  (ace,  exlremilies,  eyes,  lips,  tongue,  ditficully  in  swallowing  or  breathing)  and  loTake  no  more  drug  until  they 
have  consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness,  especially  during  the  (irsi  tew  days  ol  therapy  II 
aclual  syncope  occurs,  Ihe  patients  should  be  told  to  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescrib- 
ing physician 

All  palients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ot  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a fall  in  blood  pressure;  palients  should  be  advised  to  consult  with  Ihe  physician 
Hmrkalemia  Palients  should  be  fold  not  lo  use  salt  substitutes  containing  potassium  without  consulting  Iheir 
physician 

Neutropenia  Patients  should  be  fold  lo  reporl  promptly  any  indication  ol  inleclion  (e  g..  sore  throat,  lever)  which  may 
be  a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  palients  being  treated  with  enalapril  is  warranted  This  intormalion 
IS  intended  to  aid  in  Ihe  sate  and  ettective  use  ot  this  medication  II  is  nol  a disclosure  ol  all  possible  adverse  or 
intended  ettects 
Drug  Interactions 

Hypotension  Palienis  on  Diuretic  Therapy  Palienis  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  insliluted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  Ihe  salt  intake  prior  to  initiation  ot  Irealment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  Ihe  initial  dose  for  al  least  two  hours  and  until  blood  pressure  has 
stabilized  for  al  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihypertensive  ettecl  ot  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  inleraclions 

Agents  Increasing  Serum  Potassium  VASOTEC  allenuales  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamlerene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  subsliluTes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  trequeni  moniToring  ol  serum  potassium,  Polassium-sparing  agents  should  generally  nol  be  used  in  palienis 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodium  including  ACE  innibitors  A tew  cases  ot  lithium  toxicity  have  been  reported  in  palients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  (requenlly  it  enalapril  is  adminislered  concomitantly  with  lithium 
Pregnancy -Category  C.  There  was  no  lelotoxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ot  enalapril 
(333  times  Ihe  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  (etal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  telal  loxicity  occurred  in  some  rabbits  al  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  (etal  toxicity  seen  al  doses  ot  3 and  10  mg/ 
kg/day,  but  nol  at  30  mgAg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  ot  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-conirolled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  Ihe  human  placenta  Because  Ihe  risk  ot  tetal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 


been  clearly  defined.  VASOTEC*  (Enalapril  Maleale.  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  ben- 
efit lustities  the  potential  risk  lo  the  (elus 

Poslmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  Ihe  lirst  trimester  ol  pregnancy  has  nol  been  reported  lo  affect  (etal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  (etal  and  neonatal  mor- 
bidity and  morlalily 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ot  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  inlhe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  Ihe  (elus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypolension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood 
pressure  and  renal  perfusion  with  Ihe  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  paleni  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ot  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  following  administration  ot  '*C  enalapril  maleale  It  is  nol 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safely  and  etfecliveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  trequeni  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1  4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  effects  (1 2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%),  hypolension  (67%),  orthostatic  ettects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  (aligue(T8%),  headache  (1  8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthosta- 
tic hypotension  (1 6%).  vertigo  (1 6%),  angina  pecloris  (1 5%),  nausea  (1  3%),  vomiling  (1 3%).  bronchitis  (1 3%), 
dyspnea  (1 3%),  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (l  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ot  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  ot  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  intarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  pulmonary  embolism  and  intarction.  pulmonary 
edema,  rhythm  disturbances,  alrial  (ibrillation,  palpitation 

Digestive  Ileus,  pancrealilis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous! Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inteclion 
Skin  ExIoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme. urticaria,  pruritus,  alopecia.  Hushing,  hyperhidrosis 

Special  Senses  Blurred  vision,  lasle  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arlhrafgias/arlhritis,  myalgias,  (ever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  mamleslations 

Angioedema  Angioedema  has  been  reported  in  palients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  Ihe  face,  exlremilies,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  riiscontinued  and  appropriate  therapy  instiluleo  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  palients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  (or  discontinuation  ot  ther- 
apy in  01%  ot  hypertensive  patients  In  heart  failure  palienis.  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  1 9%  of  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS ) In  palienis  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digilalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observer!  in  about  11%  ol  patienis 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  (or  discontinuation  in  1 2%  ot  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 
0 3 q%  and  1 0 vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  (allure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  ahemia  coexists  In  clinical  Inals,  less  than 
01%  of  palients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  Ihrombocylopenia  and 
bone  marrow  depression  have  been  reported  A tew  cases  ol  hemolysis  have  been  reported  in  patients  with  (j6PO 
deticiency 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palients  who  ate  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued lor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypolension  (See 
WARNINGS ) It  Ihe  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  palienis  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  anlihypertensive  efiecl  may  diminish  toward  Ihe  end  ot  Ihe 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  Iwice-daily  adminisiralion  should  be  considered  It  blood 
pressure  is  nol  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  subslitules.  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  (or 
patients  with  a creatinine  clearance  > 30  ml7min  (serum  creatinine  ot  up  lo  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  ^ 30  mL/min  (serum  creatinine  & 3 mg/dL),  Ihe  (irst  dose  is  2,5  mg  once  daily  The  dosage 
may  be  lilraled  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  IS  2 5 mg  once  ot  twice  daily  Alter  the  initial  dose  of  VASOTEC,  Ihe  patient  should  be  observed  under  medical 
supervision  (or  at  least  two  hours  and  until  blood  pressure  has  stabilized  (or  al  least  an  additional  hour  (See  WARN- 
INGS and  PREtlALITIONS,  Drug  Interactions.)  It  possible.  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  nol 
preclude  subsequent  careful  dose  lilration  with  the  drug,  toflowing  effective  managemeni  ot  the  hypolension  The 
usual  therapeutic  dosing  range  for  the  treatment  ol  heart  tailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  morlalily  in  patients  with 
severe  heart  failure  (NYHA  Class  ivj.  patients  were  treated  with  2.5  lo  40  mg  per  day  of  VASOTEC,  almost  always 
adminislered  in  two  riivided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Ettects  ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 


Dosage  AdiusImenI  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  palients  with  heart  tailure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated al  2.5  mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
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IpPERTENSION  ITSELF 

VAk)TEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor, 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  information, 
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EDITORIALS 


International  Health  in 
Rhode  Island 


Years  after  I had  chosen  my 
present  career,  I overheard  my 
grandmother  complaining  to  my 
parents,  “Why  couldn’t  he  spec- 
ialize in  something  1 could  get?” 
This  comment  only  underscores 
the  problem  of  relevance  that 
plagues  tropical  disease  special- 
ists in  the  United  States.  Two  dec- 
ades ago,  over  half  of  the  United 
States  medical  schools  didn’t  in- 
clude tropical  disease  in  their  core 
curriculum.  Even  today,  the  in- 
depth  study  of  “exotic”  diseases 
is  relegated  generally  to  a few 
schools  of  public  health.  With  the 
recent  explosion  in  international 
travel,  particularly  to  the  Third 
World,  as  well  as  the  many  new 
Americans  arriving  in  Rhode  Is- 
land, illnesses  that  had  been  con- 
sidered “zebras”  are  now  rela- 
tively commonplace  in  this  state. 
Since  my  arrival  in  Providence 
four  years  ago,  I have  treated  nu- 
merous cases  of  malaria  and  ty- 
phoid fever  as  well  as  a wide  va- 
riety of  parasitic  infections 
including  amebic  liver  absess, 
cysticercosis,  schistosomiasis, 
clonorchiasis  and  filariasis. 

For  many  years  Dr  Alfred  Senft 
was  the  only  tropical  disease  spe- 
cialist at  Brown  University’s  med- 
ical school.  In  the  private  sector, 
Rhode  Island  had  always  had  a 
few  physicians  who  were  familiar 
with  these  diseases,  generally 
through  their  past  service  in  the 
military.  In  1985,  Dr  Steven  Opal 
came  to  Brown  and  opened 
Rhode  Island’s  first  Traveler’s 
Clinic  at  Memorial  Hospital  in 
Pawtucket  (401-722-6000,  ext. 


2545).  I arrived  in  the  following 
year  to  start  a new  International 
Health  Program  at  Brown  and  be- 
gan Miriam  Hospital’s  Traveler’s 
Clinic  (401-274-3700  or  331-8500, 
ext.  4075).  In  1988,  the  State 
Health  Department  relinquished 
its  responsibilities  for  travel  im- 
munizations to  these  two  clinics 
which  now  function  as  the  sole 
source  of  both  official  informa- 
tion and  vaccinations  with  the 
State.  Currently,  the  International 
Health  Institute  at  Brown  has 
seven  tropical  disease  specialists 
who  are  involved  in  research 
(both  in  Rhode  Island  and  over- 
seas), teaching  and  patient  care. 

The  purpose  of  this  issue  of  the 
Rhode  Island  Medical  Journal  is 
to  acquaint  Rhode  Island  physi- 
cians with  some  of  the  current 
problems  in  tropical  medicine 
relevant  to  their  practices.  In  ret- 
rospect, my  grandmother  was 
wrong;  there  are  many  interna- 
tional health  problems  that  Rhode 
Islanders  can  get,  and  we  as  phy- 
sicians need  to  be  prepared  to 
deal  with  them  effectively. 

G.  Richard  Olds,  MD 
Guest  Editor 


The  Importing  of  Fevers 


Exotic  diseases  with  lengthy 
names  and  multicellular  agents 
with  even  lengthier  names  made 
up  much  of  the  fabric  of  those 
medical  school  courses  variously 
called  parasitology  or  tropical 


disease.  Prior  to  World  War  II 
these  arcane,  “foreign”  illnesses 
were  taken  seriously  only  by  the 
rare  medical  student  considering 
a career  in  either  public  health  or 
missionary  medicine.  Certainly  an 
enduring  familiarity  with  schis- 
tosomiasis or  malaria  or  cholera 
was  considered  unnecessary  for 
the  practice  of  temperate  climate 
medicine. 

But  then  came  American  mili- 
tary encounters  with  such  unfa- 
miliar places  as  Guadalcanal, 
Saipan,  Burma,  Bizerte,  Iwo  Jima, 
Pusan  and  Saigon.  And  following 
these  wars  came  the  numerically 
greater  civilian  movements,  vol- 
untary and  involuntary,  in  the  form 
of  a two-way  stream  of  tourists 
seeking  recreation,  and  refugees 
looking  for  sanctuary  in  the  United 
States.  With  increasing  mobility 
both  of  persons  and  pathogens, 
tropical  diseases  no  longer  re- 
stricted themselves  to  the  tropics. 
Medical  school  study  of  the  ill- 
nesses of  hot,  steamy,  far-off 
places  now  assumed  greater  im- 
mediacy. 

The  Centers  for  Disease  Con- 
trol (CDC),  the  United  States  Pub- 
lic Health  Service  institution  for 
the  recording  of  reportable  ill- 
ness, now  provides  surveillance 
statistics  of  certain  ccmmunica- 
ble  disorders  within  the  United 
States.  Through  its  informative 
publication  Morbidity  and  Mor- 
tality Weekly  Report,  the  inci- 
dence rates  of  such  infections  as 
amebiasis,  anthrax,  brucellosis, 
cholera,  arthropod-borne  en- 
cephalitis, leprosy,  malaria. 
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plague,  trichinosis,  typhoid  and 
typhus  are  routinely  reported.  It 
is  instructive  to  see  how  the  events 
making  up  our  nation’s  recent 
history  have  impinged  upon  the 
secular  trends  of  these  commu- 
nicable diseases. 

In  the  case  of  malaria,  for  ex- 
ample, there  was  a moderate  rise 
in  its  incidence  rate,  within  the 
United  States,  following  World 
War  11,  reaching  about  65  cases 
per  100,000  population  per  year, 
and  accounted  for  largely  by  re- 
turning veterans.  In  the  succeed- 
ing five  years  the  rate  dropped  to 
about  2/100,000.  Malarial  re- 
lapses affecting  Korean  War  vet- 
erans then  caused  the  rate  to 
climb  to  about  5/100,000.  By  1965, 
however,  the  rate  had  fallen  to 
0.07/100,000,  its  lowest  level  thus 
far.  At  the  height  of  the  Viet  Nam 
conflict  the  rate  rose  again  to  1.1/ 
100,000,  falling  by  1974  only  to 
rise  again  because  of  immigrant 
civilians  with  malaria,  largely  from 
Southeast  Asia,  Mexico,  Nigeria 
and  Borneo. 

During  the  first  six  weeks  of 
1990,  the  CDC  has  reported  106 
new  cases  of  malaria  in  residents 
of  the  United  States. 

Malarial  transmission  within 
the  United  States,  in  contrast  to 
the  importation  of  active  cases,  is 
unusual.  Since  1950,  21  discrete 
outbreaks  of  indigenous  malaria, 
all  caused  by  Plasmodium  vivax, 
have  been  reported,  most  occur- 
ring in  the  southern  counties  of 
California.  In  one  such  incident, 
in  San  Diego  County,  a cluster  of 
30  persons  (largely  migrant  agri- 
cultural workers)  developed 
acute,  clinical  malaria  between 
July  and  September  of  1988.  All 
denied  prior  malaria,  intravenous 
drug  abuse  or  blood  transfusions. 
The  two  necessary  components 
to  provide  an  explanation  for 
these  cases  (namely,  a local  in- 
dex case  of  malaria  and  a com- 
petent insect  vector)  were  both 
documented.  A worker  with  ma- 


laria had  recently  moved  into  the 
community  and  numerous  Ano- 
phelus  hermi  mosquitoes  were 
subsequently  trapped  in  the  vi- 
cinity. 

This  issue  of  the  Journal,  ed- 
ited by  Dr  G.  Richard  Olds,  is  de- 
voted to  a consideration  of  the 
medical  hazards  which  the  civil- 
ian tourist  may  encounter  when 
travelling,  and  some  prudent  steps 
that  he  or  she  may  undertake  to 
lessen  these  risks. 

Stanley  M.  Aronson,  MD 


Cholera  Comes  to 
Providence,  1832 


Before  1817,  cholera  was  a dis- 
ease known  only  to  those  familiar 
with  the  Ganges  delta  of  eastern 
India.  In  August  of  1817,  cholera 
left  its  epidemic  home  in  Bengal 
to  spread  west  through  India  as 
an  accompaniment  of  various  re- 
ligious migrations  and  British 
army  campaigns.  By  1820  it  had 
infiltrated  all  of  India,  affecting 
about  seven  percent  of  its  popu- 
lation. It  then  spread  east  to  the 
Philippines,  Borneo  and  the  Cel- 
ebes; and  west  to  Asia  Minor  and 
the  Middle  East.  By  1823  it 
reached  the  Caspian  Sea  to  in- 
volve the  Russian  city  of  Astra- 
khan, its  first  landfall  in  Europe. 
All  of  continental  Europe  was  in- 
volved by  1831  and  the  first  case 
of  cholera  in  England  was  re- 
corded in  the  North  Sea  port  of 
Sunderland  on  November  4,  1831. 

On  June  1 , 1 832,  cases  of  chol- 
era appeared  in  the  newly  arrived 
immigrant  populations  of  Que- 
bec. The  disease  spread  rapidly 
throughout  Lower  Canada  and 
shortly  emerged  in  the  northern 
border  communities  of  Vermont 
and  New  York.  On  Friday,  July  27, 
1832,  two  cases  of  cholera  were 
reported  in  Newport  and  on 
Thursday  morning,  August  2, 


1832,  four  cases  of  cholera  (three 
adults  and  one  child)  were  rec- 
ognized in  the  Eddy  Street  water- 
front district.  The  epidemic  in 
Providence  would  not  subside 
until  the  early  weeks  of  winter. 

In  1832,  Moses  Brown  helped 
to  supervise  a small  Quaker 
school,  then  called  the  Yearly 
Meeting  School,  and  located  on 
the  east  side  of  Providence.  On 
July  7,  1832,  in  response  to  the 
imminence  of  epidemic  cholera, 
Moses  Brown  and  Hannah  Gould 
prudently  closed  their  school  and 
dispatched  the  following  circular 
to  the  parents  of  the  dismissed 
children: 

Esteemed  Friend: 

The  subcommittee  of  the  Boarding 
School  under  the  advisement  of  the 
meeting  for  Sufferings  have  come  to 
the  conclusion,  in  consequence  of  the 
existence  of  the  Spasmodic  Cholera 
in  various  places  which  have  fre- 
quent communication  with  this  city, 
thus  rendering  it  probable  that  we 
may  be  visited  by  this  fatal  malady, 
that  it  will  be  most  prudent  to  dis- 
continue the  School  for  a season.  We 
therefore  request  thee  to  cause  the 
removal  of  thy  child  or  children  from 
the  School  as  soon  as  practicable. 

The  Sub-Committee  have  come  to 
this  conclusion  from  a sense  of  their 
duty  to  the  Institution,  to  the  children 
and  to  their  parents,  apprehending 
that  in  all  cases  of  such  threatening 
danger,  it  would  be  the  desire  of  par- 
ents to  have  their  children  under  their 
immediate  care.  Information  will  be 
given  thee  when  the  committee 
deems  it  proper  again  to  open  the 
School,  which  we  hope  will  be  at  no 
distant  day.  On  behalf  and  by  ap- 
pointment of  the  Committee. 

Moses  Brown  Hannah  Gould 

The  Journal  thanks  Mr  David 
Burnham,  Headmaster  of  Moses 
Brown  School,  for  sharing  this 
document  which  was  derived 
from  the  historic  archives  of  his 
institution,  and  is  reproduced  on 
the  following  page. 

Stanley  M.  Aronson,  MD 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • Hours  8am-9pm 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAmi:  X RAY  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Travel  to  Developing  Countries: 
Pre-Departure  Medical  Advice 


Rodrigo  L.  Romulo,  MD 
Peter  M.  Wiest,  MD 
Steven  M.  Opal,  MD 
G.  Richard  Olds,  MD 


It  has  . . . become  impor- 
tant for  physicians  in  Rhode 
Island  to  be  more  familiar 
with  the  prevention  and 
management  of  the  more 
common  of  these  ( tropical) 
diseases. 


Over  ten  million  Americans  travel 
to  developing  countries  each 
year.'-^  They  will  frequently  be  ex- 
posed to  diseases  with  which  they 
and  their  physicians  are  unfamil- 
iar. At  the  Traveler’s  Clinics  of  the 


Rodrigo  L.  Romulo,  MD,  is  a Fel- 
low in  Geographic  Medicine  at 
The  Miriam  Hospital,  Providence, 
Rhode  Island. 


Peter  M.  Wiest,  MD,  is  Assistant 
Professor  of  Medicine  at  Brown 
University  and  a member  of  the 
Division  of  Geographic  Medicine, 
The  Miriam  Hospital,  Providence, 

! Rhode  Island. 


I Steven  M.  Opal,  MD,  is  Assistant 
‘ Professor  of  Medicine  at  Brown 
University  and  Director  of  The 
Traveler’s  Clinic,  Memorial  Hos- 
pital, Pawtucket,  Rhode  Island. 


G.  Richard  Olds,  MD,  is  Associate 
Professor  of  Medicine  and  Direc- 
tor of  the  International  Health  In- 
stitute at  Brown  University,  Prov- 
idence, Rhode  Island. 


Miriam  and  Memorial  Hospitals, 
over  four  thousand  travelers 
sought  pre-travel  advice  as  of 
June,  1989.  The  great  majority  of 
these  traveled  to  Africa,  Asia  and 
South  and  Central  America,  areas 
where  many  exotic  tropical  dis- 
eases are  endemic.  It  has  there- 
fore become  important  for  phy- 
sicians in  Rhode  Island  to  be  more 
familiar  with  the  prevention  and 
management  of  the  more  com- 
mon of  these  diseases.  It  is  the 
purpose  of  this  article  to  famil- 
iarize Rhode  Island  physicians 
with  some  of  the  preventive  as- 
pects of  travel  medicine,  primar- 
ily general  advice  about  travel, 
immunizations,  prophylactic 
medications,  and  presumptive 
treatments  of  common  travel-re- 
lated illnesses.  (Management  of 
the  sick  returning  traveler  with  fe- 
ver, diarrhea  or  eosinophilia  will 
be  discussed  in  other  articles  in 
this  issue  of  the  Journal.) 

General  guidelines  for  travelers 
are  available  in  “Health  Infor- 
mation for  International  Travel,” 
published  and  updated  yearly  by 
the  Centers  for  Disease  Control 
(CDC).  Specific  recommenda- 
tions must  be  adjusted  to  specific 


locations  within  a country,  as  well 
as  to  the  duration  and  type  of 
travel  anticipated.  Current  infor- 
mation should  always  be  ob- 
tained from  travelers  clinics,  lo- 
cal health  departments  or  the  CDC 
as  legal  requirements  and  medi- 
cally indicated  precautions 
abroad  are  subject  to  sudden 
change. 

General  Recommendations 

An  individualized  program  to 
maximize  each  traveler’s  health 
when  abroad  requires  detailed 

ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
CDC:  Centers  for  Disease  Con- 
trol 

DEET:  N,  N diethylmetatoluam- 
ide 

DNA:  Desoxyribo-nucleic  acid 
HDCV:  Human  diploid  cell  vac- 
cine 

HIV:  Human  Immunodefi- 
ciency Virus 
ID:  Intradermal 
IG:  Immune  globulin 
IM:  Intramuscular 
IPV:  Inactivated  polio  vaccine 
OPV:  Oral  polio  vaccine 
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knowledge  of  the  duration  and 
nature  of  the  trip,  the  traveler’s 
exact  itinerary,  age,  medical,  al- 
lergy and  immunization  history. 
Emphasis  must  be  given  to  proper 
eating  and  drinking  habits  since 
the  majority  of  travel-related 
health  problems  occur  through 
the  ingestion  of  contaminated 
food  or  drink. 

Pre-travel  consultation  should 
include  a discussion  about  com- 
mon problems  related  to  inter- 
national travel  including  jet  lag, 
high  altitude  sickness,  environ- 
mental exposures,  the  hazards  of 
insects  such  as  vectors  for  mul- 
tiple infections  (malaria,  yellow 
fever,  dengue,  filariasis,  trypano- 
somiasis, onchocerciasis,  etc.) 
and  the  means  to  avoid  these  vec- 
tors. Travelers  to  remote  areas 
must  be  warned  about  venomous 
animals,  rabies,  and  the  hazards 
of  fresh  water  swimming  (schis- 
tosomiasis, leptospirosis,  non- 
cholera vibrios)  as  well  as  how 
to  deal  with  a medical  emer- 
gency. 

There  is  also  increasing  con- 
cern about  the  acquired  immu- 
nodeficiency syndrome  on  the 
part  of  both  travelers  and  host 
countries.'^'®  Although  it  is  the 
opinion  of  the  World  Health  Or- 
ganization that  the  small  benefits 
of  screening  travelers  would  not 
justify  the  diversion  of  resources 
from  educational  programs  and 
measures  to  protect  blood  sup- 
plies, some  countries,  such  as  the 
People’s  Republic  of  China,  are 
now  requiring  HIV  testing  for  trav- 
elers applying  for  more  than  a two 
month  visa.  Known  HIV-positive 
individuals  who  wish  to  travel 
abroad  are  therefore  likely  to  be 
subject  to  increasing  restrictions. 
Of  concern  to  all  travelers  is  the 
risk  of  exposure  to  contaminated 
blood  or  nonsterile  needles  that 
might  be  used  in  an  emergency. 
HIV  infection  is  an  issue  through- 
out the  third  world  but  the  great- 
est risk  presently  is  for  travel  to 


Central  and  East  Africa  where  HIV 
infection  is  at  least  as  common 
as  in  the  United  States. 

Immunizations  for  Travel: 
General  Guidelines 

Immunization  is  only  one  aspect 
of  a comprehensive  disease  pre- 
vention program  for  travelers. 
Since  no  vaccine  is  completely 
safe  and  effective,  risks  and  ben- 
efits for  each  particular  traveler 
must  be  evaluated  prior  to  their 
use.  Only  immune  globulin  (IG) 
has  been  shown  to  be  highly  cost- 
effective  when  given  as  passive 
protection  against  Hepatitis  A.^ 

Pre-travel  consultation 
should  include  a discussion 
about  common  problems 
. . . including  jet  lag,  high 
altitude  sickness,  environ- 
mental exposures,  the  haz- 
ards of  insect  vectors.  . . 
and  the  means  to  avoid 
these  vectors. 


Confusion  exists  regarding  im- 
munizations that  are  required  by 
law  and  those  that  are  recom- 
mended for  medical  reasons.  Only 
two  vaccines,  yellow  fever  and 
cholera,  are  required  by  law  for 
international  travel.  Some  vac- 
cines are  recommended  to  adults 
whether  or  not  they  are  traveling 
and  must  be  updated  prior  to 
travel  (diphtheria/tetanus,  mea- 
sles, polio).  Other  immunizations 
are  recommended  because  trav- 
elers may  acquire  a particular  dis- 
ease in  a country  or  in  a specific 
location  within  that  country  (ty- 
phoid, meningococcal  meningi- 
tis, rabies,  hepatitis  B,  and  Jap- 
anese B encephalitis). 

In  general  a traveler  should  al- 
low four  to  six  weeks  before  de- 
parture for  optimal  vaccine 
administration  since  some  vac- 
cines require  more  than  one  dose 
for  full  protection  while  some 


vaccines  are  incompatible  with 
others.  Theoretically,  one  live  vi- 
rus vaccine  may  interfere  with  the 
antibody  response  of  a second 
live  virus  vaccine  given  within  one 
month  of  the  first.  Also,  immune 
globulin  (IG)  may  interfere  with 
the  antibody  response  to  live  at- 
tenuated virus  vaccines.  Ideally, 
IG  should  not  be  given  for  three 
months  before  or  at  least  three 
weeks  after  most  live  virus  vac- 
cines. It  is,  therefore,  recom- 
mended that  live  virus  vaccines 
be  administered  during  the  first 
pre-travel  visit  and  that  IG  be  given 
later,  as  close  to  departure  date 
as  possible.  Inactivated  vaccines, 
in  general,  can  be  given  simul- 
taneously although  local  and  sys- 
temic reactions  make  this  unde- 
sirable. 

Vaccines  produced  in  eggs  are 
contraindicated  in  persons  with 
known  hypersensitivity  reactions 
to  eggs.  Potential  recipients  of 
these  vaccines  should  be  ques- 
tioned about  any  prior  adverse  re- 
action resulting  from  eating  eggs. 
Live  virus  vaccines  should  not  be 
given  to  pregnant  women  or  those 
likely  to  become  pregnant  within 
three  months  of  immunization. 
Live  viral  vaccines  should  also  be 
avoided  in  immunocompromised 
individuals  (eg,  those  with  lym- 
phoreticular  and  generalized  ma- 
lignancies, acquired  immunode- 
ficiency syndrome,  or  those 
receiving  corticosteroids,  alkyl- 
ating agents  or  radiation  ther- 
apy). 

Required  Immunizations 

Yellow  fever:  Yellow  fever  is  a 
mosquito-borne  viral  illness  sim- 
ilar to  other  hemorrhagic  fevers 
but  with  more  severe  hepatic  in- 
volvement. It  exists  only  in  Africa 
and  South  America.  Yellow  fever 
vaccine  is  a live,  attenuated  virus 
vaccine  developed  in  chick  em- 
bryos that  is  safe  and  effective.  It 
consists  of  a single  shot  that  must 
be  renewed  in  ten  years.  It  is  rec- 
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ommended  for  all  persons  six 
months  of  age  or  older,  traveling 
to  areas  in  Africa  or  South  Amer- 
ica. Yellow  fever  vaccination  is 
required  by  law  by  some  coun- 
tries (not  the  United  States)  for 
travelers  arriving  from  an  en- 
demic area.^  It  should  be  given  at 
least  two  weeks  prior  to  travel  to 
be  effective.  Concommitant  or 
prior  immune  globulin  adminis- 
tration may  inactivate  the  vaccine 
and  reduce  antibody  response  as 
may  administration  of  cholera 
vaccine  within  three  weeks  of  the 
yellow  fever  vaccine.  Yellow  fever 
vaccine  is  given  only  in  state- 
licensed  centers  because  it  re- 
quires cold  storage  and  is  viable 
for  only  a short  time  after  recon- 
stitution. In  Rhode  Island,  the  only 
state-licensed  vaccination  cen- 
ters are  the  Traveler’s  Clinics  at 
the  Memorial  and  Miriam  Hospi- 
tals. 

Cholera:  Cholera  is  an  acute  non- 
inflammatory diarrheal  illness 
caused  by  Vibrio  cholera  0-group 
1 obtained  by  ingesting  contam- 
inated food  or  water.  The  risk  to 
US  travelers  is  thought  to  be  ex- 
ceedingly low.®  The  cholera  vac- 
cine is  a killed  bacterial  vaccine 
consisting  of  two  shots  given  at 
least  one  week  apart  for  the  pri- 
mary series  and  requiring  single 
booster  shots  after  six  months.  It 
is  of  limited  effectiveness.  The 
World  Health  Organization  has 
attempted  to  have  this  vaccina- 
tion removed  from  the  list  of  re- 
quired immunizations  by  all 
countries.  It  is  our  practice  to  ad- 
minister only  a single  dose  to 
meet  the  legal  requirement  for 
travel  between  certain  countries, 
particularly  in  Africa  and  Asia.  The 
complete  primary  series  is  rec- 
ommended only  for  those  who 
live  and  work  in  endemic  areas 
under  less  than  adequate  sanitary 
conditions  or  those  with  compro- 
mised gastric  defense  mechan- 
isms (antacid  or  H2-blocker  ther- 


apy, achlorhydria,  gastrectomy). 
Although  this  vaccine  can  be  ob- 
tained by  any  Rhode  Island  phy- 
sician, it  is  probably  inappro- 
priate to  administer  the  vaccine  if 
the  official  “stamp”  cannot  be 
provided  to  the  traveler. 

Only  two  vaccines,  yellow 
fever  and  cholera,  are  re- 
quired by  law  for  interna- 
tional travel. 


Smallpox:  Smallpox  vaccination 
should  not  be  required  by  law  by 
any  country  but  on  occasion  cer- 
tain countries  may  require  trav- 
elers to  have  this  vaccination. 
Since  this  vaccine  is  not  available 
to  civilians  in  the  United  States 
and  may  even  be  dangerous,  a 
letter  stating  that  the  smallpox 
vaccination  has  not  been  given 
“for  medical  reasons”  is  suffi- 
cient to  allow  transit  in  these  rare 
circumstances. 

Universally  Recommended 
Immunizations 

Diphtheria-tetanus:  Tetanus  and 
diphtheria  remain  problems 
worldwide  and  adults  should  be 
immunized  with  the  combined 
diphtheria-tetanus  (bacterial  tox- 
oid) vaccine.^  A booster  within  the 
last  five  years  eliminates  the  need 
for  additional  tetanus  immuniza- 
tion (with  a potentially  non-ster- 
ile  needle)  or  tetanus  immune 
globulin  if  the  traveler  sustains  a 
penetrating  wound  overseas. 

Measles:  Measles  in  the  United 
States  has  continued  to  decline 
but  a large  percentage  of  cases  is 
being  imported.®  Most  persons 
born  in  the  United  States  before 
1956  are  likely  to  have  been  nat- 
urally infected  but  with  decreas- 
ing exposure  to  natural  cases  of 
measles  in  the  US  during  the  last 
two  decades,  unvaccinated  per- 
sons may  reach  adulthood  still 
susceptible.  Other  susceptible 


persons  include  those  who  were 
given  live  measles  vaccine  before 
fifteen  months  of  age  and  those 
who  received  inactivated  (killed) 
vaccine.  Recipients  of  the  latter 
vaccine  (available  in  the  US  from 
1963-1967)  when  exposed  to  nat- 
ural virus  are  at  risk  of  developing 
the  atypical  measles  syndrome 
which  can  be  severe  and  occa- 
sionally with  serious  complica- 
tions. These  susceptible  groups 
of  people,  together  with  those 
born  after  1956  with  no  docu- 
mented record  of  immunization, 
should  receive  a single  dose  of 
live  attenuated  virus  vaccine. 

Polio:  Poliomyelitis  remains  a 
major  medical  problem  world- 
wide with  over  250,000  cases  re- 
ported in  1986.®  Travelers  to 
countries  where  the  risk  of  ex- 
posure to  wild  polio  virus  is  in- 
creased should  be  fully  immu- 
nized. There  are  two  vaccines 
available  for  poliomyelitis.  Tri- 
valent  oral  polio  vaccine  (OPV) 
is  a live  viral  vaccine  and  is  the 
immunization  of  choice  for  in- 
fants, children  and  adolescents 
up  to  eighteen  years  old  unless 
contraindicated. 

For  adult  travelers  who  were 
previously  unvaccinated  or  whose 
immunization  status  is  unknown, 
primary  immunization  with  inac- 
tivated polio  vaccine  (IPV)  should 
be  given.  This  is  because  there  is 
a slight  (one  in  three  million)  risk 
of  vaccine-associated  poliomye- 
litis in  adults  receiving  OPV  for 
the  first  time.  IPV  should  be 
boosted  every  five  years  for  inter- 
national travel.  Rare  cases  of  par- 
alytic polio  have  been  reported  in 
immunocompromised  recipients 
and  close  contacts  of  OPV-vac- 
cinated  persons.  IPV  should 
therefore  also  be  used  for  such 
individuals.'® 

Other  Recommended 
Immunizations 

Other  immunizations  are  recom- 
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mended  because  travelers  may 
acquire  the  disease  in  a particular 
country  or  in  a specific  location 
within  that  country.  These  in- 
clude immune  globulin,  typhoid, 
meningococcal  meningitis,  ra- 
bies, hepatitis  B,  and  Japanese  B 
encephalitis  vaccines." 

Immune  Globulin:  Most  travelers 
from  industrialized  nations  are 
susceptible  to  hepatitis  A,  which 
is  the  most  frequent,  serious  ill- 
ness in  travelers.  The  virus  is 
transmitted  through  fecally  con- 
taminated food  and  water.  Pub- 
lished attack  rates  vary  from  1/150 
to  1/500  for  a routine  two-week 
trip  to  most  developing  countries. 
Travelers  to  such  countries  can 
decrease  their  exposure  to  hep- 
atitis A by  avoiding  contaminated 
food  or  water  and  especially 
avoiding  shellfish. 

Immune  globulin  (IG)  has  been 
shown  to  be  highly  effective  in 
preventing  hepatitis  A and  may 
also  provide  some  protection 
against  hepatitis  B and  non-A, 
non-B  hepatitis.  For  adults,  2 cc 
of  IG  is  given  intramuscularly  for 
trips  of  two  months  duration  or 
less,  while  5 cc  is  of  benefit  for 
up  to  four  to  six  months.  Ideally, 
IG  should  not  be  given  with  or 
prior  to  immunizations  with  live 
attenuated  virus  vaccines. 

Unfounded  concerns  have  been 
raised  by  travelers  concerning 
potential  HIV  transmission 
through  the  use  of  IG.'^  HIV  an- 
tibodies were  transiently  meas- 
ured after  administration  of  the 
older  immune  globulin  prepara- 
tions prior  to  HIV  screening  of  do- 
nor blood.  These  individuals  were 
never  infected  with  the  virus.  No 
case  of  AIDS  or  even  HIV  sero- 
conversion has  ever  been  asso- 
ciated with  IG  administration. 
Present  lots  of  immune  globulin 
are  free  of  detectable  HIV  by  cul- 
ture or  DNA  hybridization  tech- 
niques. Even  if  the  virus  were  to 
inadvertently  enter  the  pool  it 


would  be  inactivated  during  the 
preparation  of  IG.  Given  the  dem- 
onstrated safety  of  immune  glob- 
ulin and  the  serious  nature  of 
hepatitis  A infection,  passive  im- 
munization should  be  encour- 
aged in  all  travelers  to  developing 
countries.  It  is  in  fact  our  practice 
to  routinely  administer  this  injec- 
tion to  ourselves  and  our  families 
prior  to  travel  abroad. 

Typhoid:  Salmonella  typhi,  the 
etiologic  agent  of  typhoid  fever, 
is  transmitted  by  fecally  contam- 
inated food  and  water  and  is  prev- 
alent in  Africa,  Asia  and  Central 
and  South  America.  Hundreds  of 
thousands  of  cases  are  reported 
worldwide  each  year.'®  The  esti- 
mated attack  rate  for  American 
tourists  is  about  1/10,000  to  1/ 
50,000. 

Travelers  to  endemic  areas  if 
previously  unvaccinated  should 
be  given  typhoid  vaccine  for  pro- 
longed (more  than  three  weeks) 
travel,  as  should  persons  with  in- 
creased risk  of  infection  (achlor- 
hydria, immunosuppressed,  sic- 
kle cell  anemia).  The  typhoid 
vaccine  is  a killed  bacterial  vac- 
cine which  consists  of  a primary 
series  of  two  shots  at  least  a 
month  apart.  If  there  is  insuffi- 
cient time  for  the  two  shot  series 
in  a previously  unvaccinated  trav- 
eler, an  accelerated  schedule  of 
three  shots  one  week  apart  may 
be  used.  This  may  not,  however, 
confer  as  much  protection  as  the 
standard  two-shot  series.  A single 
booster  is  given  to  previously  im- 
munized persons  if  three  or  more 
years  have  elapsed  since  the  pri- 
mary series.  It  should  be  empha- 
sized that  all  travelers,  including 
typhoid  vaccine  recipients,  must 
still  be  cautious  in  selecting  food 
or  water  since  the  protective  ef- 
fect of  the  vaccine  may  be  over- 
come by  an  increased  inoculum. 
Side  effects  of  this  vaccine  are 
common  (fever,  chills,  pain  at  in- 
jection site).  It  is  therefore  advan- 


tageous to  complete  this  series 
well  in  advance  of  travel. 
Meningococcal  Meningitis:  Sev- 
eral areas  of  the  world  including 
Northern  India,  Nepal,  sub-Sa- 
haran Africa  and  Saudi  Arabia 
have  epidemics  of  meningococ- 
cal meningitis."  Most  travelers 
have  a low  risk  of  acquiring  men- 
ingococcal bacteremia  or  men- 
ingitis but  it  is  difficult  to  de- 
crease potential  exposure  since 
the  disease  is  transmitted  by  air- 
borne lipid  droplets  during  pro- 
longed contact  with  the  local 
populace.  Such  activities  as  rid- 
ing in  trains  and  planes  with  na- 
tives puts  travelers  at  risk.  Sero- 
group  A is  the  most  common 
cause  of  epidemics  outside  the 
US,  but  serogroups  B and  C have 
also  been  associated  with  epi- 
demics. Vaccination  with  the 
quadrivalent  A,  C,  Y,  W-135  men- 
ingococcal vaccine  is  recom- 
mended for  travel  to  high  risk 
areas.  Recently,  some  countries 
have  even  required  immuniza- 
tions of  all  travelers  during  an 
acute  outbreak.  A booster  dose  is 
required  every  three  years. 

Rabies:  Travelers  to  rabies  en- 
demic areas  of  the  world  (Central 
and  South  America,  Asia,  the  Mid- 
dle East  and  Africa)  should  be  in- 
formed about  the  risks  of  infec- 
tion related  to  contact  with 
domestic  and  wild  animals. Pre- 
exposure prophylaxis  with  hu- 
man diploid  cell  vaccine  (HDCV) 
is  recommended  for  persons  in 
high  risk  groups,  such  as  those 
living  in  or  visiting  endemic 
countries  (especially  rural  areas) 
for  prolonged  periods.  Since  im- 
munization should  be  initiated 
within  72  hours  of  a bite  it  is  also 
recommended  for  any  traveler 
who  will  be  more  than  three  days 
from  medical  care  no  matter  how 
short  the  stay.  Those  whom  we 
usually  immunize  include  Peace 
Corps  volunteers,  missionary 
families,  field  biologists,  trekkers 
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in  Nepal,  and  spelunkers  who  ex- 
plore caves  that  may  be  inhabited 
by  bats. 

A pre-exposure  series  with 
HDCV  consists  of  three  injec- 
tions, intramuscular  (IM)  or  in- 
tradermal  (ID),  if  completed  thirty 
days  before  travel.  ID  is  half  the 
cost  of  IM.  If  less  than  thirty  days 
is  left  before  departure  IM  injec- 
tion is  preferred.  Also,  concom- 
mitant  use  of  chloroquine  inter- 
feres with  antibody  response 
induced  by  ID  injection  of  HDCV. 
Pre-exposure  vaccination  also 
significantly  protects  the  individ- 
ual if  post-exposure  therapy  can- 
not be  initiated  in  72  hours. 
Hepatitis  B:  The  prevalence  of 
hepatitis  B virus  carriers  in  de- 
veloping countries  is  high  (up  to 
20  percent).  Hepatitis  B vacci- 
nation is  recommended  for  those 
who  have  direct  contact  with 
blood  or  bodily  secretions  (phy- 
sicians, nurses,  other  health  care 
workers),  those  traveling  for  more 
than  six  months  in  highly  en- 
demic areas  (sub-Saharan  Africa, 
Southeast  Asia  including  China, 
Korea,  South  Pacific  Islands,  the 
interior  Amazon  basin,  Haiti,  Do- 
minican Republic)  and  those 
having  sexual  contact  with  resi- 
dents of  these  areas. 

Two  hepatitis  B vaccines 
(plasma-derived  and  recombi- 


nant) are  available  in  the  United 
States.  The  full  series  consists  of 
three  shots,  the  first  two  being 
given  a month  apart  and  the  third 
six  months  after  the  first.  Some 
protection  is  provided  by  one  or 
two  doses.  The  need  for  booster 
doses  has  not  been  determined. 
The  optimal  injection  site  in  adults 
is  in  the  deltoid  muscle. 

Japanese  B Encephalitis:  Japa- 
nese B Encephalitis  is  a mos- 
quito-borne viral  encephalitis  that 
occurs  in  epidemics  during  rainy 
months  in  India,  Bangladesh, 
China,  Korea,  Laos,  Nepal,  Burma, 
Vietnam,  the  eastern  parts  of  the 
USSR,  and  northern  Thailand.  In 
endemic  areas  of  Southeast  Asia 
(Indonesia,  Southern  Thailand,  Sri 
Lanka,  Malaysia  and  the  Philip- 
pines) the  risk  is  lower  and  there 
is  no  seasonal  distribution.'^  Per- 
sons at  risk  are  those  living  for 
more  than  three  months  in  en- 
demic or  epidemic  areas.  A highly 
effective  vaccine  is  produced  by 
several  companies  in  Japan  but 
is  currently  not  available  in  the 
United  States.  It  is  hoped  that  this 
situation  will  be  corrected  soon 
but  until  then  high-risk  travelers 
may  inquire  about  the  availability 
of  the  vaccine  at  American  em- 
bassies in  countries  where  Japa- 
nese B encephalitis  is  endemic  or 


epidemic.  As  with  all  vaccina- 
tions anticipated  to  be  given  over- 
seas we  routinely  prescribe  ster- 
ile disposable  needles  with  a 
prescription  since  we  cannot  be 
sure  that  these  materials  can  be 
obtained  easily.  The  vaccines 
themselves  are  readily  available 
in  most  developing  countries. 
Most  physicians  in  these  coun- 
tries use  reusable  (hopefully 
autoclaved)  needles  and  sy- 
ringes. 

Malaria  Prophylaxis 

Malaria  is  transmitted  by  the  bite 
of  the  female  Anopheles  mos- 
quito and  is  the  leading  parasitic 
cause  of  death  worldwide.  Al- 
most all  cases  of  fatal  malaria  are 
associated  with  Plasmodium  fal- 
ciparum and  a primary  goal  of 
prophylaxis  is  to  prevent  infec- 
tion with  this  species.  The  female 
Anopheles  mosquito  is  most  ac- 
tive from  dusk  until  dawn  and 
measures  to  avoid  this  insect  vec- 
tor including  the  use  of  appro- 
priate clothing,  netting  and  insect 
repellents  (>30  percent  DEET)  are 
extremely  important  and  must  be 
stressed. 

Prophylactic  drugs  have  also 
been  shown  to  be  effective.  P.  ui- 
vax,  P.  malariae,  and  P.  ovale  re- 
main sensitive  to  chloroquine  but 
many  strains  of  P.  falciparum  are 
chloroquine-resistant.  The  need 
for,  and  type  of,  prophylaxis  is 
usually  dependent  on  the  exact 
itinerary  within  a given  country. 
The  itinerary  should  be  thor- 
oughly reviewed  and  compared 
to  information  on  areas  of  risk 
within  a given  country.  The  risk 
of  acquiring  chloroquine  resist- 
ant P falciparum  should  also  be 
determined.  A complete  discus- 
sion of  this  topic  is  contained  in 
the  article  by  Weist,  et  al,  in  this 
issue  of  the  Journal. 

Traveler’s  Diarrhea 

Traveler’s  diarrhea  refers  to  an 
acute  illness  with  sudden  onset 
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of  watery  diarrhea,  cramps,  nau- 
sea and  general  malaise.  Be- 
tween 20  to  50  percent  of  travelers 
to  developing  countries  will  de- 
velop diarrhea  during  or  shortly 
after  their  trip.  The  disease  is 
transmitted  through  fecally  con- 
taminated food  or  water.  Travel- 
ers to  Africa,  Latin  America, 
Southeast  Asia  and  India  are  at 
highest  risk.  Although  often  self- 
limited, the  diarrhea  may  be  se- 
rious enough  to  impact  signifi- 
cantly on  a traveler’s  itinerary.  For 
methods  of  prevention  and  treat- 
ment of  traveler’s  diarrhea  please 
refer  to  the  article  by  Opal,  et  al, 
in  this  issue  of  the  Journal. 

Jet  Lag 

After  undergoing  sudden  changes 
in  time  zones,  especially  after 
crossing  more  than  three  time 
zones,  most  travelers  experience 
the  symptoms  of  jet  lag.'®  These 
include  fatigue,  insomnia,  de- 
creased appetite,  change  in  bowel 
habits  and  headache.  Ap- 
proaches recommended  to  deal 
with  jet  lag  include  such  common 
sense  measures  as  eating  and 
sleeping  well  prior  to  departure. 
Recently  a special  jet  lag  diet  has 
received  attention.  This  advises  a 
pattern  of  sleep/wake  cycles  and 
a feast-fast-feast-fast  diet  based  on 
the  time  in  the  planned  destina- 
tion. This  was  shown  to  decrease 
symptoms  and  adjustment  time 
in  US  military  personnel  in  trans- 
Atlantic  flights.  Short  acting  ben- 
zodiazepines such  as  triazolam 
(Halcion®)  may  be  helpful  in  re- 
lieving insomnia  but  we  do  not 
recommend  the  routine  use  of 
these  drugs. 

Dehydration  often  accompan- 
ies prolonged  air  flights  owing  to 
the  low  relative  humidity  in  air- 
craft flight  cabins.  Dehydration 
will  worsen  symptoms  of  jet  lag. 
Fluid  volume  depletion  during  air 
travel  can  be  minimized  by  drink- 
ing liberal  quantities  of  non-car- 
bonated,  non-alcoholic  bever- 
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ages.  Caffeinated  drinks  should 
be  avoided. 

Motion  Sickness 

This  may  occur  with  any  form  of 
transportation  but  especially  with 
travel  aboard  ships.  Symptoms 
include  nausea,  vomiting,  ma- 
laise, fatigue,  headache,  dizzi- 
ness, and  often  vertigo.  Medica- 
tions given  prior  to  exposure  may 
be  helpful.  These  include  anti- 
histaminics  (meclizine,  dimen- 
hydrinate,  and  cyclizine)  and  an- 
ticholinergic agents  such  as 
scopolamine.  The  latter,  how- 
ever, have  significant  side  effects 
such  as  dry  mouth,  blurring  of  vi- 
sion, and  may  precipitate  acute 
angle  closure  glaucoma,  hallu- 
cinations, disorientation  and  uri- 
nary retention  especially  in  the  el- 
derly. These  side  effects  are  less 
common  with  transdermal  sco- 
polamine especially  when  used 
in  younger  adults.  Patches  can 
also  be  removed  if  side  effects  de- 
velop and  last  for  up  to  three  days. 

High  Altitude  Sickness 

Travelers  who  make  rapid  as- 
cents to  high  altitudes  (eg,  moun- 
tain climbers)  may  experience  any 
of  a spectrum  of  altitude-induced 
illnesses  including  acute  moun- 
tain sickness  (mild  to  severe 
headache,  lassitude,  insomnia  or 


nausea),  high  altitude  pulmonary 
edema  (severe  noncardiac  pul- 
monary edema),  and  high  alti- 
tude cerebral  edema  (symptoms 
of  increased  intracranial  pres- 
sure).'® Prevention  of  high  alti- 
tude sickness  by  slow  ascent  of 
not  more  than  1000  feet  per  day 
is  advisable  but  often  impractical 
for  most  climbing  expeditions. 
Travelers  should  be  advised  to 
decrease  physical  activity  during 
the  first  few  days  and  to  avoid  al- 
cohol. Oral  acetazolamide  (Dia- 
mox®)  and  dexamethasone  have 
been  shown  to  decrease  or  pre- 
vent symptoms  of  acute  moun- 
tain sickness.  In  general,  how- 
ever, we  do  not  recommend  the 
use  of  these  medications  for  reg- 
ular tourist  travel. 

Dehydration  will  worsen 
symptoms  of  jet  lag.  Fluid 
volume  depletion  during  air 
travel  can  be  minimized  by 
drinking  liberal  quantities 
of  non-carbonated,  non-al- 
coholic beverages.  Caffein- 
ated drinks  should  be 
avoided. 


Heat  Stroke 

Travelers  or  athletes  who  exer- 
cise vigorously  in  hot  weather 
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without  being  acclimatized  may 
experience  this  most  severe  of 
heat-related  injuries.^®  It  is  a med- 
ical emergency  and  may  also  af- 
fect elderly  patients  or  those  with 
chronic  diseases.  Heat-related  ill- 
ness may  also  be  exacerbated  by 
diuretic  use.  Symptoms  include 
weakness,  fatigue,  nausea,  vom- 
iting or  headaches,  with  mental 
status  changes  that  may  progress 
rapidly  to  coma.  Mortality  can  be 
high  and  avoidance  of  such  vig- 
orous exercise  in  hot  weather 
should  be  practiced.  Most  heat- 
related  problems  can  be  avoided 
by  the  use  of  proper  clothing 
(light,  long-sleeved,  loose  fitting, 
cotton  clothing,  use  of  a hat)  and 
keeping  well  hydrated.  Powdered 
“Gatorade”  can  be  reconstituted 
with  water  and  may  be  particu- 
larly useful. 

Summary 

Travelers  to  developing  countries 
are  at  risk  of  contracting  tropical 
infectious  diseases  that  they  or 
their  physicians  may  be  unfamil- 
iar with.  Proper  pre-travel  coun- 
sel should  be  given  concerning 
general  health  risks  that  may  be 
encountered  abroad,  immuniza- 
tions, malaria  prophylaxis  and 
prevention  and  treatment  of  trav- 
eler’s diarrhea.  In  Rhode  Island, 
expert  advice  may  be  obtained  at 
the  Traveler’s  Clinics  at  the  Mir- 
iam Hospital  in  Providence  (401- 
274-3700  or  331-8500,  ext.  4075) 
and  the  Memorial  Hospital  in 
Pawtucket  (401-722-6000,  ext. 
2545) . The  Miriam  Traveler’s  Clinic 
is  open  Wednesday  (9-1)  and  all 
day  Friday  while  the  Memorial 
Traveler’s  Clinic  is  open  Tuesday 
afternoon.  These  Traveler’s  Clin- 
ics are  headed  by  Drs  G.R.  Olds 
and  S.M.  Opal,  respectively. 

Addendum 

Three  new  events  have  occurred 
of  importance  to  the  readers:  The 
first  is  that  there  have  been  wide- 
spread outbreaks  of  meningococ- 


cal meningitis  in  Kenya  and  Tan- 
zania. During  the  last  6 months 
travelers  have  periodically  been 
required  to  show  valid  immuni- 
zation with  a polyvalent  menin- 
gococcal meningitis  vaccine.  It  is 
now  the  official  recommendation 
of  the  Centers  for  Disease  Con- 
trol, and  ourselves,  that  all  trav- 
elers to  this  part  of  the  world  re- 
ceive this  immunization  prior  to 
departure.  The  second  important 
update  concerns  measles  immu- 
nizations. We  are  all  aware  of  the 
recent  outbreaks  of  measles  on 
our  college  campuses  and  the  na- 
tional problem  of  increasing  cases 
of  measles  among  children  under 
a year  of  age.  New  recommen- 
dations from  the  Centers  for  Dis- 
ease Control  strongly  recom- 
mends dual  immunization  of 
children  at  9 and  13  months  and 
the  reimmunization  of  all  young 
adults  born  after  1956  prior  to  in- 
ternational travel.  Finally,  this 
Spring,  a new  four-dose  oral  ty- 
phoid vaccine  will  become  avail- 
able. This  far  less  toxic  and  more 
effective  vaccine  will  be  expen- 
sive but  may  change  our  current 
indications. 
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"WHEN  YOUR  PATIENT  HAS  A COMPLEX  CHRONIC 

PAIN  PROBLEM..." 


Call: 

The  Chronic  Pain  Treatment  Program 

(401)  751-9150 


An  Interdisciplinary  Pain  Management  Approach 

(formerly  at  the  Miriam  Hospital) 


Institute  for  Behavioral  Medicine 
120  Wayland  Avenue 
Providence,  RI  02906-4318 


Consulting 


Education 


WE'LL  HELP  YOU 
PAY  OFF  $20,000  OF  YOUR 
MEDICAL  SCHOOL  LOANS. 


If  you’re  certified  in  one  of  the  following 
specialties: 

■ anesthesiology  ■ general  surgery  ■ thoracic 
surgery  ■ orthopedic  surgery  ■ neurosurgery 

■ emergency  medicine 

you  could  take  part  in  the  Army  Reserve’s  Health 
Professionals’  Loan  Repayment  Program  that  pays 
as  much  as  $20,000  in  medical  school  loans. 

As  a member  of  the  Army  Reserve,  you  could 
be  serving  your  country  near  home  at  times 

convenient  to  you.  You’ll  also  enjoy  all  the  prestige  and  privileges  that  accompany  being  an  officer. 

To  find  out  more  about  the  Health  Professionals’  Loan  Repayment  Program  and  all  the  other  advantages 
of  the  Army  Reserve,  contact  one  of  our  experienced  Army  Reserve  Medical  Counselors.  They  can  arrange 
for  you  to  talk  to  an  Army  Reserve  physician  and  visit  a Reserve  Center  or  medical  facility. 

Call  collect:  1/203-624-5325 
Or  write:  CPT  John  Grimes 

US  Army  Reserve  Medical  Dept. 

414  Chapel  St. 

New  Haven,  CT  065 1 1 YOU  CAN  BE.® 


ARMY  RESERVE 
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Eosinophilia  in  Immigrants  and 
Returning  Travelers 


Maya  Rogers,  MD 
G.  Richard  Olds,  MD 


The  number  of  circulating 
eosinophils  rises  in  re- 
sponse to  immediate  hyper- 
sensitivity reactions  and  the 
invasion  of  the  body  by 
large  multicellular  hel- 
minths. 


Case 

B.W.  was  a 21 -year-old  graduate 
student  who  spent  six  months 
with  the  Anthropology  Depart- 
ment studying  the  tribal  behavior 
of  the  pygmy  people  in  Western 
and  Central  Zaire.  He  took  ma- 
laria pills  while  there  and  re- 
turned feeling  well.  Six  months 
after  his  return,  he  developed  a 
swollen,  pruritic  left  wrist.  The 
wrist  was  erythematous,  warm, 
and  markedly  swollen  involving 
most  of  the  back  of  the  hand.  He 
was  seen  by  a physician  who  pre- 
scribed antibiotics  for  cellulitis. 
The  swelling  slowly  resolved  over 
the  next  5-8  days.  Similar  pruritic 
swellings  developed  five  times 
over  the  next  two  years,  usually 
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over  the  wrists  but  also  the  an- 
kles, back  and  forearms.  Each  ep- 
isode was  associated  with  a 
marked  peripheral  blood  eosin- 
ophilia (>2000  eos/mm^).  He  was 
seen  by  several  specialists  who 
often  diagnosed  chronic  urticaria 
or  angioedema.  Treatment  was 
usually  with  topical  steroid 
creams  and  antihistamines.  Oc- 
casionally he  received  a course 
of  antibiotics.  He  was  referred  to 
the  Traveler’s  Clinic. 

With  this  clinical  presentation, 
Loa  Loa  was  strongly  suspected. 
A D.  imitus  titer  was  positive  at 
over  a 1:2000  dilution.  Microfi- 
laria were  not  found  in  day  or 
night  specimens  but  diethylcar- 
bamazine  (DEC)  treatment  evoked 
a massive  inflammatory  reaction 
over  the  left  wrist  three  days  into 
therapy.  Eosinophilia  resolved 
over  the  subsequent  five  months. 
This  traveler’s  case  exemplifies 
classic  Loa  Loa,  the  tissue  nem- 
atode. 

* ♦ ♦ 

The  purpose  of  this  article  is  to 
acquaint  the  Rhode  Island  phy- 
sician with  the  problem  of  eosin- 
ophilia in  a recent  immigrant  or 
a traveler  returning  from  the  trop- 


ics. The  etiology  is  frequently  a 
helminth  infection  but  the  diag- 
nosis is  often  missed  because  the 
physician  caring  for  the  patient 
fails  to  elicit  the  appropriate  his- 
tory, does  not  check  an  absolute 
eosinophil  count  or  is  unfamiliar 
with  tropical  parasitic  infections. 

An  elevated  eosinophil  count 
in  a non-traveling  native  Rhode 
Islander  is  uncommon.  The  dif- 
ferential diagnosis  includes  aller- 
gies, drug  reaction,  collagen  vas- 
cular disorders,  and  malignan- 
cies. As  in  the  case  described,  an 
elevated  eosinophil  count  in  re- 
turning travelers  suggests  a hel- 
minth infection'.  Recent  immi- 


ABBREVIATIONS  USED: 

GDC:  Centers  for  Disease  Con- 
trol 

CT:  Computerized  tomography 
DEC:  Diethylcarbamazine 
ELISA:  Enzyme-linked  immu- 
nonabsorbent  assay 
FDA:  Food  and  Drug  Adminis- 
tration 

IgE:  Immunoglobulin  E 
LFT:  Liver  Function  Tests 
O&P:  Ova  and  Parasites 
eostmm^:  absolute  eos  count 
per  cubic  millimeter 
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grants  often  have  eosinophilia:  it 
is  present,  for  example,  in  10-50 
percent  of  Southeast  Asian  im- 
migrants to  the  United  States.^ 

Eosinophil  Structure  and 
Function 

The  number  of  circulating  eosin- 
ophils rises  in  response  to  1)  im- 
mediate hypersensitivity  reac- 
tions and  2)  the  invasion  of  the 
body  by  large  multicellular  hel- 
minths. The  regulation  and  func- 
tion of  the  eosinophil  has  only 
recently  been  clarified. Eosin- 
ophils are  probably  derived  from 
pluripotential  stem  cells  located 
in  the  bone  marrow.  The  eosin- 
ophil’s maturation  is  associated 
with  acquisition  of  crystalloid 
granules  which  stain  with  eosin 
giving  the  cell  its  name.  These 
characteristic  eosinophilic  gran- 
ules contain  a variety  of  enzymes 
such  as  arylsulfatase  and  myelo- 
peroxidase as  well  as  major  basic 
protein  which  assist  the  cell  in  its 
primary  function  of  destruction  of 
extracellular  targets  including 
worms.® 

Eosinophil  number,  migration 
and  activation  are  controlled  by 
a variety  of  polypeptides  includ- 
ing eosinophilopoietin  derived 
from  T cells,  a polypeptide  simi- 
lar in  function  to  erthyropoietin 
for  red  cell  regulation.  Eosino- 
phils are  primarily  tissue-based 
white  cells  and  are  frequently 
found  along  the  Gl  tract,  in  the 
skin,  lung  and  uterus.  These  cells 
are  attracted  to  the  appropriate 
tissue  sites  of  inflammation  by  a 
variety  of  stimuli  including  com- 
plement fragments  and  lympho- 
kines  as  well  as  parasite-derived 
molecules  themselves.'^  These 
stimuli  also  activate  the  eosino- 
phils and  make  them  more  effi- 
cient in  parasite  killing.  Comple- 
ment or  antibody  mediated 
degranulation  of  eosinophils  on 
the  surface  of  invading  helminths 
damages  these  nonphagocytos- 
able  organisms.' 
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Helminths 

Helminths  are  multicellular,  mac- 
roscopic organisms.  They  differ 
from  many  other  infectious  agents 
of  man  in  that  some  stage  in  their 
development  usually  occurs  out- 
side the  human  host  and  may  ne- 
cessitate parasitization  of  two  or 
more  nonhuman  hosts.  Humans 
generally  become  infected  by 
ingestion  of  eggs,  or  by  larval 
penetration  through  unbroken 
skin  or  by  the  bite  of  an  anthro- 
pod  vector.  Once  within  the  hu- 
man host,  the  immature  worms 
migrate  to  a defined  location 
where  they  either  mature  in  the 
tissues  (the  tissue  nematodes, 
larval  cestodes  and  trematodes) 
or  pass  out  of  the  tissues  into  the 
more  protected  environment  of 
the  colon  (intestinal  nematodes 
and  cestodes). 

Intestinal  Nematodes 

The  intestinal  nematodes  are  the 
most  common  cause  of  eosino- 
philia in  returning  travelers."  They 
cause  eosinophilia  only  during 
their  migratory  phase  through  tis- 
sues. The  peripheral  eosinophil 
count  will  return  to  normal  when 
these  worms  reach  the  intestine 
and  lay  eggs,  at  which  time  stool 
for  ova  and  parasites  will  be  pos- 
itive. Persistent  eosinophilia  sug- 
gests ongoing  exposure.  Worms 
that  do  not  invade  tissues  such  as 
enterobiases  (pin  worm)  and 
trichuris  trichiura  (whip  worm)  do 
not  cause  eosinophilia.  Nema- 
todes with  migratory  phases  in- 
clude Ascaris,  hookworm  and 
Strongyloides  as  well  as  animal 
counterparts  of  Ascaris  and 
Hookworm  (Table  1). 

Ascaris  lumbricoides  is  a large 
intestinal  round-worm  of  global 
distribution.  Following  ingestion 
of  ascaris  eggs  in  soil,  second 
stage  larva  penetrate  the  mucosa 
of  the  small  intestine  and  migrate 
to  lung  or  liver  via  blood  or  lymph. 
The  growing  larvae  then  migrate 
through  the  upper  respiratory  tract 


TABLE  1.  Intestinal  Nematodes 

Ascaris  lumbricoides 
Hookworm  (2  species) 
Strongyloides  stercoralis 
Toxocara  canis 
Toxocara  cati 


and  are  swallowed  a second  time 
where  they  go  on  to  mature  into 
adults  in  the  small  intestine.  Egg 
laying  occurs  60-75  days  after  in- 
fection and  it  is  only  at  this  time 
that  stool  for  ova  will  be  positive. 


The  intestinal  nematodes 
are  the  most  common  cause 
of  eosinophilia  in  returning 
travelers.  They  cause 
eosinophilia  only  during 
their  migratory  phase 
through  tissues. 


Ascaris  lubricoides  is  a very 
common  parasite  infecting  up  to 
80  percent  of  Africans  and  over  a 
billion  individuals  worldwide. 
Humans  commonly  become  in- 
fected because  of  fecal/oral  con- 
tamination. Travelers  may  ingest 
eggs  on  food  that  has  been  im- 
properly cleaned  or  prepared,  for 
instance  in  salads  handled  by  in- 
fected chefs  who  do  not  wash 
their  hands.  Patients  may  be 
asymptomatic,  have  vague  to  se- 
vere abdominal  pain  or,  in  rare 
circumstances,  biliary  colic  as- 
sociated with  obstruction.  Cough 
is  associated  with  transient  eo- 
sinophilic pulmonary  infiltrates. 
The  diagnosis  is  made  through 
serology  and  by  finding  eggs  in 
stool  weeks  to  months  after  ex- 
posure. Since  eosinophilia  oc- 
curs only  transiently  during  the 
nematode’s  initial  migration,  and 
reinfection  is  uncommon  in  trav- 
elers after  their  return,  this  etiol- 
ogy of  eosinophilia  generally  re- 
solves without  specific  treatment. 
However,  adult  worms  then  per- 
sist for  years  in  the  gastrointes- 
tinal tract.  Treatment  with  me- 
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bendazole  is  usually  effective  in 
eradicating  infection. 

Hookworms  (Ancylostoma  duo- 
denale  or  Necator  americanus) 
are  5-13  mm  nematodes  that  re- 
side in  the  small  intestine.  Trav- 
elers may  become  infected  by 
walking  barefoot  or  lying  on 
beaches  without  towels.  This  dis- 
ease is  frequently  seen  in  immi- 
grants: worldwide,  over  a billion 
people  are  infected.  Larvae  pen- 
etrate the  skin  and  migrate 
through  the  circulation  to  the 
lungs  and  upper  respiratory  tree. 
There  they  penetrate  alveolae, 
migrate  up  the  trachea  and  are 
swallowed.  In  the  gastrointestinal 
tract,  the  hookworms  attach  to  the 
intestinal  wall,  mature  and  begin 
laying  eggs  in  40  to  100  days.  Adult 
worms  use  host  red  blood  cells 
for  nutritional  support.  The  most 
frequent  disease  syndrome  pro- 
duced by  these  nematodes  is  iron 
deficiency  anemia  usually  seen 
in  children  with  heavy  infections 
secondary  to  recurrent  or  mas- 
sive exposure.  “Ground  itch”  can 
occur  at  the  site  of  skin  penetra- 
tion. Transient  bronchitis  and 
pneumonitis  are  uncommon  but 
may  occur  as  the  developing  hel- 
minths migrate  through  the  lungs. 
Eggs  in  stool  are  diagnostic  but 
will  not  be  positive  in  the  early 
stages  of  infection  at  which  time 
serology  is  useful.  Treatment  with 
mebendazole  has  a 40-60  percent 
cure  rate.  Failures  are  often  given 
a trial  of  thiabendazole.  Ivermec- 
tin (currently  not  approved  for  this 
use  by  the  FDA)  may  eventually 
be  the  drug  of  choice. 

Strongyloides  stercoralis  is  an 
unusual  helminth  in  that,  in  con- 
trast to  almost  all  other  hel- 
minths, replication  and  autoin- 
fection can  occur  within  the 
human  host  without  reexposure. 
A study  of  178  World  War  II  ex- 
prisoners of  war  showed  that  33 
were  still  infected  40  years  after 
exposure. This  occurs  because 
the  strongyloides  life  cycle  allows 


for  two  routes  of  development;  in- 
fective filariform  larvae  can  exist 
and  multiply  either  within  man  or 
outside  in  the  soil.  Infection  of 
man  occurs  initially  through  skin 
penetration  similar  to  hookworm. 
Worms  migrate  to  lungs  and  are 
swallowed.  Prefilariform  larvae 
called  rhabditiform  larvae  appear 
in  stool  approximately  3 weeks 
after  exposure.  These  larvae  can 
repenetrate  the  lumen  of  the 
bowel  and  cause  another  infec- 
tion cycle  leading  to  chronic 
eosinophilia. 


Travelers  may  become  in- 
fected (with  hookworm)  by 
walking  barefoot  or  lying 
on  beaches  without  towels. 
This  disease  is  frequently 
seen  in  immigrants:  world- 
wide, over  a billion  people 
are  infected. 


Strongyloides  are  widely  dis- 
tributed in  tropical  and  subtrop- 
ical regions.  Symptoms  and  signs 
of  acute  infection  are  generally 
associated  with  heavy  worm  bur- 
dens and  range  from  no  symp- 
toms to  mild  or  severe  abdominal 
pain.  Other  nonspecific  gastroin- 
testinal complaints  such  as  indi- 
gestion and  intermittent  diarrhea 
are  also  seen.  Mild,  persistent 
eosinophilia  is  common.  Chron- 
ically infected  patients  who  are 
treated  with  immunosuppressive 
agents  may  develop  severe  dis- 
seminated strongyloidiasis.  These 
patients  present  with  intense  ab- 
dominal pain,  shock,  gram-neg- 
ative bacteremia  or  pulmonary 
symptoms  associated  with  mas- 
sive larval  penetration  of  the 
bowel  and  subsequent  invasion 
of  the  lungs  and  other  tissues.  Un- 
fortunately because  of  the  under- 
lying immunosuppression,  serum 
eosinophil  counts  are  generally 
normal.  To  diagnose  strongyloi- 
diasis multiple  fresh  stool  speci- 


mens should  be  examined  but 
stools  may  be  negative  in  up  to 
two-thirds  of  lightly  to  moderately 
infected  cases.  Recently  an  en- 
zyme-linked immunoabsorbent 
assay  (ELISA  test)  has  been  use- 
ful in  making  the  diagnosis  in 
these  patients."  Thiabendazole 
is  used  to  treat  S.  stercoralis  but 
ivermectin  may  become  the  drug 
of  choice  in  the  future. 

The  round  worms  Toxocara 
canis  and  Toxocara  cati  usually 
parasitize  dogs  and  cats  respec- 
tively but  can  cause  diseases  in 
humans  when  embryonated  eggs 
in  animal  feces  are  ingested  ac- 
cidentally. Unable  to  complete 
their  normal  life  cycle  in  the  hu- 
man host,  these  nonhuman  as- 
caris  counterparts  undergo  exten- 
sive somatic  migration  causing 
the  syndrome,  visceral  larva  mi- 
grans.  A history  of  pica  and  ex- 
posure to  puppies  is  frequently 
obtained  and  patients,  especially 
children,  may  present  with  fever, 
hepatomegaly  and  eosinophilia. 
In  contrast  to  the  nonhuman  as- 
caris  counterpart,  the  nonhuman 
hookworm  causes  cutaneous 
larva  migrans  following  direct 
penetration  of  the  skin  by  larvae. 
Serpiginous,  pruritic  eruptions 
characterize  cutaneous  larva  mi- 
grans. Travelers  are  frequently  ex- 
posed to  these  parasites  when 
they  walk  barefoot  on  beaches. 
Because  these  worms  never  ma- 
ture in  the  human  host,  eggs  are 
never  found  in  stool  and  eosin- 
ophilia is  always  present.  A pos- 
itive ELISA  test  confirms  the  di- 
agnosis of  either  condition. 
Treatment  for  cutaneous  larva 
migrans  is  with  thiabendazole. 
There  is  no  proven  effective  ther- 
apy in  visceral  larva  migrans  al- 
though thiabendazole  is  fre- 
quently used.  Steroids  are 
reserved  for  life-threatening  cases. 

Tissue  Nematodes 

Tissue  nematodes  are  the  second 
most  common  cause  of  eosino- 
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philia  in  returning  travelers.^ 
These  roundworms  spend  all  their 
lives  in  tissues  and  therefore 
cause  persistent  eosinophilia. 
Wuchereria  bancrofti,  Bnigia  ma- 
layi,  Loa  loa  and  Onchocem  vol- 
vulus are  the  most  frequently  en- 
countered tissue  nematodes  in 
immigrants  and  travelers.  These 
filarial  nematodes  complete  part 
of  their  life  cycle  in  the  human 
host  following  larval  transmis- 
sion by  biting  anthropods.  After 
innoculation,  the  adult  offspring 
called  microfilariae  mature  over 
three  to  four  months  into  adult 
worms  and  reside  in  lymphatics 
and  lymph  nodes  {Wuchereria 
bancrofti,  Brugia  malayi,  Loa  loa) 
or  subcutaneous  nodules  {On- 
chocerca volvulus).  Adult  worms 
produce  microfilariae  which  cir- 
culate in  the  blood  {Wuchereria 
bancrofti,  Brugia  malayi  and  Loa 
loa)  or  migrate  through  skin 
{Onchocerca  volvulus)  where 
they  are  ingested  by  biting  insects 
to  complete  the  cycle.  Filariasis 
usually  requires  prolonged  or  in- 
tense exposure  to  the  transmit- 
ting arthropod.  All  filarial  anti- 
gens cross-react  with  dog  heart- 
worm  and  thus  serology  forD.  im- 
mitis  often  suggests  the  diagno- 
sis. Specific  identification  de- 
pends on  demonstrating  the 
microfilariae  in  skin  or  blood.  Us- 
ing these  diagnostic  methods,  40 
percent  of  patients  still  elude  di- 
agnosis and  treatment  must  be 
empiric.  Therapy  is  based  on  the 
geographic  location  of  the  im- 
migrant or  traveler.  The  tissue 
nematodes  most  commonly  as- 
sociated with  eosinophilia  in 
Rhode  Island  are  listed  in  Table 
2. 

W.  bancrofti  and  B.  malayi  are 
small  threadlike  nematodes  found 
in  the  lymph  nodes  and  lymphat- 
ics of  human  adults.  Mature  lar- 
vae enter  the  human  host  through 
the  mouth-parts  of  mosquitoes. 
Following  a maturation  period  of 
approximately  one  year  the  mi- 


TABLE 2.  Tissue  Nematodes 


Wuchereria  bancrofti 
Brugia  malayi 
Loa  Loa 

Onchocera  volvulus 
Trichinella  spiralis 


crofilariae  of  most  species  are  re- 
leased nocturnally  into  the  blood 
where  they  reach  maximal  cir- 
culatory levels  between  12  and  4 
AM.  Damage  to  lymphatics 
caused  by  adult  worms,  and  the 
immune  response  their  presence 
elicits  within  the  host,  cause  lym- 
phangitis, chronic  lymphedema, 
hydrocele  and  elephantiasis. 
Travelers  most  commonly  pres- 
ent with  transient  recurrent  lym- 
phangitis with  marked  (>1,000) 
eos/mm^  eosinophilia.  Occasion- 
ally these  nematodes  cause  the 
tropical  pulmonary  eosinophilia 
syndrome.  In  this  syndrome  gen- 
eralized adenopathy  is  associ- 
ated with  cough,  and  asthma,  and 
abnormal  chest  x-ray  findings 
probably  secondary  to  the  host’s 
overexuberant  immune  response 
to  microfilariae.  Marked,  persist- 
ent eosinophilia  and  elevated  IgE 
usually  occur.  In  the  absence  of 
the  tropical  pulmonary  eosino- 
philia syndrome,  the  diagnosis  of 
filariasis  is  made  by  obtaining  day 
and  night  bloods  for  microfilar- 
iae. Ivermectin  kills  microfilariae 
but  does  not  result  in  eradication 
of  adult  worms.  Recurrent  ther- 
apy is  often  indicated.  The  older 
agent  diethylcarbamizine  (DEC) 
may  be  used  but  can  evoke  vio- 
lent reactions.  This  adverse  re- 
action to  DEC  in  infected  indi- 
viduals can  occasionally  be 
diagnostic. 

Loa  loa  are  semi-transparent 
threadlike  nematodes,  measuring 
about  50  mm,  transmitted  by  the 
horse  or  deer  fly,  and  endemic  in 
western  and  central  Africa  and 
equatorial  Sudan.  Although  tab- 
inid  flies  native  to  the  United 
States  are  capable  of  transmitting 


loiasis,  the  disease  has  never  been 
established  here.  Loiasis  is  con- 
tracted after  larvae  penetrate  hu- 
man skin  and  migrate  to  connec- 
tive tissue  where  they  mature  over 
4-6  months.  Adult  worms  dis- 
perse microfilariae  into  human 
blood  with  a peak  diurnal  peri- 
odicity at  noon.  Symptoms  occur 
as  the  helminth  migrates  through 
the  conjunctiva  where  it  can  pro- 
duce acute  conjunctivitis  or,  most 
commonly,  through  skin  causing 
transient  5-10  cm  localized  areas 
of  cutaneous  angioedema  (cala- 
bar swellings)  pathognomonic  for 
loiasis.  Pronounced  eosinophilia 
is  common  early  in  the  disease 
and  may  reach  30-60  percent  of 
the  total  peripheral  white  blood 
count.  Since  microfilariae  may  be 
difficult  to  demonstrate  in  blood, 
especially  in  early  infection,  a 
marked  eosinophilia  with  a his- 
tory of  calabar  swellings  may 
make  the  diagnosis  (as  in  our 
case).  D.  immitus  titers  are  usu- 
ally elevated.  Treatment  with  DEC 
is  usually  curative  but  may  need 
to  be  repeated.  A massive  reac- 
tion, or  calabar  swelling  occurs 
characteristically  around  the  site 
of  a dying  worm  in  response  to 
therapy  and  confirms  the  diag- 
nosis. Ivermectin  has  not  been 
shown  to  be  effective. 

Onchocerca  volvulus  causes 
river  blindness,  one  of  the  lead- 
ing causes  of  blindness  world- 
wide. These  filarial  helminths  re- 
side in  skin  and  are  transmitted 
by  the  biting  female  black  flies. 
Eollowing  inoculation,  infective 
larvae  mature  in  the  skin  over  ap- 
proximately three  months  and 
produce  microfilaria  that  migrate 
primarily  in  the  dermis.  Oncho- 
cercomata,  characteristic  firm 
nontender  subcutaneous  nod- 
ules, are  formed  over  months  to 
years  by  a granulomatous  inflam- 
matory reaction  evoked  by  adult 
worms.  The  anatomical  location 
of  these  nodules  is  frequently  de- 
termined by  the  species  of  fly  and 
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the  geographic  region  in  which  it 
is  endemic  (near  head  and  neck 
in  the  Americas  or  near  the  hips 
and  legs  in  Africa).  Dermatitis  with 
severe  pruritis  accompanies  mi- 
crofilarial  migration.  Lymphad- 
enitis can  lead  to  lymphatic  ob- 
struction. Visual  impairment  is 
frequent  but  usually  occurs  late 
in  the  disease.  Travelers  and  im- 
migrants normally  present  with 
dermatitis  first  but  if  left  un- 
treated, acute  conjunctivitis,  scle- 
rosing keratitis,  anterior  uveitis  or 
choroiditis  will  occur.  Frank  op- 
tic nerve  atrophy  has  been  de- 
scribed. Slit  lamp  examination 
often  demonstrates  the  micro- 
filariae in  the  cornea  and  anterior 
chamber.  Diagnosis  is  based  on 
identification  of  microfilariae  on 
skin  snips  or  adult  worms  on  ex- 
cision of  onchocercomata.  Re- 
cently the  CDC  has  developed  a 
specific  serologic  test  for  on- 
choceriasis.  Treatment  with  iver- 
mectin is  directed  at  eradicating 
microfilariae  and  must  be  used 
yearly.  Eradication  of  adult  worms 
generally  requires  the  use  of  quite 
toxic  drugs  and  therefore  is  often 
not  attempted. 

The  tissue  nematode  Trichi- 
nella,  which  resides  in  muscle 
and  classically  causes  periorbital 
edema  and  eosinophilia,  is  rarely 
a cause  of  eosinophilia  in  return- 
ing travelers. 

Trematodes 

Schistosomiasis  caused  by  S. 
mansoni,  S.  japonicum,  S.  hae- 
matobium or  S.  mekongi  as  well 
as  clonorchiasis  and  paragoni- 
miasis are  the  most  common  tre- 
matode  etiology  of  an  elevated 
eosinophil  count  (Table  3). 

People  contract  schistosomi- 
asis by  swimming  in  fresh  water. 
Fresh  water  free-swimming  cer- 
cariae  are  released  in  large  num- 
bers by  the  snail  intermediate  host 
and  penetrate  human  skin.  Acute 
symptoms  called  “swimmer’s 
itch”  occur  with  skin  penetration. 


TABLE  3.  Trematodes 


Schistosoma  mansoni 
Schistosoma  japonicum 
Schistosoma  haematobium 
Schistosoma  mekongi 
Clonorchis  sinensis 
Paragonimus  westermani 


Following  maturation  schisto- 
somes reside  in  vesical  and  por- 
tal venules  of  the  human  host. 
Katayama  fever  consisting  of  fe- 
ver, hepatosplenomegaly  and 
lymphadenopathy  may  occasion- 
ally occur  several  weeks  follow- 
ing massive  primary  infection  and 
probably  represents  a general- 
ized hypersensitivity  reaction  to 
massive  infection.  Most  people 
with  schistosomiasis  have 
chronic  disease.  Greater  than  half 
of  the  eggs  laid  by  adult  schis- 
tosomes remain  within  the  host 
and  chronic  disease  results  from 
the  granulomatous  inflammatory 
response  to  these  trapped  eggs  in 
liver,  lung  and  ureters.  Schisto- 
soma mekongi  is  the  most  fre- 
quent schistosome  species  en- 
countered in  Rhode  Island 
because  of  our  large  Cambodian 
population.  The  diagnosis  of 
schistosomiasis  is  made  by  ex- 
amining the  stool  or  urine  for  ova. 
Rectal  biopsy  is  occasionally  re- 
quired to  diagnose  very  light  in- 
fections. A specific  serologic  test 
is  available  from  the  CDC  but  is 
difficult  to  interpret  in  immigrant 
populations. 

Clonorchis  sinensis,  also 
known  as  the  Chinese  or  Oriental 
liver  fluke  occurs  in  fish-eating 
mammals.  This  helminth  re- 
quires two  intermediate  hosts  for 
maturation.  Infected  snails  give 
off  free-swimming  cercariae 
which  encyst  under  scales  of 
fresh-water  fish.  The  human  host 
is  infected  through  ingestion  of 
inadequately  cooked  or  raw  fish. 
Long  term  infection  may  result  in 
relapsing  cholangitis,  pancreati- 
tis and  cholangiocarcinoma. 


Paragonimiasis  is  caused  by  the 
lung  fluke  Paragonimus  wester- 
mani. Infected  fresh  water  snails 
shed  cercariae  which  attach  to 
shellfish,  particularly  crabs,  and 
are  ingested  by  the  human  host. 
Migration  of  larvae  may  lead  to 
worm  development  in  ectopic 
sites  including  brain,  liver,  and 
heart.  Symptoms  include  abdom- 
inal pain,  hemoptysis,  and  symp- 
toms and  signs  referrable  to  ec- 
topic disease.  Most  commonly, 
adult  worms  live  in  the  lungs 
where  they  encyst.  Golden  brown 


Schistosoma  mekongi  is  the 
most  common  schistosome 
species  encountered  in 
Rhode  Island  because  of 
our  large  Cambodian  pop- 
ulation. 


ova  may  be  expectorated  in  spu- 
tum or  swallowed  and  passed  in 
feces. 

Diagnosis  of  paragonimiasis 
and  clonorchiasis  is  made  by 
demonstrating  eggs  in  the  stool 
or  sputum.  Most  trematode  infec- 
tions can  be  successfully  treated 
with  praziquantel.  In  cases  where 
the  etiology  of  eosinophilia  or 
other  suggestive  symptoms  of 
helminth  infection  is  unclear, 
empiric  trial  with  praziquantel 
may  be  useful. 

Cestodes 

Infections  with  cestodes  or  tape- 
worms are  common  in  immi- 
grants but  relatively  rare  in  trav- 
elers: they  are  the  least  likely 
parasitic  cause  of  eosinophilia  in 
the  traveler.  Humans  are  the  de- 
finitive hosts  iox  Diphylloboth- 
rium  latum,  Taenia  saginata, 
Taenia  solium  and  Hymenolepsis 
nana.  The  latter  two  are  also  able 
to  utilize  man  as  intermediate  host 
for  larval  development.  In  Echi- 
nococcus granulosis  humans  are 
solely  intermediate  hosts  and 
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cannot  support  complete  hel- 
minthic development.  Signs  and 
symptoms  occur  as  a result  of 
adult  worms  in  the  gastrointes- 
tinal tract  or,  as  the  result  of  en- 
larging encysted  larvae  in  mam- 
malian tissue  such  as  brain,  lung 
and  liver.  Eosinophilia  occurs  late 
in  the  course  of  disease  at  the 
time  of  larval  migration  out  of  the 
gastrointestinal  tract  or  when 
cysts  rupture.  The  cestodes  that 
most  commonly  cause  eosino- 
philia in  the  Rhode  Island  popu- 
lation are  listed  in  Table  4. 

Intestinal  Tapeworms 

Taenia  saginata  and  Taenia  so- 
lium, the  beef  and  pork  tape- 
worms respectively,  develop  into 
adult  worms  in  the  mammalian 
gastrointestinal  tract  following 
ingestion  of  encysted  larva  in 
poorly  cooked  meat  or  pork.  Im- 
migrants from  Ethiopia,  Kenya, 
Yugoslavia  and  Muslim  countries 
are  commonly  infected  with 
Taenia  saginata.  Taenia  solium 
is  more  frequently  found  in  im- 
migrants from  Eastern  Europe, 
Spain,  Portugal,  Central  and  South 
America,  other  African  countries, 
China  and  India.  Both  of  these 
helminths  are  large  and  may  at- 
tain lengths  of  twenty  to  thirty  feet. 
Diphyllobathrium  latum,  the  fish 
tapeworm,  occurs  in  regions 
where  raw  fish  is  frequently  in- 
gested such  as  Japan,  China, 
Southeast  Asia,  Baltic  countries, 
Canada  and  Alaska.  These  three 
tapeworms  are  readily  diagnosed 
by  finding  characteristic  eggs  and 
proglottids  in  stool.  Treatment  is 
accomplished  with  a single  dose 
of  niclosamide  following  a light 
meal.  Praziquantel  is  also  effec- 
tive. Hymenolepsis  nana,  the 
dwarf  tapeworm,  can  maintain  its 
life  cycle  with  man  acting  as  the 
only  host.  It  is  therefore  occa- 
sionally seen  in  institutionalized 
patients  as  well  as  in  people  liv- 
ing in  unsanitary  crowded  con- 
ditions. Niclosamide  is  used  to 


TABLE  4.  Cestodes 

Taenia  saginata 
Taenia  solium  (cysticercosis) 
Diphyllobothrium  latum 
Hymenolepis  nana 
Echinococcus  granulosis 
(hydatid  disease) 


cure  H.  nana  infection  with  a long 
course  of  4-5  days  required  to 
eradicate  all  encysted  larva. 
Among  the  intestinal  cestodes, 
eosinophilia  is  most  common 
with  H.  nana. 

Taenia  solium  causes  the  dis- 
ease cysticercosis  when  humans 
serve  as  the  intermediate,  rather 
than  the  definitive,  host.  People 
are  most  frequently  infected  fol- 
lowing ingestion  of  eggs  from 
food  or  water  contaminated  by 
human  feces.  Autoinfection  in  a 
person  infected  with  the  adult 
tapeworm  also  occurs.  Following 
ingestion  of  eggs,  developing  lar- 
vae penetrate  intestinal  mucosa 
and  migrate  to  almost  any  body 
tissue,  most  importantly  the  cen- 
tral nervous  system,  where  they 
encyst  and  become  fully  infective 
larvae.  In  Mexico  and  parts  of 
South  America  and  Africa  cere- 
bral cysts  of  2-5  cm  are  common 
and  can  simulate  tumor  or  other 
neurologic  diseases.  Patients  fre- 
quently present  with  seizures. 
Three  to  five  years  after  infection 
viable  cysts  degenerate  and  evoke 
an  inflammatory  reaction  asso- 
ciated with  eosinophilia.  Diag- 
nosis is  made  serologically  or  by 
X-rays,  especially  computerized 
tomography  of  the  head.  Prazi- 
quantel effectively  kills  T.  solium 
larva  but  can  cause  acute  inflam- 
mation associated  with  degener- 
ation of  the  organism. 

The  tapeworm  Echinococcus 
granulosis  causes  echinococosis 
or  hydatid  disease  in  sheep  or 
cattle  farming  regions  of  the  world 
such  as  Southern  Italy,  Australia, 
New  Zealand,  Argentina,  Chile, 
Uruguay  and  the  Middle  East. 


Echinococcus  granulosis  are 
small  helminths  whose  definitive 
hosts  are  dogs.  People  accidently 
become  infected  following  inges- 
tion of  contaminated  canine 
feces.  The  larvae,  called  onco- 
spheres, then  penetrate  human 
mesenteric  vessels  and  develop 
into  hydatid  cysts  most  com- 
monly in  liver  and  lung.  These 
cysts  grow  slowly  at  approxi- 
mately one  centimeter  per  year 
first  causing  symptoms  by  com- 
pressing host  tissue  and  eventu- 
ally causing  symptoms  associ- 
ated with  rupture.  Eosinophilia 
does  not  occur  except  in  asso- 
ciation with  the  host’s  hypersen- 
sitivity response  to  a leaking  or 
ruptured  cyst  at  which  time  an  el- 
evated IgE  is  also  commonly 
found.  Hydatid  disease  is  most 
frequently  diagnosed  on  radio- 
logic  exam  of  the  abdomen  or 
chest.  Definitive  diagnosis  is 
made  through  serology.  Surgical 
removal  of  the  intact  cysts  is  the 
treatment  of  choice.  Recently, 
praziquantel  in  combination  with 
albendazole  has  been  used  to 
treat  inoperable  cases. 

Diagnostic  Evaluation 

The  medical  evaluation  of  a trav- 
eller or  recent  immigrant  should 
include  an  absolute  eosinophil 
count,  since  using  the  total  white 
count  and  the  percentage  eosin- 
ophils to  calculate  eosinophilia 
is  often  very  inaccurate  (Fig  1 out- 
lines an  approach  to  the  evalua- 
tion). If  the  eosinophil  count  ex- 
ceeds five  hundred,  or  findings 
on  history  or  physical  exam  sug- 
gest helminth  infection,  stool  for 
ova  and  parasites  as  well  as  liver 
function  studies  and  serum  IgE 
should  be  obtained.  When  stool 
studies  are  diagnostic  (ie,  a hel- 
minth ova  or  larvae  is  found), 
specific  therapy  is  undertaken 
followed  by  a repeat  total  eosin- 
ophil count  and  IgE  to  determine 
cure  two  to  three  months  later.  In 
a patient  whose  counts  remain  el- 
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TRAVELER  OR  RECENT  IMMIGRANT 


Tissue  helminth 
Infection  unlikely 


Both 


Negative 


1)  History  and  Physical  Examination. 

2)  Absolute  Eosinophil  Count* 


Either 


Positive 


'Consider  non-helminth  etiologies 


Repeat  IgE  & Total 
Eosinophil  Count 


Treat 


Reevaluate 
for  other 
helminth 
etiology 


Rx* 


— Positive  ♦- 
w/Diagnosis 


■ Three  stools  for  ova  and  parasites 
CBC,  LFTs,  IgE 


neg 


positive 


five 


Based  on  geographic  history  and  primary  symptoms. 

All:  Toxocara  (children),  Strongyloides  serology 
Filaria:  D.  emitus  serology;  AM  & PM  bloods 
Onchocerciasis:  slit  lamp,  skin  snips,  nodule  bx,  serology 
Schistosomiasis:  rectal  snips,  urine  O&P,  serology 
Echinococcus:  serology 
Cysticercosis:  serology,**  head  CT 


negative 

i/ 

Total  eosinc^it  count  Eosinophil, count  >1000  eos/cubic  millimeter 
<1000  eos/cuhic  millimeter 


Repeat  3-6  months 


Empiric  trial 

Subsaharan  Africa  — DEC 
Schistosoma  endemic  area  — praziquantel 
Other  areas  — ivermectin 


Allow  3-6  months  for 
response  following  monthly 
eosinophil  -i-  IgE  levels 


trial 


* Eosinophil  count  >1000  requires  aggressive  workup  and  definitive  treatment 
**  Immunoblot  at  CDC 


Figure  1 
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evated  further  evaluation  is  re- 
quired since  infection  with  mul- 
tiple helminths  or  other  causes  of 
eosinophilia  may  coexist. 

Frequently,  even  three  stools  for 
ova  and  parasites  may  be  nega- 
tive or  nondiagnostic.  Work-up  is 
then  based  on  specific  geo- 
graphic history  and  presenting 
symptoms.  All  patients  require 
serologic  screening  for  toxocara 
(children)  and  strongyloides 
since  they  are  common  causes  of 
eosinophilia  and  stool  exams  are 
frequently  negative.  In  patients 
from  filaria  endemic  regions,  D. 
immitus  serology  may  be  sugges- 
tive and  day  and  night  bloods  for 
filariasis  diagnostic.  Onchocer- 
ciasis, echinococcus  and  cysti- 
cerosis  can  be  diagnosed  by  spe- 
cific serologies.  The  diagnosis  of 
schistosomiasis  may  require 
urine  for  ova  and  parasites  (for  5. 
hematobium)  or  rectal  snip. 


Although  tabinid  flies  na- 
tive to  the  United  States  are 
capable  of  transmitting 
loiasis,  the  disease  has  never 
been  established  here. 


As  many  as  40-60  percent  of  pa- 
tients will  elude  diagnosis  follow- 
ing the  preceding  workup.'^  At  this 
point  empiric  treatment  based  on 
geographic  history  is  undertaken 
in  patients  who  are  symptomatic 
or  whose  absolute  eosinophil 
count  exceeds  1000  eos/mmT  To 
determine  cure  following  empiric 
therapy,  the  eosinophil  count  and 
IgE  levels  should  be  reevaluated 
three  and  six  months  after  treat- 
ment. A second  or  third  empiric 
trial  with  a new  drug  is  occasion- 
ally required.  Patients  who  elude 
diagnosis  but  are  asymptomatic 
and  have  mild  eosinophilia 
(<1000  eos/mm^)  should  be  re- 
evaluated in  three  to  six  months 
as  outlined  above. 

The  work-up  for  eosinophilia  is 


somewhat  more  complicated  than 
most  other  medical  conditions 
since  it  requires  some  familiarity 
with  clinical  tropical  medicine. 
For  help  or  assistance  please  call 
the  Traveler’s  Clinic  at  The  Mir- 
iam Hospital  (401)  274-3700  Ext. 
4075  or  Memorial  Hospital  of 
Rhode  Island  (401)  722-6000  Ext. 
2545. 


References 

' Mahmoud  AAF.  In:  Eosinophilia  in  Tropical 
and  Geographic  Medicine.  Warren  KS  and 
Mahmoud  AAF,  eds.  McGraw  Hill,  NY,  NY. 
1984. 

2 Nutman  TB,  Ossesen  EA,  lenq  S,  Samuels 
J,  Kimball  E,  Lutkoski  M,  Zierdt  W,  Gam  A, 
Neva  F.  Eosinophilia  in  southeast  Asian  ref- 
ugees: Evaluation  at  a referral  center.  J.  In- 
fect. Dis.  Vol.  155,  No.  2 1987:309-313. 

^ Butterworth  AE,  David  J.  Eosinophil  func- 
tion. N^M  1981;304:154-156. 

Weller  PF,  Geotzl  EJ.  The  human  eosino- 
phil. A.J.  Pathol.  1980;  Vol.  100,  No.  3:793- 
819. 

5 Mahmoud  AAF  and  Avsten  KF.  The  eosin- 
ophil in  health  and  disease.  Grave  and  Strat- 
ton; New  York,  1979. 


® Gleich  GJ.  The  eosinoptiil:  New  aspects  of 
structure  and  function.  .1  Allergy  Clin  Im- 
munol. 60(l):73-82,  1977. 

^ Horii  Y,  Ishii  A,  Owhashi  M.  In  vitro  and  in 
vivo  induction  of  neutrophil  and  eosinophil 
chemotactic  responses  by  Schistosoma  ja- 
ponicum  cercariae.  Am  J Trop  Med  Hyg, 
51.3-518,  1985. 

* Mafimoud  AAF.  In:  Geographic  Medicine  for 
tfie  Practitioner.  Warren  KS  and  Mahmoud 
AAF,  Eds.  The  University  of  Ctiicago  Press, 
Chicago,  IL,  1978. 

® Olds  GR.  Eosinophilia  in  returning  travel- 
ers. (Unpublished  data). 

Pelletier  LL,  Baker  CB,  Gam  AA,  Nutman  TB, 
Neva  FA.  Diagnosis  and  evaluation  of  treat- 
ment of  chronic  strongyloides  in  the  pris- 
oners of  war.  J.  Infect.  Dis.  1988;  Vol.  157, 
No.  3:573-576. 

" Genta  RM,  et  al.  Strongyloides  in  Veterans 
of  Vietnam  and  other  wars.  JAMA  1987;  Vol. 
258,  No.  1:49-52. 

Gann  AA,  Neva  FA,  Krotoski  WA.  Compar- 
ative specificity  of  ELISA  and  IHA  for  ser- 
odiagnosis  of  strongyloidiasis  with  larval 
antigens.  Am  J Trop  Med  Hyg,  (37)1988:157- 
161. 

VanDellen  RG,  Ottensen  EA,  Gocke  G,  Neafie 
R.  Loa  Loa.  JAMA,  1985;  253:1924-1925. 
Harries  AD,  et  al.  Eosinophilia  in  Cauca- 
sians returning  from  the  tropics.  Trans,  of 
Roy.  Soc.  Trop.  Med.  Hyg.  1986;80:327-328. 


FOR  RENT 


DOCTORS’  OFFICES 
10  Elmgrove  Avenue 

EAST  SIDE 

Exceptional  location  in  the  heart  of  Wayland 
Square.  Entire  first  floor  (2200  square  feet). 
Ample  off-street  parking.  Many  extras,  such  as 
alarm,  phone  system,  central  air,  and  more.  A 
very  attractive  and  accessible  office  on  bus  line. 

Eor  more  information: 

331-5090 


196 


Rhode  Island  Medical  Journal 


YOUR  OFFICE  STAFF  WOULD 
LIKE  TO  HAVE  A WORD  WITH  YOU. 


If  you’re  suffering  from  an  upset  staff  due  to 
overexertion,  VERSYSS  has  the  right  prescrip- 
tion for  a healthier  practice — MENDS®II. 
MENDS  II  is  the  practice  management  system 
designed  with  your  practice  in  mind.  It  can 
help  you  eliminate  problems  associated  with 
patient  tracking  and  follow-up,  giving  you  bet- 
ter control  of  appointments,  patient  histories, 
and  treatment  scheduling.  VERSYSS  is  your 
single-source  solution.  From  automatic  insur- 
ance billing,  electronic  claims  submission,  and 
I general  accounting,  to  medical  records,  data 

base  analysis,  and  word  processing,  we  take 
care  of  your  business  so  you  can  take  care  of 
your  patients.  We  accept  full  responsibility  for 
your  entire  computer  system— including 
■ hardware  and  software  selection,  installation, 

VERSYSS 

Tf)c  (omputer  Solid iom  ( omiximi 
for  Sen'ice  and  Support. 

j;  VERSYSS  Incorporated,  333  Elm  St.,  Dedham,  MA  02026-4595 

i 


training,  service,  forms  and  support  through  a 
network  of  over  125  branch  and  independent 
locations  worldwide.  If  you  think  your  practice 
could  benefit  from  our  single-source  expertise, 
call  us  at  401-722-0303  or  617-329-7800.  Or  fill 
out  the  coupon  below.  Because,  when  it  comes 
to  curing  practice  management  problems,  we’re 
specialists. 


I 1 

Help!  I’m  suffering  from  an  upset  staff  and  I need  a cure. 

□ Please  send  me  more  information  about  VERSYSS'  Medical 
Practice  Management  System. 

□ Have  a representative  call  me  for  a free  needs  analysis. 
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Specialty. 
Address. 

City 


State /Zip. 
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Best  time  to  call  is 
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Traveler’s  Diarrhea:  Methods  of  Prevention 
and  Treatment 


Steven  M.  Opal,  MD 
Peter  M.  Wiest,  MD 
G.  Richard  Olds,  MD 


Traveler's  diarrhea  can 
often  be  avoided  by  follow- 
ing safe  food  and  water 
practices  while  traveling  in 
developing  countries.  The 
water  supply  available  to 
the  traveler  is  the  single 
greatest  hazard. 


Traveler’s  diarrhea  is  the  most 
common  medical  complication 
of  international  travel.  This  ill- 
ness is  well-known  to  travelers 
and  is  referred  to  by  a variety  of 
colorful  names  including  “Tour- 
ista,”  “Montezuma’s  Revenge,” 
“Aztec  Two-Step,”  “Rome  Runs,” 
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stitute at  Brown  University,  Prov- 
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“Turkey  Trots,”  etc.  While  diar- 
rhea represents  little  more  than  a 
nuisance  to  most  travelers,  up  to 
40  percent  of  travelers  will  need 
to  change  their  itinerary  or  cancel 
the  remainder  of  their  trip  as  a 
direct  result  of  acquiring  diarrhea 
during  travel.  Traveler’s  diarrhea 
remains  a major  concern  of  in- 
ternational travelers  and  has 
stimulated  a variety  of  efforts  to 
preventthistroublesome illness.'  ^ 
Traveler’s  diarrhea  is  primarily 
seen  in  individuals  from  devel- 
oped countries,  such  as  the 
United  States  and  Europe,  who 
travel  to  developing  countries 
where  food  and  water  sanitation 
are  poor.  Travelers  from  devel- 
oped countries  have  little  or  no 
intestinal  immunity  to  a variety  of 
common  enteropathogens  which 
are  prevalent  in  developing  coun- 
tries. Traveler’s  diarrhea  is  rarely 
a problem  for  inhabitants  of  de- 
veloping countries  when  travel- 
ing to  other  developing  nations  or 
to  the  United  States  or  Europe. 
The  risk  of  acquiring  traveler’s 
diarrhea  varies  widely  depending 


upon  the  travel  itinerary,  dietary 
habits,  and  duration  of  travel. 
Travelers  who  eat  exclusively  in 
private  homes  while  traveling 
have  a low  risk;  travelers  who  eat 
at  major  hotel  chain  restaurants 
have  an  intermediate  risk;  and 
travelers  who  eat  at  small  restau- 
rants, cafeterias,  and  street  ven- 
dors have  a great  risk  of  acquiring 
diarrhea.'^ 

Studies  done  on  Peace  Corps 
workers  in  Latin  America  or  Af- 
rica have  demonstrated  that  the 
risk  of  traveler’s  diarrhea  is  ap- 
proximately 20  percent  per  week 
for  the  first  five  weeks  of  travel  if 
no  preventive  measures  are 
taken.**  The  risk  of  acquiring  diar- 
rhea can  be  substantially  dimin- 
ished by  a variety  of  dietary  pre- 
cautions and  by  the  judicious  use 
of  pharmacologic  agents  in  the 

ABBREVIATIONS  USED: 

ETEC:  Enterotoxin-producing  E. 
coli 

ORS:  Oral  rehydration  solution 
SMX-TMP:  Trimethoprim-sulfa- 
methoxazole 
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[prevention  and  early  treatment  of 
traveler’s  diarrhea. 

The  Causes  of  Traveler’s 
Diarrhea 

Numerous  studies  over  the  past 
twenty  years  have  attempted  to 
analyze  the  microbiology  of  trav- 
eler’s diarrhea.^'  ® Despite  re- 
gional variations  in  prevalence  of 
specific  pathogens,  the  overall 
pattern  of  etiologic  agents  caus- 
ing traveler’s  diarrhea  in  the  Far 
East,  Africa,  and  South  America 
remains  similar.  The  most  com- 
mon organisms  implicated  in 
traveler’s  diarrhea  are  depicted  in 
Figure  1 . At  least  50  percent  of  all 
cases  of  traveler’s  diarrhea  are  due 
to  Escherichia  While  Esch- 
erichia coli  may  produce  diarrhea 
by  a variety  of  mechanisms,  en- 
terotoxin  producing  E.  coli  (ETEC) 
is  by  far  the  most  common  cause 
of  traveler’s  diarrhea.  A heat-la- 
bile  enterotoxin  (LT  toxin)  or  a 
heat-stable  toxin  (ST  toxin)  is 
produced  by  enterotoxigenic  E. 
coli.  Up  to  a third  of  isolates  will 
express  both  toxins  simultane- 
ously.^ While  each  toxin  has  a dif- 
ferent molecular  mechanism  of 
action,  both  toxins  inhibit  the  ab- 
sorption of  water  and  solutes  as 
well  as  cause  secretion  of  fluid 
into  the  intestinal  lumen  resulting 
in  watery  diarrhea.  After  an  in- 
cubation period  of  24-48  hours, 
enterotoxigenic  E.  coli  will  pro- 
duce diarrhea  associated  with 
cramping  and  low-grade  fever 
which  will  persist  for  4-7  days.  The 
diarrhea  may  be  severe  resulting 
in  up  to  10-12  unformed  stools 
per  day.  This  form  of  diarrhea  is 
noninflammatory  and  is  not  as- 
sociated with  white  blood  cells  or 
blood  in  the  stool. 

Other  common  causes  of  trav- 
eler’s diarrhea  include  Campylo- 
bacter jejuni  and  Shigella  spp. 
Campylobacter  jejuni  is  a com- 
mon organism  found  in  multiple 
animal  sources  and  is  a potential 
risk  to  travelers  who  eat  inade- 
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quately  prepared  food.  Addition- 
ally, this  organism  is  frequently 
found  in  surface  waters  and  may 
cause  waterborne  outbreaks  from 
inadequately  purified  water. 
Campylobacter  enteritis  may 
present  as  either  a secretory,  non- 
inflammatory diarrhea  or  as  an  in- 
vasive diarrhea  associated  with 
fever,  severe  cramps  and  white 
blood  cells  and  blood  in  the  stool 
(dysentery).  Shigellosis,  on  the 
other  hand,  is  almost  always  as- 
sociated with  an  inflammatory 
diarrhea  and  is  the  major  cause 
of  bacillary  dysentery.  Shigellosis 
is  often  severe  and  may  be  an  in- 
capacitating illness  frequently  ne- 
cessitating hospitalization.  Shi- 
gella spp.  invade  and  destroy  the 
colonic  epithelial  cells  leading  to 
severe  cramping,  high  fever,  te- 
nesmus, and  bloody  diarrhea. 
Shigellosis  is  highly  transmissi- 
ble and  person  to  person  trans- 
mission is  common.  Transmis- 
sion of  Shigellosis  by  arthropod 
contamination  of  foods  (flies  and 
cockroaches)  also  occurs  in  en- 
demic areas  with  poor  sanita- 
tion.^' ® 

Two  other  common  causes  of 
traveler’s  diarrhea  include  rota- 
virus enteritis  as  well  as  Giardia 
lamblia  infection.  Rotavims  is  the 
most  common  cause  of  infantile 
diarrhea  throughout  the  world. 
Recently,  it  has  been  recognized 
that  rotavirus  is  a common  cause 
of  traveler’s  diarrhea  in  adults.^ 
Rotavirus  is  generally  acquired 
through  contaminated  food  or 
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water  supplies  and  results  in  a 
noninflammatory,  watery  diar- 
rhea. The  organism  invades  the 
small  intestinal  villi  resulting  in 
loss  of  villus  tips  and  blunting  of 
the  villi  throughout  the  small  in- 
testine. This  disrupts  the  primary 
absorptive  surface  of  the  small  in- 
testine resulting  in  a watery  diar- 
rhea. 

Giardia  lamblia  is  a ubiquitous 
protozoan  parasite  which  fre- 
quently contaminates  water  sup- 
plies in  developing  nations.  The 
organism  produces  a cyst  which 
is  relatively  resistant  to  chlorina- 
tion and  may  contaminate  mu- 
nicipal water  supplies  despite 
chlorination  procedures.  Giardia 
lamblia  causes  a secretory  diar- 
rhea associated  with  abdominal 
bloating  and  belching  and  flatu- 
lence which  may  persist  for  sev- 
eral weeks.  The  infection  is  often 
complicated  by  acquired  lactase 
deficiency  which  may  prolong  the 
symptomatic  period  of  diarrhea. 
Giardiasis  may  be  severe  result- 
ing in  weight  loss  and  malab- 
sorption in  immunocompro- 
mised patients  and  achlorhydric 
patients. 

Other  causes  of  traveler’s  diar- 
rhea are  indicated  in  Figure  1. 

The  Prevention  of 
Traveler’s  Diarrhea 

The  prudent  traveler  may  greatly 
diminish  the  risk  of  acquiring 
traveler’s  diarrhea  by  strictly  ad- 
hering to  guidelines  for  safe  food 
and  water  ingestion  during  inter- 
national travel.  The  water  supply 
available  to  the  traveler  is  the  sin- 
gle greatest  hazard  to  acquiring 
diarrhea.  Tap  water  and  other 
municipal  water  supplies  are 
often  unsafe  for  consumption  in 
many  developing  countries.  The 
only  absolutely  safe  drinking 
water  for  the  traveler  is  water  that 
has  been  boiled  for  five  minutes 
or  greater  prior  to  serving.  Hot 
beverages  such  as  coffee  and  tea 
served  piping  hot  is  considered 
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safe.  Boiling  water  for  personal 
use  is  rather  cumbersome  and 
may  be  difficult  for  adventurous 
travelers  who  frequent  non-urban 
areas  in  developing  countries. 
Other  sources  of  water  which  are 
considered  safe  include  carbon- 
ated beverages  (soda  pop),  bot- 
tled and  commercially  prepared 
and  labelled  sparkling  waters  and 
alcoholic  beverages.  Carbonated 
drinks  are  usually  safe  owing  to 
the  low  acidity  associated  with 
carbonation  which  inhibits  the 
growth  of  enteric  pathogens.  Car- 
bonated beverages  are  best  served 
at  room  temperature  in  their  orig- 
inal containers  and  without  ice 
added.  Alcoholic  beverages  in- 
cluding beer  and  wine  as  well  as 
liquor  are  considered  safe  for 
consumption  as  well.^ 

Two  additional  methods  of 
water  purification  during  travel 
include  water  filtration  or  halo- 
genation.  A number  of  commer- 
cially available  water  filters  are 
sold  in  developing  countries. 
These  filters  have  not  been  rig- 
orously tested  in  controlled  trials 
to  determine  their  efficacy.  Ad- 
ditionally, the  filters  are  of  varia- 
ble quality  depending  on  the 
manufacturer  and  the  specific 


system.  Water  purity  cannot  be 
guaranteed  using  water  filters  and 
should  be  considered  a less  de- 
sirable alternative  for  potable 
water  when  safer  water  supplies 
are  unavailable. 

Halogenation  of  water  prior  to 
consumption  is  a time-honored 
and  effective  means  of  producing 
a safe  water  supply  if  proper  hal- 
ogenation technique  is  followed 
assiduously.  In  practice,  few  trav- 
elers adhere  to  the  stringent  re- 
quirements for  water  preparation 
by  halogenation  and  this  often 
leads  to  the  ingestion  of  potential 
enteropathogens.  Details  of  var- 
ious methods  of  halogenation  are 
given  in  Table  1 . The  efficacy  of 
halogenation  depends  upon  nu- 
merous factors  including  water 
turbidity,  pH,  salinity,  and  tem- 
perature. Halogenation  is  less  ef- 
ficient in  very  cold  water  and  re- 
quires greater  contact  time  in 
order  to  be  effective.  This  is  par- 
ticularly problematic  in  eradicat- 
ing Giardia  lamblia  cysts.  These 
cysts  are  relatively  resistant  to 
halogenation  in  cold  water  which 
is,  therefore,  a major  limitation  to 
this  method  of  water  purification. 
Grossly  turbid  water  should  be 
strained  through  a clean  cloth 


prior  to  halogenation  to  remove 
particulate  matter  which  inter- 
feres with  halogenation.  Halo- 
genated  water  supplies  are  most 
effective  if  conducted  on  a large 
scale  with  a prolonged  contact 
time  prior  to  water  ingestion.  This 
may  be  appropriate  for  trading 
posts,  travel  stations,  and  per- 
manent camps  in  rural  areas  in 
developing  countries. 

Common  errors  made  by  trav- 
elers which  result  in  the  acqui- 
sition of  water-borne  enteric 
pathogens  include:  (1)  adding  ice 
chips  to  otherwise  safe  water 
(freezing  preserves  but  does  not 
kill  enteric  pathogens  and  ice  is 
no  safer  than  the  tap  water);  (2) 
adding  alcohol  to  water  in  an  at- 
tempt to  “sterilize”  water  (alco- 
hol will  inhibit  but  not  kill  a va- 
riety of  enteric  organisms);  and 
(3)  using  tap  water  for  tooth 
brushing  or  for  washing  (a  small 
supply  of  bottled  water  should  be 
used  for  tooth  brushing).  A safe 
water  supply  is  taken  for  granted 
in  the  United  States  (except  in 
Bristol  County,  Rhode  Island)  but 
is  frequently  unavailable  in  de- 
veloping countries.  International 
travelers  should  be  advised  to  fol- 
low appropriate  precautions  to 


Table  1.  Halogenation  of  Water  Supplies. 

Halogen 

Tetraglycine  Hydroperiodide 
(Potable  Aqua®) 

Methods 

Add  2 tablets  to  1 qt 
of  water  for  30  min 
at  20°C  (room  temp) 
mix  every  5 min. 

Comments 

Probably  the  best  method, 
not  as  effective  for  very 
cold  water. 

Iodine  (Globaline®) 

Add  2 tablets  to  1 qt 
of  water  for  30  min 
at  20°C,  mix  every 
5 min. 

Widely  used,  very  effective. 

Chlorine  (Halazone®) 

Add  5 tablets  to  1 qt 
of  water  for  30  min 
at  20°C,  mix  every 
5 min. 

Outdated  halazone  is 
less  effective. 

Chlorine  bleach  (Clorox®) 

Add  2 drops  (0.1  ml)  of 
5%  chlorine  bleach  to 
1 qt.  of  clear  water 
and  allow  to  stand  for 
30  min.  Double  the  dose 
for  turbid  water. 

Less  effective  for  very 
cold  water. 
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assure  a safe  water  supply. 

Most  travelers  are  cognizant  of 
the  risks  of  an  unsafe  water  sup- 
ply yet  expose  themselves  to  great 
risk  through  the  ingestion  of  in- 
adequately prepared  foods.  Un- 
cooked foods,  such  as  fresh  fruits 
and  salads,  are  often  contami- 
nated with  potentially  pathogenic 
microorganisms  and  pose  a sig- 
nificant risk  for  traveler’s  diar- 
rhea. These  foods  are  best 
avoided  entirely  while  traveling  in 
developing  countries.  Fruits  and 
vegetables  that  are  purchased 
fresh  and  then  peeled  by  the  trav- 
eler prior  to  consumption  are 
generally  safe.  Food  is  consid- 
ered safe  for  consumption  if 
cooked  and  then  served  hot.  The 
often  stated  adage,  “If  you  can’t 
peel  it,  boil  it,  or  cook  it,  forget 
it!’’  remains  cogent  advice  for  the 
international  traveler.  Breads  are 
generally  safe  for  consumption 
but  pastries  with  icing  may  not  be 
and  should  be  avoided.  Fresh 
water  fish  and  seafood  dishes 
should  only  be  ingested  if  well- 
cooked.  Dairy  products  may  not 
be  adequately  pasteurized  and 
should  be  avoided.^ 

Travelers  who  eat  exclu- 
sively in  private  homes 
while  traveling  have  a low 
risk;  travelers  who  eat  at 
major  hotel  chain  restau- 
rants have  an  intermediate 
risk;  and  travelers  who  eat 
at  small  restaurants,  cafe- 
terias, and  street  vendors 
have  a great  risk  of  acquir- 
ing diarrhea. 

The  potential  value  of  strict  ad- 
herence to  safe  food  and  water 
practices  while  traveling  in  de- 
veloping countries  has  recently 
been  demonstrated  in  a study  of 
Swiss  travelers  to  the  tropics.®  The 
incidence  of  traveler’s  diarrhea 
varied  from  6.1  percent  up  to  28.6 
percent  and  was  directly  propor- 


tional to  the  number  of  dietary  in- 
discretions during  the  first  three 
days  of  travel.  These  data  dem- 
onstrate that  careful  dietary  con- 
trols will  significantly  diminish 
but  not  entirely  eliminate  travel- 
er’s diarrhea  in  susceptible  pop- 
ulations.'^’ * 

The  Prevention  of  Traveler’s 
Diarrhea  by  Pharmacologic 
Methods 

Travelers  have  often  resorted  to  a 
variety  of  prescription  and  non- 
prescription drugs  to  prevent  trav- 
eler’s diarrhea.  In  controlled  trials 
no  beneficial  prophylactic  effect 
has  been  demonstrated  with  en- 
tero-vioform,  lactobacilli,  anti- 
motility drugs,  or  ethacridine. 
Drugs  such  as  entero-vioform 
were  widely  used  in  the  past  be- 
cause of  the  widespread  belief 
that  these  drugs  prevented  trav- 
eler’s diarrhea.  This  drug  has  also 
been  associated  with  irreversible 
eye  injury  when  taken  for  pro- 
longed periods  and  is  now  con- 
traindicated in  the  prevention  of 
traveler’s  diarrhea.®’  ® 

A widely  available,  non-pre- 
scription agent  that  is  of  some 
benefit  in  preventing  traveler’s 
diarrhea  is  bismuth  subsalicylate 
(Pepto-Bismol®).  In  placebo  con- 
trolled trials,  bismuth  subsa- 
licylate had  a protective  efficacy 
of  approximately  60  percent  in 
preventing  traveler’s  diarrhea  in 
short-term  travelers  to  Mexico.'® 
Bismuth  subsalicylate  was  well- 
tolerated  but  required  exceed- 
ingly large  doses  (60  ml  p.o.  Q.l.D. 
in  order  to  provide  protection). 
This  volume  of  bismuth  subsa- 
licylate liquid  is  quite  incon- 
venient and  not  suitable  for 
prolonged  periods.  Bismuth  sub- 
salicylate tablets  (300  mg/tablet) 
at  a dose  of  two  tablets  four  times 
a day  has  also  been  shown  to  be 
of  benefit  in  preventing  traveler’s 
diarrhea.'*’  " This  formulation  is 
convenient  in  that  the  tablets  are 
chewable  and  do  not  require  re- 
frigeration. The  mechanism  by 


which  bismuth  subsalicylate  pro- 
vides protection  against  traveler’s 
diarrhea  is  complex.  Bismuth  it- 
self has  some  anti-bacterial  activ- 
ity. The  salicylate  component 
provides  some  protection  against 
the  secretory  mechanism  of  en- 
terotoxin  induced  diarrhea.  Bis- 
muth subsalicylate  has  also  been 
shown  to  interfere  with  the  bind- 
ing of  enterotoxigenic  E.  coli  to 
intestinal  epithelium  thereby  pre- 
venting colonization  and  infec- 
tion. The  side  effects  of  bismuth 
subsalicylate  are  generally  mild 
including  discoloration  of  stool, 
occasional  constipation,  and  el- 
evation of  the  blood  salicylate 
level.  This  may  complicate  the 
management  of  patients  receiv- 
ing high  dose  salicylates,  oral  an- 
ticoagulants or  uricosurics.  Bis- 
muth subsalicylate  is  also  useful 
in  the  treatment  of  traveler’s  diar- 
rhea." 

Antimicrobial  prophylaxis 
against  traveler’s  diarrhea  has 
been  successfully  developed  with 
a number  of  antimicrobial 
agents.®’ '®’ '®  Antimicrobial  agents 
known  to  be  effective  in  prevent- 
ing traveler’s  diarrhea  on  the  ba- 
sis of  placebo  controlled  trials  are 
listed  in  Table  2. 

Antimicrobial  chemopro- 
phylaxis should  only  be 
given  for  short-term  trav- 
elers. 

There  are  numerous  potential 
problems  associated  with  anti- 
microbial chemoprophylaxis 
against  traveler’s  diarrhea  includ- 
ing side  effects  of  the  medication, 
promotion  of  antimicrobial  re- 
sistance,expense  and  incon- 
venience, drug  interactions,  and 
candidal  vaginitis  in  women.  A 
national  consensus  conference 
held  recently  on  traveler’s  diar- 
rhea recommended  that  antimi- 
crobial prophylaxis  not  be  given 
for  international  travelers  with  the 
exception  of  a few  special  situa- 
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Table  2.  Effective  Antimicrobial  Agents  in  the  Prevention  of  Traveler’s  Diarrhea 

Antimicrobial  Agent 

Dose 

Comments 

Doxycycline 

100  mg  daily 

Effective  even  against 
tetracycline-resistant 
organisms,  multiple 
potential  side  effects. 

T rimethoprim-Sulf  amethoxazole 
(SMX-TMP) 

160  mg/800  mg  daily 

Highly  effective, 
hypersensitivity  re- 
actions may  occur, 
antibiotic  resistance 
is  increasing. 

Trimethoprim 

200  mg  daily 

Effective  but  less  so 
than  SMX-TMP. 

Norfloxacin 

400  mg  daily 

Well-tolerated,  highly 
effective. 

tions.®  Potential  indications  for 
antimicrobial  prophylaxis  against 
traveler’s  diarrhea  were  consid- 
ered for  travelers  on  essential 
missions  (State  Department  vis- 
its), international  travel  in  se- 
verely immunocompromised 
hosts,  and  patients  in  whom  diar- 
rhea poses  a great  risk  (elderly, 
patients  with  cardiovascular  dis- 
ease, and  patients  with  renal  dis- 
function). Antimicrobial  chemo- 
prophylaxis should  only  be  given 
for  short-term  travelers  and  it 
would  not  be  appropriate  for  trav- 
elers who  plan  to  spend  greater 
than  two  weeks  in  developing 
countries.'*’  ^ 

The  Treatment  of 
Traveler’s  Diarrhea 
The  only  required  treatment  for 
all  forms  of  diarrhea,  regardless 
of  its  cause,  is  fluid  therapy  to 
replenish  the  extracellular  vol- 
ume. Patients  are  capable  of  ab- 
sorbing fluid  and  electrolytes  even 
in  the  midst  of  severe  secretory 
diarrhea.  A glucose  and  electro- 
lyte solution  is  widely  available 
throughout  the  developing  world 
in  the  form  of  oral  rehydration  so- 
lution (ORS)  developed  by  the 
World  Health  Organization.  This 
oral  rehydration  regimen  in- 
cludes 5 grams  of  sodium  chlo- 
ride, 2.5  grams  of  NaHCOj,  1.5 
grams  of  KCL  and  20  grams  of 
glucose.  This  oral  rehydration  so- 
lution is  provided  in  prepackaged 
form  which  is  mixed  with  one  li- 


ter of  safe  water.  A satisfactory 
solution  may  be  prepared  by  add- 
ing 4 level  tablespoons  of  table 
sugar  with  1/2  teaspoon  of  table 
salt  and  1 teaspoon  of  sodium  bi- 
carbonate (baking  soda)  in  1 liter 
of  boiled  water.  This  solution 
should  be  taken  in  addition  to  a 
citrus  fruit  or  banana  to  provide 
a potassium  source.  Numerous 
commercially  available  electro- 
lyte solutions  (Gatorade,  Pedio- 
lyte,  or  Stop-Trot)  are  also  effec- 
tive oral  rehydration  solutions. 
These  solutions  should  be  taken 
as  frequent  small  servings  in  ad- 
dition to  a safe  water  supply  as 
long  as  the  patient  remains  thirsty. 
The  oral  rehydration  solution  is 
safe  and  effective  in  infants  and 
small  children  as  well  as  adults.'^ 
Other  effective  methods  of 
treating  traveler’s  diarrhea  in- 
clude bismuth  subsalicylate  as 
well  as  anti-motility  agents.  Bis- 
muth subsalicylate  is  effective  as 
both  a preventive  measure  and  a 
treatment  method.^’ Anti-motil- 
ity agents  which  inhibit  gastroin- 
testinal peristalsis  such  as  di- 
phenoxylate (Lomotil®)  and 
loperamide  (Imodium®)  have 
both  been  shown  to  be  effective 
and  safe  in  the  treatment  of  un- 
complicated traveler’s  diarrhea. 
Anti-motility  agents  have  a rapid 
onset  of  action  and  are  more  ef- 
fective than  bismuth  subsalicy- 
late in  the  first  48  hours  of  diar- 
rhea." Anti-motility  agents  are 


widely  used  for  symptomatic  re- 
lief of  watery  diarrhea  in  travelers 
as  a means  of  rapidly  controlling 
symptoms  of  most  forms  of  trav- 
eler’s diarrhea.  Anti-motility 
agents  are  unsafe  in  infants  and 
small  children  and  should  not  be 
given  to  travelers  who  experience 
high  fever  or  dysentery  owing  to 
the  potential  risk  of  exacerbating 
shigellosis  and  other  forms  of  in- 
vasive diarrhea.'*’  " The  traveler’s 
clinics  at  the  Miriam  and  Memo- 
rial Hospitals  generally  recom- 
mend that  prescription  anti-mo- 
tility agents  be  given  only  to  adults 
with  mild  diarrhea.  These  drugs 
should  be  given  concomitantly 
with  empiric  antimicrobial  agents 
which  specifically  treat  enteric 
organisms. 

Should  traveler's  diarrhea 
develop,  fluid  replacement 
is  the  principal  therapeutic 
modality. 

Empiric  use  of  antimicrobial 
agents  during  the  early  phases  of 
traveler’s  diarrhea  has  been 
shown  to  be  highly  effective  in 
shortening  the  duration  of  trav- 
eler’s diarrhea.'®’  Numerous  an- 
timicrobial agents  have  been 
shown  to  be  of  potential  utility  in 
this  setting.  The  most  widely  used 
agents  include  trimethoprim-sul- 
famethoxazole, 160mg/800mg,  (1 
double  strength  tablet)  every  12 
hours  for  5 days;  doxycycline,  100 
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mg  twice  daily  for  5 days;  nor- 
floxacin, 400  mg,  twice  daily;  cip- 
rofloxacin, 500  mg,  twice  daily  for 
5 days;  or  furazolidone,  100  mg, 
4 times  a day  for  5 days.  All  these 
antimicrobial  agents  have  been 
shown  to  be  of  value  in  placebo- 
controlled  trials  of  early  empiric 
therapy  in  the  treatment  of  trav- 
eler’s diarrhea.^'  Trimetho- 
prim-sulfamethoxazole is  cur- 
rently the  most  widely  used 
antibiotic  for  this  indication. 
However,  the  increasing  preva- 
lence of  sulfa  and  trimethoprim 
resistant  organisms  in  Brazil,  Ar- 
gentina, the  Middle  East  and  some 
areas  in  Indochina  may  limit  the 
utility  of  this  agent  in  the  near  fu- 
ture. Similarly,  widespread  tetra- 
cycline resistance  may  limit  the 
value  of  doxycycline  in  traveler’s 
diarrhea.'"'  The  newer  quinolone 
agents,  norfloxacin  or  ciproflox- 
acin, provide  several  potential 
advantages  in  the  treatment  of 
traveler’s  diarrhea.  These  agents 
are  highly  effective  against  a wide 
variety  of  enteric  pathogens  in- 
cluding Campylobacter  and  yer- 
sinia infections.  Resistance  to  the 
quinolones  infrequently  develops 
during  therapy  and  no  plasmid- 
mediated  resistance  to  the  quin- 
olone agents  has  yet  been  dis- 
covered. This  will  limit  the  rap- 
idity with  which  quinolone 
resistance  develops  among  en- 
teric pathogens."^' Another  fac- 
tor to  consider  when  prescribing 
antibiotics  is  their  relative  cost. 
The  current  cost  of  a five  day 
course  of  a quinolone  antibiotic 
is  $20-30  dollars.  A comparable 
course  of  trimethoprim-sulfa- 
methoxazole costs  $3-6.  Furazo- 
lidone has  the  potential  advan- 
tage of  treating  giardiasis  in 
addition  to  a variety  of  bacterial 
enteropathogens.  Gastrointes- 
tinal side  effects  in  addition  to  an 
antabuse  effect  limits  the  accept- 
ability of  this  agent  as  standard 
treatment  for  traveler’s  diarrhea.® 


Summary 

Traveler’s  diarrhea  can  often  be 
avoided  by  following  safe  food 
and  water  practices  while  travel- 
ing in  developing  countries.  Pro- 
phylactic agents  are  generally  not 
indicated  in  the  prevention  of 
traveler’s  diarrhea.  Should  trav- 
eler’s diarrhea  develop,  fluid  re- 
placement is  the  principal  thera- 
peutic modality.  Other  useful 
treatments  include  bismuth  sub- 
salicylate or  anti-motility  agents 
such  as  loperamide  or  diphen- 
oxylate. Early  empiric  use  of  an- 
timicrobial agents  including  tri- 
methoprim-sulfamethoxazole or 
quinolone  agents  offers  an  ex- 
cellent means  of  treating  travel- 
er’s diarrhea  and  preventing  its 
potential  complications.  Travel- 
ers who  develop  dysentery,  high 
fever,  or  prolonged  diarrhea  last- 
ing more  than  10-14  days  should 
seek  medical  attention  for  spe- 
cific diagnosis  and  appropriate 
antimicrobial  therapy. 
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Malaria:  The  Deadly  Threat  From  Overseas 


Peter  M.  Wiest,  MD 
Steven  M.  Opal,  MD 
G.  Richard  Olds,  MD 


It  is  estimated  that  8 to  10 
million  Americans  travel 
each  year  to  malaria-en- 
demic areas.  Furthermore, 
thousands  of  individuals 
from  such  endemic  areas 
migrate  to  the  United 
States. 


The  following  case  occurred  in 
the  summer  of  1989  in  Rhode  Is- 
land: 

A 38-year-old  male  who  had  re- 
cently traveled  to  West  Africa  vis- 
ited a local  emergency  room  on 
a Friday  evening  complaining  of 
fevers  and  chills.  The  patient 
stated  that  he  felt  he  had  malaria 
since  his  febrile  episode  was  sim- 


Peter  M.  Wiest,  MD,  is  Assistant 
Professor  of  Medicine  at  Brown 
University  and  a member  of  the 
Division  of  Geographic  Medicine, 
The  Miriam  Hospital,  Providence, 
Rhode  Island. 


Steven  M.  Opal,  MD,  is  Assistant 
Professor  of  Medicine  at  Brown 
University  and  Director  of  The 
Traveler’s  Clinic,  Memorial  Hos- 
pital, Pawtucket,  Rhode  Island. 


G.  Richard  Olds,  MD,  is  Associate 
Professor  of  Medicine  and  Direc- 
tor of  the  International  Health  In- 
stitute at  Brown  University,  Prov- 
idence, Rhode  Island. 


ilar  to  those  that  he  experienced 
as  a young  man  while  growing  up 
in  Africa.  Additional  symptoms 
included  crampy  abdominal  pain 
and  loose  stools.  Physical  ex- 
amination revealed  only  a low- 
grade  temperature.  A complete 
blood  count  was  reported  as  nor- 
mal and  a stool  sample  was  sent 
for  culture.  He  was  discharged 
from  the  emergency  room  with  the 
possible  diagnosis  of  salmonel- 
losis. 

Over  the  weekend  his  relatives 
and  friends  did  not  see  him  nor 
could  they  contact  him  at  his 
apartment.  At  the  request  of  the 
family  the  manager  entered  that 
apartment  and  found  the  man 
dead.  Autopsy  revealed  that  the 
cause  of  death  was  cerebral  ma- 
laria. Review  of  the  peripheral 
blood  smear  obtained  during  the 
emergency  room  visit  found  nu- 
merous ring  forms  in  the  red 
blood  cells  consistent  with  Plas- 
modium falciparum  malaria. 

This  case  illustrates  several  im- 
portant points  regarding  malaria 
in  Rhode  Island.  First  and  fore- 
most, cases  of  malaria  may  be 


seen  by  Rhode  Island  physicians. 
It  is  estimated  that  8 to  10  million 
Americans  travel  each  year  to  ma- 
laria-endemic areas.  Further- 
more, thousands  of  individuals 
from  such  endemic  areas  migrate 
to  the  United  States.  It  is  therefore 
likely  that  a Rhode  Island  physi- 
cian will  see  patients  who  have 
recently  traveled  overseas.  In  fact, 
from  1987  to  1989,  over  30  cases 
of  malaria  have  been  seen  by  phy- 
sicians at  the  Traveler’s  Clinics  at 
the  Miriam  Hospital  and  the  Me- 
morial Hospital.  This  case  also 
emphasizes  that  a travel  history 
is  essential  whenever  a patient  is 
being  evaluated  for  a febrile  ill- 
ness. If  the  patient  has  traveled  to 
any  tropical  or  subtropical  land 
and  has  a fever,  think  malaria! 

A second  point  emphasized  by 
this  case  is  the  difficulty  of  sus- 
pecting malaria  experienced  by 
physicians  who  are  unfamiliar 


ABBREVIATIONS  USED: 

DEET:  N,  N diethylmetatolua- 
mide 

P.:  Plasmodium 
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with  the  disease.  This  point  is  de- 
scribed in  the  article  entitled  “Ma- 
laria — The  Mime.”'  As  with 
syphilis  and  today  with  the  hu- 
man immunodeficiency  virus,  the 
symptoms  of  malaria  can  present 
in  many  different  and  subtle  ways. 
High  spiking  fevers,  chills,  the 
“flu,”  diarrhea,  lower  abdominal 
pain,  confusion  and  fatigue  alleg- 
edly from  jet  lag  are  just  a few  of 
the  clinical  presentations  of  ma- 
laria seen  by  physicians  at  the 
Traveler’s  Clinics.  Thus  a physi- 
cian must  have  a high  index  of 
suspicion  for  malaria  whenever  a 
traveler  returns  from  overseas. 
Moreover,  as  this  case  illustrates, 
abdominal  pain  and  diarrhea  may 
be  seen  in  up  to  40  percent  of 
Americans  who  contract  malaria. 

Lastly,  this  case  dramatically 
demonstrates  that  malaria  can 
kill.  It  is  estimated  that  400  mil- 
lion cases  of  malaria  occur 
worldwide  each  year.  Of  these,  2 
to  3 million  individuals  die,  with 
a mortality  rate  of  less  than  one 
percent.  Unfortunately,  in  the 
United  States,  the  mortality  rate 
approaches  10  percent.  Thus,  de- 
spite the  technological  advances 
in  medicine,  a patient  is  more 
likely  to  succumb  to  malaria  in 
the  United  States  than  if  the  same 
patient  became  ill  in  a grass  shack 
in  Africa.  Physicians  overseas 
think  about  malaria  and  initiate 
treatment  early.  In  the  United 
States,  however,  physicians  often 
delay  in  making  the  diagnosis  of 
malaria  and,  therefore,  the  mor- 
tality rate  rises. 

Epidemiology 

Malaria  is  caused  by  the  proto- 
zoan parasite  Plasmodium.  Four 
species  exist  in  man:  P.  falcipa- 
rum, P.  vivax,  P.  ovale,  and  P.  ma- 
lariae.^~^  Transmission  of  malaria 
to  humans  is  achieved  by  the  bite 
of  an  infected  Anopheles  mos- 
quito. Transmission  can  also  oc- 
cur, though  rarely,  through  blood 
transfusions,  needle-sharing 


among  intravenous  drug  users  as 
well  as  congenital  transmission 
from  mother  to  fetus. 

Malaria  is  found  throughout  the 
developing  world  where  Rhode 
Islanders  are  increasingly  travel- 
ing these  days  for  adventure  and 
business.  In  1988  alone,  over 
2,000  Rhode  Islanders  were  seen 
in  the  Traveler’s  Clinics  at  the  Mir- 
iam and  Memorial  Hospitals  prior 
to  trips  to  malaria-endemic  areas. 
These  regions  include  Central  and 
South  America,  the  Caribbean  Is- 
lands, sub-Saharan  Africa,  the 
Middle  East,  the  Indian  subcon- 
tinent, Southeast  Asia  and 
Oceania. 

Pathogenesis 

Infection  is  acquired  when  a fe- 
male Anopheles  mosquito  inoc- 
ulates a human  with  sporozoites. 
These  organisms  rapidly  enter 
hepatic  cells,  multiply,  and  rup- 
ture into  the  circulation  as  mer- 
ozoites.  These  parasites  then  in- 
vade erythrocytes  and  undergo 
asexual  reproduction  producing 
multinucleated  schizonts.  The 
erythrocyte  ruptures  releasing 
merozoites  which  again  infect 
other  red  blood  cells.  This  cycle 
continually  repeats.  Some  of  the 
parasites,  however,  mature  into 
male  and  female  gametocytes. 
Upon  ingestion  by  a female  mos- 
quito, gametocytes  mate  and 
eventually  generate  sporozoites 
which  are  again  infective  for  hu- 
mans. 

In  P.  falciparum  and  P.  malar- 
iae,  all  of  the  merozoites  leave 
the  liver  within  weeks  of  the  ini- 
tial infection.  For  P.  vivax  and  P. 
ovale,  however,  the  hepatic  forms 
may  remain  in  the  liver  for  months 
and  even  years.  At  any  time  there- 
after, these  organisms  can  come 
out  of  hiding  in  the  liver,  infect 
red  blood  cells  and  cause  a re- 
lapse. 

Clinical  Presentation 

The  incubation  period  from  the 


introduction  of  infection  to  the 
first  symptom  ranges  from  6 to  30 
days  depending  on  the  species  of 
malaria.  Typically,  an  infected  in- 
dividual complains  initially  of  flu- 
like symptoms  including  head- 
ache, fatigue,  feverish  feeling, 
chills,  malaise,  nausea,  anorexia 
and  diarrhea.  With  time  the  pa- 
tient develops  the  classic  symp- 
toms of  malaria:  chills  and  fever 
followed  by  marked  diaphoresis. 
These  paroxysms  occur  every  48 
hours  for  P.  vivax  and  P.  ovale, 
72  hours  for  P.  malariae,  but  are 
usually  irregular  for  P.  falcipa- 
rum. 


Abnormal  laboratory  find- 
ings may  include  hemolytic 
anemia,  thrombocytope- 
nia, and  elevation  of  liver 
function  tests. 


Periodicity  in  the  fever  pattern 
is  the  exception  rather  than  the 
rule.  Most  travelers  present  with 
a variable  fever  pattern  prior  to 
development  of  periodicity.  There- 
fore, it  is  essential  that  a physi- 
cian consider  malaria  in  the  dif- 
ferential for  a febrile  traveler,  even 
if  the  classical  febrile  cycles  are 
not  present. 

Physical  examination  may  re- 
veal sinus  tachycardia,  spleno- 
megaly, hepatomegaly,  mild 
jaundice,  abdominal  tenderness, 
and  scattered  rales  on  ausculta- 
tion. Abnormal  laboratory  find- 
ings may  include  hemolytic  ane- 
mia, thrombocytopenia,  and 
elevation  of  liver  function  tests. 
As  the  initial  case  points  out, 
however,  malaria  can  be  present 
without  laboratory  abnormalities 
even  hours  before  death. 

Complications  of  malaria  are 
primarily  due  to  infections  with 
P.  falciparum.  This  is  usually  as- 
sociated with  high  grade  parasi- 
temia, with  greater  than  5 percent 
of  red  blood  cells  infected  with 
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malaria.  The  most  serious  com- 
plication is  cerebral  malaria. 
Symptoms  may  include  disorien- 
tation, psychosis,  seizures,  stu- 
por, coma  and  focal  abnormali- 
ties. Edema  is  not  typically  seen, 
and  corticosteroids  are  not  indi- 
cated for  treatment  of  cerebral 
malaria.®  Other  systemic  compli- 
cations include  renal  dysfunc- 
tion, pulmonary  edema,  and  hy- 
poglycemia. 

Diagnosis 

The  only  definitive  means  to  di- 
agnose malaria  is  to  demonstrate 
the  parasite  in  a peripheral  blood 
film.  When  the  diagnosis  of  ma- 
laria is  entertained,  both  a thick 
and  thin  blood  smear  should  be 
obtained.  Unfortunately,  in  the 
United  States,  the  diagnosis  is 
often  made  by  the  medical  tech- 
nologist when  a white  blood  cell 
differential  is  being  performed  for 
a febrile  patient. 

The  thin  blood  smear  allows 
identification  of  the  species  of 
Plasmodium  as  well  as  demon- 
strates the  presence  of  the  para- 
site in  more  heavily-infected  in- 
dividuals. In  lightly  infected 
people  the  thick  blood  smear  is 
a concentration  technique  allow- 
ing one  to  determine  if  an  indi- 
vidual is  infected  or  not.  If  the 
initial  smears  are  negative  it  is  im- 
portant to  repeat  blood  smears  2- 
3 times  per  day  for  several  days 
since  cyclic  variation  of  the  par- 
asitemia is  seen  with  all  malaria 
species. 


If  malaria  is  identified  on  a pe- 
ripheral blood  smear,  it  is  nec- 
essary for  a physician  to  decide 
if  a patient  is  infected  with  P.  fal- 
ciparum (the  only  species  that 
kills),  or  another  species.  If  the 
patient  is  infected  with  P.  falcip- 
arum, he  should  be  admitted 
promptly  to  the  hospital  and 
treated  since  complications  can 
rapidly  occur.  In  contrast,  if  a non- 
falciparum species  is  found,  the 
individual  may  usually  be  treated 
on  an  outpatient  basis.  When  in 
doubt,  the  patient  should  be  hos- 
pitalized and  treated  for  pre- 
sumed falciparum  malaria. 

Morphological  features  that  al- 
low one  to  distinguish  among 
the  four  species  of  malaria  are 
presented  in  Table  1 and  text- 
books.^"*  Criteria  suggestive  of  P. 
falciparum  include  a predomi- 
nance of  ring  forms  (Figure  1), 
doubly  infected  red  blood  cells 
and  banana-shaped  gametocytes. 
The  presence  of  schizonts  (mul- 
tinucleated  parasites)  in  red  blood 
cells  is  very  rarely  seen  and  then 
only  in  very  high  parasitemias. 
Furthermore,  red  blood  cells  are 
not  enlarged  and  pink  stippling 
of  the  cytoplasm  (Schuffner’s 
dots),  which  is  seen  in  P.  viuax 
and  P.  ovale,  does  not  occur. 

Prevention  of  Malaria 

To  avoid  malaria,  travelers  should 
be  advised  to  reduce  contact  with 
mosquitoes  which  bite  primarily 
at  night.  Such  measures  include 
remaining  in  screened  areas,  us- 


Figure  1 . High-powered  view  of  a thin 
blood  smear  with  two  erythrocytes 
infected  with  ring  forms  of  Plasmo- 
dium falciparum.  Note  that  one  of 
the  red  blood  cells  is  doubly  in- 
fected. This  is  highly  suggestive  of  P. 
falciparum. 


ing  mosquito  nets,  wearing 
clothes  that  cover  most  of  the 
body,  and  using  an  insect  repel- 
lent containing  at  least  30  per- 
cent N,  N diethylmetatoluamide 
(DEFT),  the  active  ingredient. 

Chemoprophylaxis  of  malaria 
in  travelers  has  become  complex 
since  development  of  chloro- 
quine-resistant  falciparum  ma- 
laria. Chloroquine  is  the  most  ef- 
fective agent  used  to  prevent 
infection  with  P.  viuax,  P.  ovale, 
P.  malariae  and  chloroquine-sus- 
ceptible  P.  falciparum  (Table  2). 


Table  1 Diagnostic  features  of  malaria  on  thin  blood  smears. 

Morphological  Characteristics' 

Species 

Infected  Red  Blood  Cells 

Parasite 

P.  falciparum 

normal-sized  RBC,  multiply-infected  RBC, 
can  achieve  high  parasitemia 

rings  predominant,  banana-shaped 
gametocyte  (diagnostic) 

P.  vivax 

enlarged  RBC,  Schurrner’s  dots 

schizont  present,  ameboid  cytoplasm 

P.  ovale 

oval,  slightly  enlarged  RBC,  Schuffner’s 
dots 

schizonts  present 

P.  malariae 

normal-sized  RBC 

schizonts  present 

' Morphological  characteristics  are  explained  in  the  text  and  references  2-4. 
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Table  2.  Chemoprophylaxis  of 
malaria  in  adults’’ ^ 


Drug  Prophylaxic  Regimen 

Chloroquine  500  mg  (salt)  orally 
once  a week  starting  2 
weeks  before,  while  in 
the  area,  and  4 weeks 
after  leaving  malaria- 
endemic  area. 

Fansidar  3 tablets  for  presump- 
tive treatment  of  ma- 
laria. 

Doxycycline  100  mg/day  orally 
starting  1-2  days  be- 
fore, while  in  the  area, 
and  4 weeks  after  leav- 
ing malaria-endemic 
area. 

Proguanil  200  mg/day  orally  in 
conjunction  with  weekly 
chloroquine. 

Mefloquine  250  mg  per  week  orally 
for  first  4 weeks,  then 
every  other  week.  Pro- 
phylaxis should  start  1 
week  before  entering 
and  4 weeks  after  leav- 
ing. 

' Adapted  from  reference  6 

2 Pediatric  doses  and  up-to-date  rec- 
ommendations for  individual  countries 
can  be  found  in  reference  6 and  the 
Traveler’s  Clinic  of  Rhode  Island. 


The  normal  adult  dose  is  500  mg 
(salt)  once  a week,  starting  two 
weeks  before  entering  a malaria 
endemic  area,  the  entire  time 
while  in  the  region  and  4 weeks 
after  leaving.  Potential  side  ef- 
fects include  gastrointestinal  up- 
set and  headache  which  are  al- 
leviated when  the  medication  is 
taken  with  meals. 

Current  recommendations  by 
the  Center  for  Disease  Control 
for  chemoprophylaxis  against 
chloroquine-resistant  P.  falcipa- 
rum must  be  tailored  to  the  in- 
dividual and  his  travel  plans  (ref- 
erence 6,  Table  2).  Chloroquine 
is  still  the  mainstay  of  prophy- 
laxis since  this  will  protect  the 
traveler  against  non-falciparum 
species  as  well  as  chloroquine- 
susceptible  P.  falciparum  (still 
prevalent  in  chloroquine-resist- 


ant areas).  In  addition,  however, 
individuals  should  carry  with 
them  a single  treatment  course  (3 
tablets)  of  Fansidar®  (pyrimeth- 
amine-sulfadoxine).  If  fever  or  flu- 
like symptoms  develop,  the  trav- 
eler should  rapidly  seek  medical 
attention.  If  medical  care  is  not 
readily  available,  the  traveler 
should  take  the  three  tablets  of 
Fansidar  at  one  time  and  then 
seek  more  definitive  care  as  soon 
as  possible.  Travelers  should  be 
warned  that  Fansidar  resistance 
has  been  noted  in  Thailand  and 
Burma. 

People  who  are  allergic  to  sul- 
fonilamide  or  pyrimethamine  and 
short-term  travelers  (less  than  3- 
4 weeks)  to  areas  with  extensive 
chloroquine  and  Fansidar-resist- 
ant  malaria  (Thailand,  Burma) 
may  elect  to  take  doxycycline,  but 
this  is  contraindicated  for  preg- 
nant women,  children  under  8 
years  of  age  and  may  induce  a 
photosensitivity  reaction  (like  tet- 
racycline) upon  extensive  sun  ex- 
posure. 

Proguanil  (Paludrine®)  is  an- 
other anti-malarial  drug  available 
in  Europe  and  Africa  but  not  in 
the  United  States.  Limited  data 
suggests  that  it  may  be  effective 
against  chloroquine-resistant  ma- 
laria in  East  Africa  but  not  Thai- 
land, Papua  New  Guinea  or  West 
Africa.  Travelers  using  proguanil 
should  take  a daily  200  mg  dose 
(adult)  in  combination  with  a 
weekly  regimen  of  chloroquine. 

Mefloquine  (Lariam®)  has  been 
recently  approved  for  the  treat- 
ment and  prevention  of  P.  fal- 
ciparum resistant  to  other  anti- 
malarial  drugs.  It  is  recom- 
mended for  travelers  to  areas 
where  there  is  a risk  of  chloro- 
quine-resistant P.  falciparum  in- 
fection, and  by  travelers  to  areas 
where  P.  falciparum  is  resistant 
to  both  chloroquine  and  Fansi- 
dar. Oral  prophylaxis  should  start 
1 week  before  visiting  the  area, 
continued  while  there  and  for  4 


weeks  upon  leaving  the  malaria 
endemic  area.  The  recom- 
mended dosage  regimen  is  one 
250  mg  tablet  weekly  for  the  first 
4 weeks  then  every  other  week. 
Minor  side-effects  include  gas- 
trointestinal distress  and  dizzi- 
ness but  these  are  self-limited. 
Because  mefloquine  has  been 
occasionally  associated  with 
asymptomatic  sinus  bradycardia 
and  a prolonged  QT  interval,  it 
should  not  be  used  by  individuals 
using  beta-blockers,  calcium 
channel  antagonists  or  other 
drugs  that  alter  cardiac  conduc- 
tion. Furthermore,  mefloquine 
can  alter  blood  levels  of  anti-con- 
vulsant  drugs  causing  low  anti- 
epileptic drug  levels  and  break- 
through seizures. 

Treatment 

The  choice  of  chemotherapeutic 
agents  for  malaria  was  at  one  time 
simple  since  all  four  parasite  spe- 
cies were  susceptible  to  chloro- 
quine. However,  in  recent  years, 
chloroquine-resistant  P.  falcipa- 
rum malaria  has  emerged,  being 
found  in  Southeast  Asia,  the  In- 
dian subcontinent,  Oceania,  Af- 
rica and  South  America.® 


The  choice  of  chemother- 
apeutic agents  for  malaria 
was  at  one  time  simple  since 
all  four  parasite  species 
were  susceptible  to  chlor- 
oquine. However,  in  recent 
years,  chloroquine-resist- 
ant P.  falciparum  malaria 
has  emerged. 


In  the  treatment  of  malaria,  the 
physician  must  decide  whether 
the  patient  has  chloroquine-sus- 
ceptible  or  -resistant  malaria.  If 
the  patient  is  infected  with  P.  vi- 
uax,  P.  ovale,  P.  malariae,  or  P. 
falciparum  from  an  area  where 
drug  resistance  has  not  devel- 
oped (Haiti,  the  Dominican  Re- 
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Table  3.  Treatment  guidelines  for  malaria  in  adults’ 

Indication 

Drug 

Dose 

P.  vivax,  P.  ovale,  P. 
malariae,  chloroquine- 
sensitive,  P.  falciparum 

Chloroquine 

1 gram  (salt)  followed  by  500  mg  six  hours  later, 
than  500  mg  per  day  for  2 days. 

P.  falciparum 

Primaquine  (for  P.  vivax  and  P. 
ovale) 

26.3  mg  salt  p.o.  per  day  for  14  days. 

cloroquine-resistant 

malaria 

quinine  plus  Fansidar 

quinine  plus  pyrimethamine  and 
sulfadiazine 

quinine  650  mg.  p.o.  every  8 hrs.  for  3-10  days^. 
Fansidar,  3 tablets  p.o.,  single  dose, 
quinine  as  above;  pyrimethamine  25  mg  PO  QID  x 
3 days;  sulfadiazine  500  mg  PO  QID  x 5 days 

Quinine  plus  tetracycline 

quinine  as  above;  tetracycline  250  mg  po  every  6 
hrs  for  7 days 

' For  pediatric  doses,  see  reference  4, 

2 Longer  treatment  with  quinine  is  preferred  for  treatment  of  individuals  infected  with  P.  falciparum  from  Southeast  Asia.  Consider 
mefloquine  as  an  alternative  drug. 

public,  Central  America,  Middle 
East),  chloroquine  is  the  drug  of 
choice.  If  not,  the  patient  should 
be  treated  with  quinine  and  tet- 
racycline. Alternate  treatment 
would  be  quinine  and  Fansidar. 
Many  physicians  prefer  tetracy- 
cline over  Fansidar  since  resist- 
ance to  the  latter  drug  is  found  in 
South  America,  East  Africa,  and 
Southeast  Asia.  Furthermore,  the 
extent  of  Fansidar  resistance  is 
rapidly  spreading.  The  Traveler’s 
Clinic  at  The  Miriam  Hospital  re- 
cently saw  a young  man  with  P. 
falciparum  malaria  resistant  to 
both  chloroquine  and  presum- 
ably Fansidar.  He  obtained  the  in- 
fection in  West  Africa,  an  area  not 
previously  reported  to  have  Fan- 
sidar resistance.  If  the  physician 
is  unsure  whether  the  strain  of  P. 
falciparum  is  resistant  to  chlo- 
roquine or  not,  the  patient  should 
be  treated  with  quinine  and  tet- 
racycline. 

Chloroquine-susceptible  ma- 
laria (for  adults)  is  treated  with 
chloroquine  orally  1 gram  (salt) 
followed  6 hours  later  with  500 
mg  and  then  a single  dose  of  500 
mg  per  day  for  2 days  (Table  3). 
To  eradicate  the  dormant  liver 
stages  of  P.  vivax  and  P.  ouale 
and  thus  prevent  relapse,  prima- 
quine phosphate  (15  mg  base  per 


day  orally  for  14  days)  should  be 
given  after  completion  of  chloro- 
quine treatment.  Since  prima- 
quine can  induce  hemolysis  in 
patients  with  glucose-6-phos- 
phate  dehydrogenase  deficiency, 
every  individual  should  be 
screened  for  this  deficiency  prior 
to  treatment. 

All  patients  with  chloroquine- 
resistant  P.  falciparum  malaria 
should  be  hospitalized  and 
treated  immediately.  One  regi- 
men is  quinine  sulfate  650  mg 
(adults)  orally  every  6 hours  for  7 
days  (Table  3).  Alternatively,  qui- 
nine can  also  be  given  with  a sin- 
gle administration  of  three  tablets 
(adult)  of  Fansidar. 

Quinine  may  be  toxic,  causing 
nausea,  vomiting,  headache,  tin- 
nitus, prolonged  QT  interval,  and 
hypoglycemia.  If  the  patient  is  un- 
able to  take  quinine  orally,  a par- 
enteral form  can  be  given  but  must 
be  obtained  from  the  Centers  for 
Disease  Control.  Recent  studies 
have  found  quinidine  gluconate 
to  be  as  effective  as  quinine,  but 
since  quinidine  can  cause  hypo- 
tension or  cardiac  arrythmias,  all 
individuals  should  be  closely 
monitored  in  an  intensive  care 
unit. 

Treatment  of  individuals  in- 
fected with  malaria  from  South- 


Malarial infection  is  more 
severe  in  pregnant  women 
than  in  nonpregnant  wom- 
en. Futhermore,  the  inci- 
dence of  prematurity , spon- 
taneous abortion  and  still- 
birth is  increased  in  women 
infected  with  malaria. 


east  Asia  is  difficult  because  of 
the  widespread  development  of 
resistance  to  many  chemothera- 
peutic agents.  Mefloquine,  in 
combination  with  either  Fansidar 
or  quinine,  provides  another  ther- 
apeutic option.  Advice  of  tropical 
disease  specialists  should  be 
sought  in  this  instance. 

Pregnauit  Women 

Malarial  infection  is  more  severe 
in  pregnant  women  than  in  non- 
pregnant women.  Furthermore, 
the  incidence  of  prematurity, 
spontaneous  abortion  and  still- 
birth is  increased  in  women  in- 
fected with  malaria.  Pregnancy  is 
not  a contraindication  to  prophy- 
laxis with  chloroquine  since  the 
drug  has  not  been  found  to  have 
any  harmful  effects  on  the  fetus. 
However,  other  drugs  used  to  pre- 
vent infection  with  chloroquine- 
resistant  malaria  are  not  consid- 
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ered  safe  in  pregnancy.  Tfie  best 
advice  for  a pregnant  woman  who 
contemplates  traveling  to  an  area 
with  chloroquine-resistant  ma- 
laria is  to  stay  home. 

Further  Information 

Recommendations  on  malaria 
prophylaxis,  and  the  countries 
where  chloroquine-resistant  P. 
falciparum  is  found,  are  con- 
stantly changing.  Relatively  re- 
cent information  can  be  found  in 
“Health  Information  for  Interna- 
tional Travel”  1989  (HHS  Publi- 
cation No.  89-8280)  or  is  avail- 
able at  either  the  Traveler’s  Clinic 
at  the  Miriam  Hospital  (401-274- 
3700)  or  The  Memorial  Hospital 
(401-722-6000). 
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therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr,  5.4  mg  ii 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDI 
53159-001-10, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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CLINICAL 


NETWORK 


The  Margin  of  Difference  in 
Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.I.  02903 


There  must  be  a good  reason  why 

we’ve  become  the 


IUNTTED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 

We  carryjust  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


75  BURLINGTON  ST.,  PROVIDENCE  (EAST  SIDE)  380  WARWICK  AVE.,  WARWICK 

421-6606  781-2166 
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MAPLE  AVE.  MEDICAL 
CENTER 

310  Maple  Avenue 
Barrington,  Rl 

OFFICES 
CONDOMINIUMS 
SALE  OR  LEASE 

OPPORTUNITY 

for 

Family  Practitioners 
Internists 
Surgeons 

Orthopedic  Surgeons 
Neurologists 
Allergists 
Podiatrists 
Pediatricians 

CALL  274-2910 
9am-5pm 


THE  BEST  KEPT 
SECRET  IN 
LIFE  INSURANCE 

"Pay  premiums  for  only  seven  years  and  have 
Life  Time  Protection."*  And  that's  not  all.  A 
return  of  premium  and  additional  cash  values  may 
be  available.* 


Age 

84  Monthly 
Outlays 

CASH  VALUE  ACCUMULATION* 

Death 

Benefit 

10  Year 

20  Year 

Age  65 

30 

$97 

$10,125 

$22,431 

$83,059 

$100,000  + 

35 

121 

12,539 

26,992 

62,053 

100,000  + 

40 

153 

15,651 

31,976 

47,031 

100,000  + 

45 

195 

19,257 

37,924 

37,924 

100,000  + 

50 

244 

23,676 

43,990 

32,457 

100,000  + 

55 

318 

30,081 

53,195 

30,081 

100,000  + 

60 

463 

38,830 

57,660 

21,981 

100,000  + 

Rales  based  on  good  health,  non-smoker,  average  build. 

For  policy  description,  exact  rates  and  a computer 
proposal,  call  toll  free  1-800-858-9418. 

‘Based  on  the  current  dividend  scale  which  is  not  guaranteed. 


AMERICAN  DOCTORS  ASSOCIATION 

Suite  253,  1291A  South  Powerline  Road,  Pompano  Beach,  Florida  33069 
Call  toll  free  1-800-858-9418 


INTERNISTS  WANTED 

Recruitment  package  includes  relocation  assistance, 
1 St  year  guaranteed  income,  referrals  and  practice  set 
up  guidance.  New  grads  welcome. 

Las  Vegas  is  a city  of  opportunity,  the  2nd  fastest 
growing  city  m U.S.  with  a reasonable  cost  of  living, 
no  state  or  inheritance  tax,  year-round  favorable 
climate,  network  of  recreational  services,  cultural 
events  and  top  entertainment. 

Community  Hospital  is  a 1 63-bed,  JCAHO  accredited 
facility,  serving  the  community  for  1 6 years.  Hospital 
management  is  responsive  and  results  oriented.  Call 
or  mail  CV  today  for  interview  consideration. 

Community 
Hospital 

Kathryn  D.  Haisan 
1409  E.  Lake  Mead  Blvd. 

N.  Las  Vegas,  NV  89030 
(702)  649-771  1 Ext.  495 

An  American  Healthcare  Management  Hospital 
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Comparison  of  Laboratory  Test  Use  Among 
Three  Urgent  Care  Clinics 


Nathana  L.  Lurvey,  MD 
Patrick  H.  Kwan,  MD 
David  H.  Katz,  BS 
Herbert  J.  Van  Kruiningen,  MD 
Tom  J.  Wachtel,  MD 


The  present  study  com- 
pares laboratory  test  usage 
among  doctors  practicing 
at  fee-for-service  units  and 
HMOs,  where  health  care 
is  prepaid. 


Nathana  L.  Luwey,  MD,  is  an  in- 
tern at  the  University  of  Califor- 
nia, San  Diego  Medical  Center. 


Patrick  H.  Kwan,  MD,  is  an  intern 
with  the  Department  of  Medicine, 
Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island. 


David  H.  Katz,  BS,  is  a fourth  year 
medical  student  at  Brown  Uni- 
versity, Providence,  Rhode  Is- 
land. 


Herbert  J.  Van  Kruiningen,  MD,  is 
Professor  of  Pathobiology  with  the 
Department  of  Pathology,  College 
of  Agriculture  and  Natural  Re- 
sources, University  of  Connecti- 
cut, Storrs,  Connecticut. 


Tom  J.  Wachtel,  MD,  is  Associate 
Professor  of  Community  Health, 
Brown  University  Program  in 
Providence,  Rhode  Island. 


Recently,  a number  of  “walk-in” 
or  “urgent  care”  clinics  have 
sprouted,  some  associated  with 
health  maintenance  organiza- 
tions (HMOs)  or  medical  centers 
and  others  independent  or  free- 
standing. A recent  New  England 
Journal  of  Medicine  report  pre- 
sents a personal  account  of  a phy- 
sician working  in  the  “brave  new 
world”  of  medicine  — a walk-in 
clinic.'  The  paper  discusses  is- 
sues regarding  administrative 
policies  and  incentives  governing 
the  use  of  laboratory  tests.  The 
present  study  compares  labora- 
tory test  usage,  among  doctors 
practicing  at  fee-for-service  units 
and  HMOs,  where  health  care  is 
prepaid.  We  selected  three  set- 
tings in  southeastern  New  Eng- 
land for  study. 

Methods 

The  three  clinics  are  within  a 30- 
mile  radius  of  Brown  University, 
Providence,  Rhode  Island.  One 
urgent  care  facility  functions 
within  a large  and  successful 
HMO.  The  HMO  encourages 
clients  to  call  by  phone  first  and 
has  a clinician  available  to  pre- 
scribe home  care  instead  of  an 
office  visit  if  that  is  appropriate. 
A second  facility  is  a physician- 
owned  fee-for-service  walk-in 
clinic  at  a shopping  mall.  And  the 
third  is  a fee-for-service  walk-in 
clinic  that  is  part  of  a larger 
physician-owned  multi-specialty 


group  practice.  Permission  was 
obtained  to  review  the  medical 
records  of  recent  patients  (1988) 
with  either  of  two  medical  prob- 
lems: cough  (upper  respiratory 
infection)  or  diarrhea.  All  cases 
accepted  for  study  were  first  visit 
presentations;  repeat  visits  were 
excluded.  Because  only  one  fa- 
cility included  pediatric  patients, 
and  another  excluded  Medicare 
patients,  patients  under  the  age 
of  19  and  over  the  age  of  60  were 
excluded. 

Using  a standard  protocol,  the 
following  information  was  ab- 
stracted: patient’s  age,  sex,  chief 
complaint,  duration  of  illness  and 
laboratory  tests  ordered  (Table  1). 
The  data  were  entered  into  an  Ap- 
ple Macintosh  computer  and  ana- 
lyzed with  a STAT  513  program. 
The  test  (or  Fisher’s  exact  test 
where  applicable)  was  used  to 
compare  categorical  data  and  the 
student  t test  was  used  to  com- 
pare means  among  sites  (in  every 
case,  one  site  was  compared  to 
the  two  others). 

Results 

Two  hundred  and  twenty-one 
(221)  cases  were  available  for 
study  and  are  presented  in  Table 


ABBREVIATIONS  USED: 

HMO:  Health  Maintenance  Or- 
ganization 

SD:  Standard  deviation 
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Table  1.  Laboratory  Tests 
Tabulated  at  Three  Sites 


Complete  Blood  Count 
Chest  Radiograph 
Throat  Culture 
Blood  Culture 
Sinus  Radiograph 
Pulmonary  Function  Tests 
Sputum  (Gram  Stain) 

Abdominal  Radiograph 

Stool  Culture 

Abdominal  Ultrasound 

Stool  Occult  Blood 

Fecal  Ova  and  Parasites 

Serum  Electrolytes 

Urinalysis 

Electrocardiogram 

Erythrocyte  Sedimentation  Rate 

Serum  Chemistry  12 

Serum  Chemistry  24 

Others 

Total  Number  of  Laboratory  Tests 
Ordered 


2.  The  three  patient  groups  stud- 
ied were  approximately  similar  in 
age  and  sex  distribution,  and  du- 
ration of  illness. 

The  chief  complaint  of  cough 
or  upper  respiratory  infection  oc- 
curred two  to  four  times  more  fre- 
quently than  diarrhea.  Laboratory 
tests  most  frequently  used  to  aid 
the  diagnosis  of  cough  or  upper 
respiratory  infection  are  summa- 
rized in  Table  3.  The  free-stand- 
ing walk-in  clinic  ordered  signif- 
icantly more  throat  cultures  than 
the  other  two  sites,  and  averaged 
almost  twice  as  many  tests  per 
visit  as  the  HMO.  The  HMO  or- 
dered sinus  radiographs  and 
throat  cultures  significantly  less 
frequently  than  the  other  two  sites. 

Laboratory  tests  most  fre- 
quently used  to  aid  in  the  diag- 
nosis of  diarrhea  are  summarized 
in  Table  4.  The  free-standing  walk- 
in  clinic  ordered  more  serum 
chemistries  than  the  other  two 
sites.  The  walk-in  clinic  at  a med- 
ical center  ordered  more  stool 
cultures  and  more  stool  smears 
for  fecal  leukocytes  than  the  other 
two  sites.  The  walk-in  clinic  at  a 
medical  center  ordered  the  most 
tests  per  patient  work-up  (3.8), 
and  the  HMO  ordered  the  least 


(2.1),  but  the  differences  were  not 
statistically  significant. 

When  work-ups  for  both  diag- 
noses were  considered  together, 
the  free-standing  walk-in  clinic 
made  the  most  extensive  use  of 
laboratory  tests,  the  HMO  used 
them  least  often,  and  the  walk-in 
clinic  at  a medical  center  made 
an  intermediate  use  of  the  labo- 
ratory. 

Discussion 

The  results  indicate  that  physi- 
cians working  at  a free-standing 
walk-in  clinic  order  significantly 
more  tests  than  those  working  at 
an  HMO  or  in  the  walk-in  com- 
ponent of  a private,  fee-for-serv- 
ice  group  practice.  In  instances 
of  specific  test  use  (ie,  throat  cul- 
ture or  sinus  x-ray),  the  HMO  or- 
dered significantly  fewer  tests 
than  the  other  two  sites;  and  while 
overall  test  use  is  not  significantly 
lower  at  the  HMO,  compared  with 
the  two  fee-for-service  sites,  test 
use  is  significantly  higher  at  the 
free-standing  walk-in  clinic  com- 
pared with  the  two  other  sites.  The 
three  patient  populations  studied 
are  similar,  thus  validating  com- 
parisons of  laboratory  test  use  to 
evaluate  patients  with  upper  res- 
piratory infection  or  diarrhea.  The 
fact  that  the  duration  of  illness 
was  longer  prior  to  the  visit  for 
HMO  patients  is  surprising,  be- 
cause no  fiscal  barriers  prevent 
HMO  patients  from  seeking  ear- 
lier care.  This  observation  may  in- 
dicate that  earlier  care  does  not 
reduce  test  use,  however,  this 
finding  is  difficult  to  interpret  be- 
cause HMO  patients  had  access 
to  the  facility  by  telephone. 

The  finding  that  physicians  who 
practice  in  HMOs  order  fewer  tests 
is  supported  by  prior  studies  re- 
vealing that  the  care  provided  by 
HMOs  costs  10  percent  to  40  per- 
cent less  than  that  provided  to 
comparable  populations  who  use 
the  fee-for-service  system.^  There 
is  good  evidence  that  the  quality 


of  care  rendered  by  prepaid 
groups  is  equal  to  that  provided 
by  fee-for-service  practices.^  Fi- 
nancial incentives  may  be  an  im- 
portant factor  in  explaining  the 
cost  differences  between  prepaid 
and  fee-for-service  care.  This  is 
further  suggested  by  published 
comparisons  of  test-ordering  be- 
havior in  ambulatory  care  set- 
tings among  British  and  Ameri- 
can physicians,  with  the  latter 
making  more  use  of  the  labora- 
tory in  their  usual  practice.'’ 

When  work-ups  for  both  di- 
agnoses were  considered 
together,  the  free-standing 
walk-in  clinic  made  the 
most  extensive  use  of  lab- 
oratory tests,  the  HMO  used 
them  least  often,  and  the 
walk-in  clinic  at  a medical 
center  made  an  intermedi- 
ate use  of  the  laboratory. 


However,  the  fiscal  or  reim- 
bursement structure  of  the  prac- 
tice setting  is  far  from  being  the 
only  or  decisive  factor  in  deter- 
mining test  use  by  physicians.  For 
example,  family  practitioners  or- 
der fewer  tests  than  internists.^ 
Physicians,  members  of  large 
group  practices,  order  twice  as 
many  tests  for  their  hypertensive 
patients  as  physicians  in  small 
groups  or  in  solo  practice.®  Re- 
cent graduates  from  medical 
school  are  heavier  users  of  the 
laboratory  than  more  senior  phy- 
sicians.® in  addition  to  individual 
physician  characteristics,  the  set- 
ting in  which  doctors  practice  ap- 
pears to  have  some  influence  in 
determining  test  use.  For  exam- 
ple, physicians  who  care  for  ter- 
minal cancer  patients  in  a hos- 
pice setting  order  fewer  tests’"  and 
fewer  treatments®  than  physicians 
who  care  for  the  same  types  of 
patients  in  a hospital  setting.  A 
major  difficulty  in  explaining  dif- 
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Table  2.  - Comparison  of  Case  Material  Among  Clinics 

Urgent 

Care 

Walk-in  at 
Medical 

Free- 

standing 

at  HMO 

Center 

Walk-in 

Clinic 

Total 

n 

% 

n 

% 

n 

% 

n 

% 

Total  Cases  (Ages  19-60)  Reviewed 
Sex: 

78 

72 

71 

221 

Males 

30 

(38) 

27 

(38) 

22 

(31) 

79 

(36) 

Females 

Age: 

47* 

(60) 

45 

(63) 

48* 

(68) 

140 

(63) 

19-25 

21 

(27) 

19 

(26) 

18 

(25) 

58 

(26) 

26-35 

27 

(35) 

19 

(26) 

24 

(34) 

70 

(32) 

36-45 

19 

(24) 

17 

(24) 

15 

(21) 

51 

(23) 

46-55 

09 

(12) 

12 

(17) 

11 

(15) 

32 

(14) 

56-60 

02 

(03) 

05 

(07) 

03 

(04) 

10 

(05) 

All  subjects  mean  age  ± SD 

34.0 

± 10.30 

36.2 

±11.9 

34.3  ± 11.03 

34.8  ± 

11.1 

Chief  Complaint: 

Cough 

54 

(69) 

58 

(81) 

57 

(80) 

169 

(76) 

Diarrhea 

24 

(31) 

14 

(19) 

14 

(20) 

52 

(24) 

Mean  duration  of  illness  (days) 

9.75 

± 22.3** 

8.06 

± 9.0 

7.1 

± 6.9 

8.4  ± 

14.7 

Geometric  Mean  duration  of  illness 

4.85 

4.8 

4.7 

4.8 

* In  two  instances  sex  was  unavailable. 

**  One  patient  had  been  coughing  for  180  days;  when  excluded,  the  mean  duration  of  illness  at  the  HMO  was  9 days. 

Table  3.  Tests  Used  to  Aid  the  Diagnosis  of  Upper  Respiratory  Infections 

Urgent  Walk-in  at  Free-standing 

Care  Medical  Walk-in 


at  HMO 

Center 

Clinic 

Total 

n 

% 

n 

% 

n 

% 

n 

% 

Number  of  Patients  Reviewed 

54 

58 

57 

169 

Tests  Most  Frequently  Ordered: 
1)  Chest  Radiograph 

21 

(39) 

24 

(41) 

25 

(44) 

70 

(41.4) 

2)  Throat  Culture 

07 

(13)*** 

12 

(21) 

32 

(56)**** 

51 

(30.2) 

3)  Complete  Blood  Count 

11 

(20) 

08 

(14) 

15 

(26) 

34 

(20.1) 

4)  Sinus  Radiograph 

03 

(06)** 

14 

(24) 

12 

(21) 

29 

(17.2) 

5)  Serum  Chemistry  12 

01 

(02) 

05 

(09) 

06 

(10) 

12 

(07.1) 

Average  Number  of  Tests/Patient’  ± SD 

1.0 

± 1.15 

1.21 

± 1.20 

1.95 

± 1.37**** 

1.39 

± 1.30 

’Includes  other  tests  listed  in  Table  1. 

**  p<0.01 
***  p <0.001 
****  p <0.0001 


Table  4.  Tests  Used  to  Aid  the  Diagnosis  of  Diarrhea 


Urgent 

Walk-in  at 

Free-Standing 

Care 

Medical 

Walk-in 

at  HMO 

Center 

Clinic 

Total 

n 

% 

n 

% 

n 

% 

n 

% 

Number  of  Patients  Reviewed 

24 

14 

14 

52 

Tests  Most  Frequently  Ordered: 

(63.4) 

1)  Complete  Blood  Count 

12 

(50) 

10 

(71) 

11 

(79) 

33 

2)  Serum  Chemistry  12 

02 

(08)** 

05 

(36) 

09 

(64)** 

16 

(30.8) 

3)  Urinalysis 

07 

(29) 

05 

(36) 

04 

(29) 

16 

(30.8) 

4)  Stool  Culture 

03 

(12) 

07 

(50)* 

03 

(21) 

13 

(25.0) 

5)  Stool  Occult  Blood 

04 

(17) 

05 

(36) 

01 

(07) 

10 

(19.2) 

6)  Fecal  Leukocytes 

01 

(04) 

05 

(36)* 

02 

(14) 

08 

(15.4) 

Average  Number  of  Tests/Patient’  ± SD 

2.1: 

2 ± 2.42 

3.8 

± 3.26 

2.93  ± 2.13 

2.79 

± 2.65 

SE 

0.49 

SE 

0.87 

SE 

0.57 

(0.367  SE) 

' Includes  other  tests  listed  in  Table  1 . 
* p <0.05 

**  p <0.01 


May,  1990  — Vol.  73 


217 


ferences  in  test  use  is  related  to 
the  self-selection  of  physicians 
and  patients  alike  into  particular 
practice  settings  and  reimburse- 
ment systems.  In  all  likelihood, 
patient  preferences,  physician 
characteristics,  the  nature  of  the 
setting  of  care  and  the  mode  of 

Reasons  for  testing  . . . in- 
clude screening,  diagno- 
sis, prognosis,  monitoring 
treatments,  baseline  infor- 
mation, reassurance,  pa- 
tient expectations,  physi- 
cian education,  fear  of 
litigation. 

payment  interact  in  some  com- 
plex fashion  to  determine  how 
medical  care  (including  test  use) 
is  rendered. 

Reasons  for  testing  have  been 
listed  in  many  papers^  and  in- 
clude screening,  diagnosis,  prog- 
nosis, monitoring  treatments, 
baseline  information,  reassur- 
ance, patient  expectations,  phy- 
sician education,  fear  of  litiga- 
tion, etc.  The  present  study,  which 
focuses  specifically  on  diagnos- 
tic tests  used  for  simple  and  com- 
mon ambulatory  problems,  indi- 
cates that  the  setting  of  care  may 
influence  test  use  either  directly 
by  pressuring  physicians  to  order 
more  or  fewer  tests,  or  indirectly 
by  attracting  patients,  physicians 
and  payers  who  in  some  inter- 
active way  make  more  or  less  use 
of  laboratory  tests.  The  setting  of 
care,  however,  regardless  of  the 
mechanism,  is  an  important  de- 
terminant of  test  use.  The  health 
policy  implication  is  obvious  if 
one  can  assume  equal  outcome 
of  care:  cost-effective  settings 
should  be  promoted  by  the  plan- 
ners, regulators,  and  payers  of 
health  care. 

Summary 

Laboratory  test  ordering  practices 
among  physicians  at  three  walk- 
in  or  urgent-care  medical  facili- 


ties were  compared  to  evaluate 
the  relationship  between  practice 
type  and  test  ordering  patterns. 
The  charts  of  221  patients  were 
reviewed  for  test  ordering  as  an 
aid  for  the  diagnosis  of  cough  or 
upper  respiratory  infection  (169 
patients)  or  diarrhea  (52  pa- 
tients). For  upper  respiratory  in- 
fections, the  free-standing  walk- 
in  clinic  ordered  the  greatest 
number  of  tests;  and  for  both  cat- 
egories of  disease,  the  urgent  care 
unit  of  a health  maintenance  or- 
ganization (HMO)  ordered  the 
fewest  tests. 
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THE  FIRST  PART 
OF  THE  BODY 
THAT  MUSCULAR 
DYSTROPHY 
AFFECTS. 

It's  hard  to  smile  when  you  lose 
the  ability  to  walk.  To  play.  To  draw 
pictures.  To  climb  a tree. 

But  that's  what  happens  when 
a child  has  muscular  dystrophy. 

"Muscular  dystrophy"  is  the 
name  for  a group  of  diseases  that 
weaken  and  destroy  the  muscles. 

The  disorders  are  progressive,  so 
things  get  worse  over  time.  The 
muscle  loss  can't  be  stopped.  And  it 
can't  be  reversed. 

The  Muscular  Dystrophy 
Association  is  striving  to  cure  mus- 
cular dystrophy.  And  on  Christmas 
Eve  of  1987,  MDA  researchers 
announced  a landmark  advance: 
discovery  of  the  cause  of  the  most 
terrible  form  of  muscular  dystrophy, 
Diichenne. 

Now  a giant  step  toward  curing 
these  dread  diseases  has  been  taken. 
And  MDA  researchers  are  forging 
ahead,  racing  to  save  the  children 
stricken  today. 

MDA  receives  no  government 
grants  or  fees  for  services  — its  work 
is  funded  entirely  by  private  dona- 
tions. You  can  help  MDA  fight  mus- 
cular dystrophy  and  dozens  of  other 
muscle  diseases  by  sending  a tax- 
deductible  contribution  today. 

Don't  wait  until  a child's  smUe 
reminds  you  of  all  the  chOdren  who 
have  stoppied  smiling.  Please  send 
your  donation  today. 


Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 

To  make  a donation  or  bequest  to  MDA, 
to  receive  an  annual  report  or  to  obtain 
more  information,  write  to: 
Muscular  Dystrophy  Association, 

810  Seventh  Avenue,  New  York,  NY  10019. 
Or  contact  your  local  MDA  office. 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  \.  Active  duodenal  ulcer-loi  up  to  eight  weeks 
ol  treatment  Most  patients  heal  within  lour  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  ol  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H^receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ol  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency, 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ol  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  eyidence  ol  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ol  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  ol  a marginal  finding  at  high  dose  only  in  animals  given 
/txid’  (nizabdine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ol  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but.  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  it  the  potential  benelit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  AToffters-Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrations.  Because  ol  growth  depression  in  pups  reared  by  heated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ol  the  drug  to  the  mother. 

Pediatric  Dse-Salety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Ftafrenfs-Healing  rates  in  elderly  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  ol  nizatidine.  Elderly  patients  may  have  reduced 
renal  funebon. 

Adverse  Reactions:  Clmlcal  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domestic 
placebo-conbolled  bials  ol  over  1 ,900  nizabdine  patients  and  over  1 .300 
on  placebo,  sweating  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significanlly  more  common  wilh 
nizabdine.  II  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid"  (nizabdine.  Lilly) 


Wepafrc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significanby  differ  from  thaf 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -tn  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-C\mca\  pharmacology  studies  and  conbolled  clinical  bials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  bequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic-Fatat  thrombocytopenia  was  reported  In  a patient 
beated  with  nizabdine  and  another  H,-receptor  antagonisL  This  pabent 
had  previously  experienced  birombocylopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sweating  and  urticaria  were  reported  significantly 
more  Irequenby  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  bus  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  wibi  a history  of  hyper- 
sensibvity  to  btese  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ot/rer- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia.  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supporbve  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [0912891 

Additional  informabon  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
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Malaria  In  Rhode  Island 


Fifty-two  cases  of  malaria  were  re- 
ported to  the  Rhode  Island  Department 
of  Health,  Division  of  Disease  Control, 
during  the  six-year  period  1984-1989.  Two 
cases  have  been  reported  so  far  in  1990. 
Nineteen  cases  were  reported  in  1989,  a 
dramatic  increase  from  the  annual  total 
of  four  to  eight  cases  reported  in  each  of 
the  previous  five  years  (Figure  1).  One 
patient  died  of  malaria  in  1989,  the  only 
death  in  the  six-year  period. 

Overall,  two-thirds  of  case-patients 
were  male  and  one-third  female.  Most 
case-patients  were  young  adults  between 
20  and  45  years  of  age.  More  than  half 
of  all  patients,  and  three  quarters  of  the 
1989  cases,  were  United  States  citizens 
exposed  while  traveling  or  working  in  en- 
demic areas  (Table  1).  One-quarter  of 
case-patients  were  white  and  the  majority 
of  the  non-white  patients  were  black.  Only 
ten  percent  of  case-patients  were  Asian 
and  fewer  were  Hispanic. 

The  malaria  species  was  specified  in 
almost  90  percent  of  the  case  reports. 
The  predominant  species  were  Plasmo- 
dium viuax  and  P.  falciparum  and  each 
accounted  for  almost  half  the  total  cases 


reported.  Less  than  5 percent  of  case- 
patients  were  infected  with  P.  malariae 
or  P.  ovale  (Table  2). 

Our  experience  differs  from  that  re- 
ported nationally  by  the  Centers  for  Dis- 
ease Control  in  several  important  ways. 
The  reported  incidence  rate  of  malaria 
in  Rhode  Island  on  average  is  about  dou- 
ble the  national  rate  and  was  four  times 
the  national  rate  in  1989.  A greater  pro- 
portion of  Rhode  Island  malaria  cases 
have  occurred  in  American  citizens  and 
the  proportion  of  our  cases  with  P.  fal- 
ciparum infection  is  nearly  double  the  26 
percent  to  29  percent  reported  nationally. 

The  dramatic  increase  in  Rhode  Island 
cases  in  1989  did  not  represent  a defined 
outbreak.  Cases  were  not  associated  with 
travel  to  any  single  country  or  with  pa- 
tient’s race,  ethnic  background  or  na- 
tional origin. 

All  Rhode  Island  physicians  should  re- 
member that  they  may  see  patients  with 
malaria  in  their  own  practices.  Many 
Rhode  Islanders  travel  for  business, 
pleasure,  or  education  to  parts  of  the 
world  where  malaria  is  endemic.  Careful 
attention  to  proper  counseling  about  ma- 


laria prophylaxis  before  travel  will  help 
prevent  the  disease  in  travelers.  Correct 
diagnosis  of  malaria  depends  on  eliciting 
a travel  history  and  including  malaria  in 
the  differential  diagnosis  of  suggestive 
illnesses.  Laboratory  confirmation  re- 
quires careful  evaluation  of  thick  and  thin 
blood  films  by  an  experienced  technol- 
ogist. Repeated  tests  may  be  necessary. 

Malaria  remains  a common  and  deadly 
disease  in  much  of  the  world.  It  may  seem 
remote  and  exotic  to  American  physi- 
cians but  we  need  to  help  prevent  ma- 
laria and  be  prepared  to  recognize  it  in 
our  patients. 


Figure  1.  Reported  Cases  of  Malaria, 
Rhode  Island,  1984-1989 
Cases 


Table  1 . Distribution  of  Malaria  Cases  by 
Citizenship  Category,  Rhode  Island,  1984- 
1989 

Species 

Cases 

Percent 

P.  Vivax 

19 

37 

P.  Falciparum 

22 

42 

P.  Malariae 

3 

6 

P.  Ovale 

2 

4 

Not  Determined 

6 

11 

Table  2.  Distribution  of  Malaria  Cases  by 
Plasmodium  Species,  Rhode  Island,  1984- 
1989 


Cases 

Percent 

US  Civilian 

29 

56 

Foreigner 

21 

40 

US  Military 

1 

2 

Unknown 

1 

2 

Year 

Submitted  by  the  Division  of  Disease  control,  Thomas  T.  Gilbert,  MD,  Acting  Medical  Director.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner, 
PhD,  and  William  J.  Waters,  Jr.,  PhD. 
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Reporting  Period  12  Months  Ending  with  January  1990 


Vital  Events 

January  1990 
Number 

Number 

Rates 

Live  Births 

1,067 

15,330 

15.4* 

Deaths 

929 

9,777 

9.8* 

Infant  deaths 

(13) 

(158) 

10.3f 

Neonatal  deaths 

(11) 

(127) 

8.3t 

Marriages 

246 

8,267 

8.3* 

Divorces 

376 

3,680 

3.7* 

Induced  Terminations 

714 

7,936 

517.7t 

Spontaneous  Fetal  Deaths 

42 

1,121 

73.1 1 

Under  20  weeks’  gestation 

(35) 

(1,003) 

65.4t 

20  + weeks’  gestation 

(7) 

(107) 

7.0t 

'Rates  per  1,000  estimated  population. 


tRates  per  1 ,000  live  births. 


Underlying  Cause  of 

Reporting  Period 
October  1989 

12  Months  Ending  with  October  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

292 

3,452 

347.6 

4,692.0 

Malignant  Neoplasms 

231 

2,462 

247.9 

7,367.0 

Cerebrovascular  Diseases 

46 

607 

61.1 

1,083.5 

Injuries  (Accident,  Suicide,  Homicide) 

36 

434 

43.7 

9,963.0 

COPD 

36 

301 

30.3 

441.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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PHYSICIANS  IN  THE  NEWS 


Dr  Richard  G.  Bertini,  Orthope- 
dist-in-Chief  at  Memorial  Hospi- 
tal, was  recently  elected  to  the 
Board  of  Trustees  of  Talladega 
College,  Alabama. 

* ♦ * 

Dr  David  G.  Kem,  Director  of 
General  Internal  Medicine  at  Me- 
morial and  Director  of  Brown  Uni- 
versity’s Program  in  Occupational 
Medicine,  has  been  appointed  to 
the  Selection  Committee  of  the 
Association  of  Occupational  and 
Environmental  Clinics.  Dr  Kem 
was  also  appointed  to  the  Advi- 
sory Boards  of  the  Harvard  Edu- 
cational Resource  Center,  the 
Harvard/University  of  Massachu- 
setts Occupational  Medicine  Res- 
idency, the  New  England  Consor- 
tium on  Health  and  Safety 
Training  for  Hazardous  Waste 
Workers,  and  the  Brown  Univer- 
sity Department  of  Medicine  Cur- 
riculum Committee. 

* * * 

Recent  appointments  to  the  Med- 
ical Staff  at  St  Joseph  Hospital  in- 
clude: Dr  George  M.  Hanna,  Di- 
vision of  Internal  Medicine;  Dr 
Cynthia  M.  Hanna,  Department 
of  Obstetrics/Gynecology;  Dr  Mi- 
chael P.  Mariorenzi,  Division  of 
Orthopedics;  Dr  David  Garson, 
Division  of  Gastroenterology. 

♦ * * 

The  following  department  chair- 
men were  recently  elected  at 
Newport  Hospital:  Dr  James  C. 
Gedney,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecol- 
ogy; Dr  Richard  R.  Knowles, 


Chairman  of  the  Department  of 
Medicine;  Dr  George  P.  Lewis, 
Jr,  Chairman  of  the  Department 
of  Surgery;  Dr  Kenneth  B.  Stem, 
Chairman  of  the  Department  of 
Psychiatry.  Medical  Staff  Officers 
include:  Dr  Charles  P.  Shoe- 
maker, Jr,  President;  Dr  Edwin 
G.  Singsen,  President-Elect;  Dr 
Arthur  A.  Frazzano,  Secretary- 
Treasurer. 

* * * 

Dr  Patrick  Dowling,  director  of 
the  Family  Residency  Program  at 
Memorial  Hospital,  was  pre- 
sented with  the  Regional  Health 
Administrator’s  Award  from  the  US 
Public  Health  Service.  The  award 
is  given  to  those  who  have  made 
an  outstanding  contribution  in  the 
field  of  public  health  in  New  Eng- 
land. Dr  Dowling  was  recog- 
nized for  implementation  of  the 
Community  Health  Center  Model 
which  trains  family  practice  res- 
idents in  Rhode  Island. 

* * * 

A third-year  resident  in  Internal 
Medicine  at  Memorial  Hospital, 
Dr  Graca  Dores  was  recently 
nominated  to  present  one  of  eight 
abstracts  at  the  National  Meeting 
of  the  American  College  of  Phy- 
sicians. The  paper,  “Endothe- 
lium, von  Willebrand  Factor,  and 
Atherosclerosis”  was  presented 
in  Chicago  in  April. 

♦ * * 

Dr  Mark  S.  Weinberg  is  princi- 
pal investigator  of  a blood  pres- 
sure research  study  on  Doxazo- 
sin, awarded  by  Roerig  division. 
He  is  also  Chairman  of  the  Work- 


site Committee,  American  Heart 
Association,  Rhode  Island  Affili- 
ate. 


TALK7VBOUT 

P R ESCRI  PTIONS 


SPEAK  UP  AMERICA 


Whenever  medicines  are 
prescribed,  tell  your 
health  professionals: 

X.  the  medicines  you  are  tak- 
ing, including  nonprescrip- 
tion medicines; 

2.  any  problems  you  are  hav- 
ing with  your  medicines; 

3.  medicines  to  which  you  are 
allergic; 

ifyou  are,  orthink  you  might 
be,  pregnant. 


MW. 


NATIONAL 
COUNCIL  ON 
PATIENT 

INFORMATION  AND 
EDUCATION 
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Fifty  Years  Ago 
(May,  1940) 

The  Journal  prints  the  annual  ad- 
dress of  the  president  of  the  Paw- 
tucket Medical  Association,  Thad 
A.  Krolicki,  MD. 

The  lead  scientific  article  is  au- 
thored by  Bertram  H.  Buxton,  MD 
and  discusses  the  management 
of  obstetrical  hemorrhage.  It  is  a 
detailed  inquiry  into  the  causes 
of  bleeding  and  the  available 
therapeutic  interventions  through- 
out the  various  trimesters  of  preg- 
nancy as  well  as  during  the  intra- 
partum and  postpartum  periods. 
The  author  summarizes  his  ob- 
servations by  emphasizing:  “1. 

The  importance  of  asepsis  in  the 
treatment  of  miscarriages  remem- 
bering that  these  cases  die  of  sep- 
sis rather  than  hemorrhage.  Also, 
not  to  curet  septic  cases  until  the 
temperature  has  remained  nor- 
mal for  several  days.  2.  Mis- 
carriage in  the  second  trimester 
should  be  treated  as  premature 
labor.  Do  not  attempt  to  dilate  and 
remove  foetus  through  undilated 
cervix.  3.  Bleeding  in  the  third 
trimester  should  be  regarded  with 
respect  and  before  examination 
is  made,  every  preparation  made 
to  cope  with  any  emergency  that 
may  arise  at  the  time  of  exami- 
nation. These  cases  should  all 
preferably  be  sent  to  the  hospital 
for  examination.  4.  The  impor- 
tance of  transfusion  in  saving 


these  cases  should  be  recognized 
and  the  importance  of  having  pa- 
tients typed  and  donors  procured 
before  the  emergency  arises. 
5.  The  danger  of  rupture  of  the 
uterus  in  improper  use  of  Pituitrin 
and  inadvisable  operative  ma- 
noeuver  through  an  undilated 
cervix.  6.  The  management  of  the 
third  stage  of  labor  with  regard  to 
not  hastening  separation  of  the 
placenta  and  in  watchful  care  of 
patients  for  one  hour  postpartum. 
7.  The  increasing  danger  of  sep- 
sis associated  with  the  decrease 
in  the  resistance  of  the  patient  in 
all  these  hemorrhage  cases.” 

A brief  editorial  is  printed  con- 
cerning army  experience  for  phy- 
sicians. The  editorial  states  the 
following:  “Physicians  under 
thirty-five  years  of  age  who  are  de- 
sirous of  obtaining  extended  ac- 
tive duty  with  the  Army  but  who 
do  not  hold  Reserve  commis- 
sions are  being  offered  appoint- 
ments in  the  Medical  Corps  Re- 
serve in  the  grade  of  1st 
Lieutenant,  in  order  to  permit 
them  to  be  placed  on  such  duty.” 
The  article  further  states:  “The  pay 
and  allowances  for  a married  1st 
Lieutenant  amount  to  approxi- 
mately $263.00  a month.  . . . Ap- 
plication for  one  year  of  active 
duty,  or  for  appointment  in  the 
Medical  Corps  Reserve  with  a view 


to  obtaining  one  year  of  active 
duty  with  the  Army,  should  be  re- 
quested at  once  by  a letter  ad- 
dressed to  the  Commanding  Gen- 
eral of  the  Corps  Area  wherein  the 
physician  permanently  resides.” 
(Edit.  Note:  The  time  is  May  in  the 
year  1940.  The  United  States  is 
not  at  war  but  the  German  armies 
in  the  west  have  already  subdued 
Denmark,  Norway,  Belgium  and 
the  Netherlands,  have  entered 
Paris  and  have  reached  the  Eng- 
lish Channel.  The  Japanese  at- 
tack upon  Pearl  Harbor  will  not 
occur  for  another  19  months.) 

Another  editorial  notes  that  May 
12  is  the  anniversary  of  the  birth, 
in  1820,  of  Florence  Nightingale 
and  is  set  apart,  now,  as  National 
Hospital  Day. 

Various  recently  acquired  med- 
ical texts  are  reviewed.  The  1939 
Yearbook  of  General  Medicine  is 
discussed  as  a worthy  collection 
of  abstracts  covering  the  major 
subspecialties  of  internal  medi- 
cine. The  illustrated  text  is  over 
800  pages  in  length  and  the  hard- 
cover edition  sells  for  three  dol- 
lars. 

* * * 

Twenty-Five  Years  Ago 
(May,  1965) 

William  B.  Kannel,  MD,  Associate 
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Director  of  the  Heart  Disease  Ep- 
idemiology Study  in  Framingham, 
Massachusetts,  writes  a compre- 
hensive article  entitled.  Compar- 
ison of  Serum  Lipids  in  the  Pre- 
disection of  Coronary  Heart 
Disease. 

He  observes:  “Thus,  since  no 
“safe  levels”  of  cholesterol  have 
been  identified  in  this  popula- 
tion, and  a gradient  of  risk  is  ob- 
served from  the  lowest  to  the 
highest  levels,  judgment  as  to 
when  to  become  concerned  must 
depend  very  much  on  the  pres- 
ence or  absence  of  these  other 
factors.  Using  ordinary  office  pro- 
cedure, the  physician  can  identify 
coronary  prone  individuals  and 
estimate  the  magnitude  of  the  risk 
they  run.  This  can  be  done  many 
years  before  the  onset  of  overt 
disease,  hopefully  in  time  to  in- 
stitute effective  preventive  meas- 
ures.” 

“The  need  for  a preventive  ap- 
proach in  this  disease  is  the  chief 
lesson  learned  from  study  of  the 
natural  history  of  the  disease.  Pre- 
vention and  not  further  innova- 
tions in  treatment  will  be  required 
if  a significant  reduction  in  mor- 
bidity and  mortality  from  this  dis- 
ease is  to  be  achieved.  The  crit- 
ical period  in  a heart  attack 
appears  to  be  the  first  few  min- 
utes. Approximately  55  percent  of 
all  the  deaths,  in  the  acute  phase 
(first  three  weeks),  occurred  in 
these  first  few  minutes  after  the 
onset  of  the  attack.  In  about  65 
percent  of  these  sudden  deaths 
there  was  no  overt  preceding  hint 
of  impending  disaster.  The  over- 
all case  fatality  rate  in  the  acute 
stage  in  subjects  having  a “heart 
attack”  was  an  appalling  35  per 
cent.  In  spite  of  impressive  in- 
novations in  diagnosis  and  treat- 
ment over  the  past  century,  the 
case  fatality  rate  in  this  disease 
has  not  been  substantially  re- 
duced because  of  the  occurrence 
of  sudden  unexpected  death  in 
apparently  well  individuals.  The 


importance  of  coronary  heart  dis- 
ease as  a cause  of  death  and  dis- 
ability is  so  widely  recognized  that 
it  hardly  needs  emphasis.  In 
Framingham,  where  5,127  men 
and  women  aged  30-60  years  have 
been  followed  for  more  than 
twelve  years,  one  in  every  20 
women  and  one  in  every  ten  men 
have  developed  this  disease  in  the 
period  of  observation.  ...  An  at- 
titude towards  disease  similar  to 
that  taken  by  the  pediatrician  or 
the  obstetrician,  in  which  preven- 
tive maintenance  is  given  top 
priority,  will  be  required  if  in- 
roads are  to  be  made  against  this 
number  one  killer  in  the  USA.  In 
the  development  of  a preventive 
approach  to  this  disease,  the 
serum  lipids  will  play  a dominant 
role  in  identifying  the  highly  sus- 
ceptible individual  for  whom  an 
effective  program  of  prevention  is 
imperative.” 

Drs  Gerhard  Meier  and  Ahmed 
Mohiuddin  of  Newport  Hospital 
describe  a 23-year-old  female  who 
was  admitted  to  the  hospital  be- 
cause of  cough,  fever,  easy  bruis- 
ing and  nose  bleed.  A large  spleen 
was  noted.  The  WBC  count  was 
131 ,000  with  60.5  percent  neutro- 
phils and  a diagnosis  of  subacute 
myelogenous  leukemia  was 
made.  Radiation  therapy  was  un- 
dertaken. About  11  months  after 
the  diagnosis  was  made,  the  pa- 
tient was  delivered  of  a healthy 
fullterm  male  baby.  A year  later, 
the  patient’s  WBC  count  was 
132,400.  The  authors  discuss  the 
concurrence  of  leukemia  and 
pregnancy,  noting  that  only  140 
such  cases  are  reported  in  the  lit- 
erature. 

The  lead  editorial  comments  on 
various  contemporary  studies  at- 
tempting to  identify  the  coronary 
heart  disease  prone  patient.  Many 
of  the  studies  conclude  that  such 
a patient  is  older,  shorter,  more 
mesomorphic,  has  higher  values 
for  serum  cholesterol,  uric  acid 
and  phospholipids,  and  is  more 


likely  to  have  a father  and  mother 
with  proven  coronary  heart  dis- 
ease. 

Another  editorial  discusses  the 
problem  of  medical  student  attri- 
tion and  the  attitudes  of  current 
medical  educators:  “If  every  med- 
ical school  in  the  United  States 
each  year  salvaged  but  a single 
student  now  lost  to  the  profession 
through  attrition,  the  total  would 
be  the  equivalent  of  an  entire 
graduating  class  of  almost  one 
hundred  students.  In  terms  of 
economics,  considering  the  costly 
process  of  building  and  staffing 
new  medical  schools,  the  prob- 
lem is  worthy  of  attention.”  The 
editorial  concludes  by  noting  that 
we  should  not  be  dismayed  if  a 
few  of  our  profession  do  not  prac- 
tice medicine.  Erasmus,  Rabe- 
lais, Oliver  Goldsmith,  Cronin  and 
Somerset  Maugham  have  en- 
riched our  lives  and  they  “attest 
to  the  value  of  a medical  educa- 
tion for  a deeper  understanding 
of  the  perplexities  and  meanings 
of  life.” 

The  officers  of  the  Rhode  Is- 
land Medical  Society  for  the  year 
are:  William  A.  Reid,  President; 
Walter  J.  Dufresne,  Vice  Presi- 
dent; Harry  E.  Darrah,  President- 
elect; Michael  DiMaio,  Secretary; 
John  A.  Dillon,  Treasurer;  Arthur 
E.  Hardy,  AMA  delegate;  and  See- 
bert  J.  Goldowsky,  Editor-in-Chief 
of  the  RI  Medical  Journal. 
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Edited  by 
Kimberly  Allyn, 

RIMS  CME  Coordinator 

Janice  Miller,  M.Ed., 
Director, 

Office  of  CME 
Brown  University 


Category  1 & Category  2 

There  are  two  categories  of  con- 
tinuing medical  education.  Cate- 
gory 1 & Category  2.  As  defined 
by  the  American  Medical  Asso- 
ciation, a Category  1 CME  activity 
must  be  “sponsored  or  co-spon- 
sored by  an  organization  ac- 
credited for  continuing  medical 
education  by  one  of  the  state 
medical  societies  or  by  the  Ac- 
creditation Council  for  Continu- 
ing Medical  Education  (ACCME) 
and  designated  as  Category  1 by 
that  organization.”  Further,  the 
activity  must  be  “based  on  needs 
assessment,  define  clear  objec- 
tives, use  methods  and  content 
appropriate  to  the  objectives,  in- 
clude evaluations,  and  document 
physician  participation.”  These 
requirements  encompass  Essen- 
tials #2-#6  as  developed  by 
ACCME. 

Category  2 educational  activi- 
ties can  be  provided  by  either  an 
accredited  or  an  unaccredited  or- 
ganization. No  designation  state- 
ments concerning  category  or 
amount  of  credit  are  used  in  pro- 
gram brochures  for  Category  2 ac- 
tivities. 

Physicians  self-report  Category 
2 activities  for  the  Physician’s 
Recognition  Award  (PRA)  if  they 
find  that  the  activities  meet  the 
definition  of  CME  and  fulfill  an 


educational  need.  Category  2 ac- 
tivities include: 

a)  CME  lectures  and  seminars 
not  designated  Category  1 . 

The  fact  that  a program  is  not 
designated  AMA/PRA  Category  1 
does  not  indicate  that  it  is  of  poor 
quality,  but  only  that  it  does  not 
meet  all  of  the  educational  re- 
quirements established  for  AMA/ 
PRA  Category  1 programs. 

b)  Medical  teaching 

c)  Articles,  publications,  books, 
and  exhibits 

d)  Non-supervised  individual 
CME  (self-instruction,  consulta- 
tion, patient  care  review,  self-as- 
sessment) 

e)  Other  meritorious  learning 
experiences 

The  PRA  was  established  by  the 
American  Medical  Association 
(AMA)  in  1968  to  encourage  phy- 
sician participation  in  continuing 
medical  education  (CME)  and  to 
recognize  physicians  who  have 
voluntarily  completed  programs 
of  CME.'  The  AMA  has  supported 
the  idea  that  all  physicians  should 
participate  in  CME  throughout 
their  careers.  Approximately  one 
half  of  all  states  require  evidence 
that  a physician  has  completed  a 
minimum  amount  of  CME  to  sat- 
isfy their  requirements  for  state 
licensure. 

Questions  about  Category  1 or 
Category  2 should  be  referred  to 


the  organization  sponsoring  the 
CME  activity.  The  Director  of  Med- 
ical Education  (DME)  of  an  ac- 
credited organization  or  the  per- 
son responsible  for  the  CME 
program  should  determine  cate- 
gory approval  of  a CME  activity. 

* * * 

ESSENTIAL  #1 
MISSION  STATEMENT 

The  sponsor  shall  have  a written 
statement  of  its  continuing  med- 
ical education  mission,  formally 
approved  by  its  governing  body. 
The  mission  statement  shall: 

1)  Describe  the  goals  of  the 
overall  CME  program  in  a concise 
manner. 

Why  have  a CME  program? 

• quality  patient  care 

• new  knowledge,  skills 

• refresh  basic  sciences 

• CME  credit  required  for  li- 
censure 

2)  Indicate  the  scope  of  the  CME 
effort. 

What  type  of  activities  are  in- 
cluded in  your  program? 

3)  Outline  the  characteristics  of 
the  potential  participants. 

Who  is  the  population  that  you 
serve? 
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4)  Describe  the  general  types 
of  activities  ami  services  pro- 
vided. 

What  type  of  CME  services  do 
you  provide? 

The  mission  statement  stiould 
answer  the  questions  “why,  what, 
who,  and  how”  in  relation  to  the 
organization’s  CME  program  and 
be  supported  by  the  governing 
body.  Periodic  review  and  eval- 
uation of  the  mission  statement 
is  necessary  in  determining 
whether  it  reflects  the  overall  CME 
program  and  if  changes  are  re- 
quired. 

ESSENTIAL  #2 
NEEDS  ASSESSMENT 

The  sponsor  shall  have  estab- 
lished procedures  for  identifying 
and  analyzing  continuing  medi- 
cal educational  needs  and  inter- 
ests of  prospective  participants. 
The  sponsor  shall: 

1)  Document  the  processes 
used  to  identify  CME  needs,  in- 
cluding data  sources  which  go 
beyond  the  sponsor’s  own  per- 
ception of  need. 

2)  State  the  overall  needs  iden- 
tified by  the  above  processes  and 
indicate  how  this  assessment  is 
used  in  planning  education  activ- 
ities. 

Needs  Assessment  is  the  sys- 
tematic procedure  used  by  those 
involved  in  CME  program  plan- 
ning to  identify  areas  of  knowl- 
edge or  skills  physicians  should 
or  wish  to  acquire,  develop,  or 
strengthen.  The  goal,  then,  in  de- 
signing an  educational  program 
that  meets  the  identified  need,  is 
to  improve  competency  in  medi- 
cal practice. 

A variety  of  needs  assessment 
techniques  may  be  used  to  de- 
termine areas  in  which  physician 
competency  can  be  enhanced  and 
interest  met.  These  include:  a sur- 
vey of  prospective  participants, 
patient  care  evaluation  studies 
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such  as  quality  assurance,  chart 
review,  and  Morbidity/Mortality 
reports,  informal  suggestions,  or 
new  advances  in  knowledge, 
techniques,  and  equipment. 

The  following  questions  may  be 
considered  in  determining  which 
topics  would  be  most  relevant  for 
your  CME  program: 

1)  How  long  has  it  been  since 
the  topic  was  last  used  for  a CME 
session? 

2)  How  many  different  assess- 
ment techniques  indicated  the 
need  for  the  topic? 

3)  How  likely  is  it  that  an  ed- 
ucational session  related  to  the 
need  will  benefit  practice  behav- 
ior? 

4)  How  attractive  will  the  topic 
be  to  the  medical  staff? 

5)  How  available  are  the  re- 
sources needed  to  put  on  an  ed- 
ucational session  on  the  topic? 

6)  How  much  will  the  unful- 
filled need  hinder  health  care  de- 
livery? 

Needs  assessment  techniques 
used  as  well  as  identified  needs 
can  be  recorded  in  Committee 
minutes  or  on  worksheets  used 
for  planning  the  activities.  Doc- 
umentation provides  a record  that 
Essential  #2  is  being  followed, 
can  be  used  to  refer  back  to  as  a 
measure  of  evaluating  change  in 
physician  behavior,  and  is  an  im- 
portant organizational  element  of 
the  CME  program. 


References 

' “The  Physician’s  Recognition  Award"  pub- 
lished by  the  Office  of  Physician  Credentials 
and  Qualifications,  American  Medical  As- 
sociation, Chicago,  Illinois. 

Coming  Up: 

Essential  #3  and  #4 

Questions  are  encouraged  and 
should  be  addressed  to: 

Kimberly  Allyn 
CME  Coordinator 
Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  R1  02903 


CME  CALENDAR 


Title:  AIDS:  Living  in  Recovery 
Conference 

Sponsored  by:  Ohio  Department 
of  Health;  Cincinnati  Health  De- 
partment; Healing  Circle  of  Cin- 
cinnati and  others 
Date:  June  7-10,  1990 
Location:  Omni  Netherlands 
Plaza,  Cincinnati,  Ohio 
For  more  information:  James  R. 
Swearingen,  (513J  541-7022 


Title:  Clinical  Pediatrics 
Sponsored  by:  American  Acad- 
emy of  Pediatrics 
Date:  June  22-24,  1990 
Location:  Westin  Hotel,  Wash- 
ington DC 

For  more  information:  Depart- 
ment of  Education,  American 
Academy  of  Pediatrics,  1-800-433- 
9016,  ext.  7657 


Title:  National  Conference  of 
Family  Practice  Residents  and 
Students 

Sponsored  by:  American  Acad- 
emy of  Family  Physicians 
Date:  August  17-19,  1990 
Location:  Westin  Crown  Center, 
Kansas  City,  MO 

Objective:  To  provide  informa- 
tion on  key  medical  issues  per- 
tinent to  residents  and  medical 
students 

For  more  information:  Beth 
Paulsen,  1-800-274-2237,  ext.  4220 
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Manuscripts:  Manuscripts  will  be  accepted  tor  consid- 
eration with  the  understanding  that  they  are  original 
contributiotis,  have  never  been  published  or  submit- 
ted elsewhere,  and  are  submitted  only  to  the  Rhode 
Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  tvped  copy 
(not  all  capitals)  on  8'/2  X 1 1 inch  lirm  typewritten 
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EDITORIALS 


The  Leaves  of  Erythroxylon  Coca 


In  the  1950s  a major  television 
show  was  called  “Coke  Time”  and 
everyone  knew  then  that  the  title 
referred  to  a carbonated  drink. 
Times  have  changed.  Even  to- 
day’s children  recognize  that 
words  such  as  “coke”  and  “snow” 
carry  several  meanings  — one  of 
them  being  cocaine. 

Since  pre-Columbian  times,  in- 
digenous Andean  cultures  have 
adopted  coca  leaves,  the  only 
source  of  cocaine,  for  religious 
and  social  purposes.  Chewing  the 
leaves  generated  for  them  a sense 
of  euphoric  well-being;  and  in 
higher  altitudes  made  their  heavy 
manual  labors  seem  less  burden- 
some. Today,  in  much  of  rural 
Peru,  Bolivia,  Ecuador  and  Co- 
lombia, the  majority  of  adults  reg- 
ularly chew  coca  leaves. 

Discovery  of  the  Americas 
yielded  immense  material  wealth 
to  the  colonial  empires  of  Eu- 
rope, not  the  least  of  which  was 
an  abundance  of  botanical  spe- 
cies hitherto  unknown  to  the 
Eastern  hemisphere.  Some  of 
these  botanical  discoveries  in- 
cluded plants,  such  as  quinine 
and  coca  leaves,  which  were  of 
substantial  medicinal  value.  Coca 
and  its  stimulant  effects  were  first 
documented  by  Europeans  in 
1528  during  Francisco  Pizarro’s 
conquest  of  Peru. 

The  botanist  Jussieu  sent  coca 
specimens  back  to  Paris  in  1749 
for  purposes  of  botanical  classi- 
fication. Because  of  its  reddish 
wood,  Linnaeus  and  others  placed 
the  coca  shrub  in  the  genus  Ery- 
throxylon. Until  this  century  it  was 
believed  that  only  one  pharma- 
cologically important  species  of 


Erythroxylon  coca  existed  but 
more  recent  morphologic  studies 
by  Plowman  and  others  deter- 
mined that  there  are  two  major 
cocaine-producing  species,  each 
with  two  cultivated  varieties.'  E. 
coca  var.  Huanuco  (Bolivian 
coca)  is  a perennial  shrub,  both 
cultivated  and  feral,  some  2 me- 
ters in  height,  which  grows  at  el- 
evations between  500  and  1,500 
meters  along  the  moist  eastern 
slopes  of  the  Andes  in  Ecuador, 
Peru  and  Bolivia.  It  is  this  variety 
which  provides  the  bulk  of  the 
world’s  supply  of  cocaine.  E.  coca 
var.  Ipadu  (Amazonian  coca)  is 
locally  harvested  in  the  western 
reaches  of  the  Amazon  basin,  has 
less  commercial  value  and  con- 
tains a lower  leaf-concentration 
of  psycho-active  alkaloids.  E. 
novogranatense  var.  Truxillense 
(Trujillo  coca)  is  cultivated  in  the 
high,  isolated  valleys  of  northern 
Peru  and  can  survive  drought  or 
low  rainfall  more  readily  than  E. 
coca.  Finally,  E.  novogranatense 
(Colombian  coca)  grows  in  the 
Andean  valleys  of  Colombia  and 
along  the  Caribbean  coastal  plain; 
it  is  better  adapted  to  arid  con- 
ditions, but  has  minor  value  as  a 
commercial  crop.  All  varieties  of 
Erythroxylon  require  a mineral- 
rich,  clay-like  soil,  low  in  lime 
content.  The  shrub,  which  yields 
as  many  as  five  crops  of  leaves 
per  year,  does  not  tolerate  tem- 
peratures much  below  18°  C.  The 
name  coca,  incidentally,  is  de- 
rived from  the  Inca  word,  khoka, 
meaning  tree. 

In  Europe,  coca  leaves  con- 
fined themselves  to  the  pages  of 
botanical  texts  until  German 


chemists  attempted  to  distill  the 
substance  (thought  initially  to  be 
caffeine)  responsible  for  their 
stimulant  effects.  These  efforts 
achieved  success  in  1859  when 
A.  Niemann  extracted  a pharma- 
cologically active  crystalline  al- 
kaloid from  the  dried  leaves  and 
appended  the  Latin  chemical  suf- 
fix, -ine,  to  the  word,  coca,  thus 
producing  the  new  word,  co- 
caine. 

About  this  time  the  Italian  neu- 
rologist Paolo  Mantegazza  pub- 
lished his  monograph  on  the  hy- 
gienic and  medicinal  virtues  of 
coca.2  He  self-administered  coca 
leaves  by  chewing  graded 
amounts  while  recording  his  sub- 
jective feelings,  describing  the 
delirium  of  coca  intoxication  as 
follows: 

I felt  extremely  happy ...  I began  to 
shut  my  eyes  involuntarily  and  the 
most  splendid  and  unexpected 
phantasmagoria  started  to  flit  before 
my  eyes.  / was  at  that  time  fully  aware 
of  myself,  but  1 felt  isolated  from  the 
external  world  and  saw  images  that 
were  more  bizarre  and  splendid,  in 
terms  of  color,  than  could  ever  be 
imagined.  Neither  the  brush  of  the 
most  brilliant  painter  nor  the  pen  of 
the  fastest  stenographer  could  have 
transmitted  for  a single  moment 
those  marvelous  apparitions,  which 
were  tied  to  each  other  not  by  rela- 
tionships or  associations,  but  through 
the  whims  of  unleashed  fantasy  and 
a rich  kaleidoscope. . . . Some  of  the 
images  1 tried  to  describe  in  the  first 
part  of  my  delirium  were  full  of  po- 
etry. I sneered  at  the  poor  mortals 
condemned  to  live  in  this  valley  of 
tears  while  1,  carried  on  the  wings  of 
two  leaves  of  coca,  went  flying 
through  the  spaces  of  77,438  worlds, 
each  more  splendid  than  the  one  be- 
fore. 
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By  1886,  preparations  of  coca 
leaves  had  entered  the  standard 
pharmacopoeia  of  the  British  Em- 
pire as  an  infusum  cocae  gargle 
for  tonsillitis,  as  a pastillus  cocae 
extracti  for  hay  fever  and  spas- 
modic asthma,  as  vinum  cocae 
for  vomiting,  as  emplastrurn  co- 
cainae  for  neuralgia  and  sciatica, 
as  tabellae  cocainae  for  sea-sick- 
ness and  nausea  of  pregnancy,  as 
unguentum  cocainae  for  eczema 
and  shingles,  as  uaselinum  co- 
cainae for  burns  and  urethral 
catheters.  This  newly  isolated  al- 
kaloid was  generously  dispensed 
to  the  Victorian  public  suffering 
from  a variety  of  secular  ills  in- 
cluding ennui,  depression,  rheu- 
matism, indigestion,  toothache, 
as  well  as  those  seeking  an  ap- 
petite suppressant  or  an  aphro- 
disiac. The  crystalline  substance 
was  freely  available  in  pharma- 
cies and  many  notables  including 
Robert  Louis  Stevenson,  Charles 
Dickens,  Thomas  de  Quincey,  and 
Sigmund  Freud  proclaimed  its 
mood-enhancing  virtues. 

Only  a minority  of  medical 
practitioners  expressed  any  mis- 
givings over  the  darker  side  of  co- 
caine, its  capacity  to  induce  ad- 
diction. One  such  physician, 
Arthur  Conan  Doyle,  begins  his 
famous  1888  story.  The  Sign  of 
the  Four,  with  the  following  de- 
scription: 

Sherlock  Holmes  took  his  bottle 
from  the  corner  of  the  mantlepiece, 
and  his  hypodermic  syringe  from  its 
neat  morocco  case.  With  his  long, 
white,  nervous  fingers  he  adjusted 
the  delicate  needle,  and  rolled  back 
his  left  shirt-cuff.  For  some  time  his 
eyes  rested  thoughtfully  upon  the 
sinewy  forearm  and  wrist,  all  dotted 
and  scarred  with  innumerable  punc- 
ture-marks. Finally,  he  thrust  the 
sharp  point  home,  pressed  down  the 
tiny  piston,  and  sank  back  into  the 
velvet-lined  arm-chair  with  a long 
sigh  of  satisfaction. 

Three  times  a day  for  many  months 
I had  witnessed  this  performance,  but 
custom  had  not  reconciled  my  mind 


to  it.  On  the  contrary,  from  day  to 
day  / had  become  more  irritable  at 
the  sight,  and  my  conscience  swelled 
nightly  within  me  at  the  thought  that 
I had  lacked  the  courage  to  pro- 
test. ...  I suddenly  felt  that  / could 
hold  out  no  longer. 

"Which  is  it  today,"  1 asked,  "mor- 
phine or  cocaine?" 

He  raised  his  eyes  languidly  from 
the  ok!  black-letter  volume  he  had 
opened.  "It  is  cocaine, " he  said,  "a 
seven-per-cent  solution.  Would  you 
care  to  try  it?" 

The  US  Pure  Food  and  Drug  Act 
of  1906  declared  cocaine  to  be  a 
regulated  substance  requiring 
medical  sanction  for  its  use.  By 
1914,  the  Harrison  Narcotic  Act 
made  the  possession,  sale  or  gift 
of  cocaine  a federal  offense.  Co- 
caine usage,  now  covert,  per- 
sisted as  a recreational  drug  in 
the  United  States,  but  was  re- 
stricted largely  to  certain  occu- 
pations and  cultures,  benevo- 
lently perceived  and  never 
becoming  a major  public  health 
or  police  concern.  In  recent  dec- 
ades, however,  cocaine  has  in- 
vaded the  mainstream  of  illicit 
drug  usage,  assuming  a major  po- 
litical and  even  economic  role  in 
the  affairs  of  both  South  and  North 
American  nations.  Its  medical 
ramifications  are  now  immense 
and  we  devote  this  issue  of  the 
Journal,  under  the  guest  editor- 
ship of  Dr  David  Lewis,  to  a series 
of  articles  exploring  the  partici- 
pation of  coca  in  Andean  cul- 
tures, its  toxicology,  its  effects 
upon  pregnancy,  its  role  in  ado- 
lescents and  the  dynamics  of  co- 
caine dependency. 

Stanley  M.  Aronson,  MD 
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Physicians  Have  Been 
Drafted  for  the  ‘War  on 
Drugs’ 

On  September  15,  1986,  Presi- 
dent Ronald  Reagan  signed  Ex- 
ecutive Order  12564  establishing 
a Drug-Free  Federal  Workplace. 
Congress  (Public  Law  100-71;  July 
1 1 , 1987)  then  mandated  that  each 
federal  agency  develop  standards 
for  all  aspects  of  laboratory  drug- 
testing necessary  to  carry  out  the 
Executive  Order.  By  the  end  of 
1987,  about  24,000  federal  em- 
ployees in  such  sensitive  areas  as 
air-traffic  control  were  screened 
for  drug  use  and  only  then  did  the 
problem  of  false  positives  come 
to  be  appreciated.  About  3% 
of  a screened  population  will  be 
declared  as  drug-positive,  based 
on  technically  dictated  limits  of 
the  radioimmune  assay  technic 
(RIA),  the  enzymes  medical  im- 
munological technic  (EMIT)  and 
TDX  methods  for  the  following 
agents:  marijuana  metabolites; 
cocaine  metabolites;  opiates 
(morphine,  codeine),  phencycli- 
dine and  amphetamines  (am- 
phetamine and  methampheta- 
mines). 

If,  for  example,  100  federal 
workers  are  screened,  about  three 
will  be  declared  by  the  laboratory 
to  be  positive  for  one  or  more  of 
the  listed  agents.  Of  these  three, 
perhaps  one  or  two  will  have  a 
valid  clinical  reason  to  be  taking 
one  or  another  of  these  drugs. 

Once  clinical  justification  is  es- 
tablished, a physician  may  then 
change  the  laboratory  designa- 
tion of  “positive”  to  “negative”  by 
reason  of  legitimate  medical 
usage.  Thus,  the  “false  positives” 
are  between  33  and  66%  of  the 
total  positives. 

The  government  has  now  es-  | 
tablished  the  Medical  Review  Of- 
ficer (MRO),  a person  whose 
function  it  is  to  review  these  pos- 
itive drug  results  and  if  possible 
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convert  them  to  negative  results 
by  means  of  history,  physical  and 
often  further  laboratory  testing. 
According  to  the  Federal  Regis- 
ter, Volume  53,  page  11,980,  the 
MRO  is  said  to  be: 

“A  licensed  physician  responsi- 
ble for  receiving  laboratory  re- 
sults, generated  by  an  agency’s 
drug  testing  program,  who  has 
knowledge  of  substance  abuse 
disorders  and  has  appropriate 
medical  training  to  interpret  and 
evaluate  an  individual’s  positive 
test  results,  together  with  his  or 
her  medical  history  and  any  other 
relevant  biomedical  informa- 
tion.” 

The  MOR  therefore  stands  be- 
tween the  laboratory  which  gen- 
erated the  results,  and  the  em- 
ployer. The  MRO  relieves  the 
anxieties  of  both  the  laboratory 
and  the  employers  who  sepa- 
rately fear  lawsuits  for  “wrongful 
discharge  of  the  employee.”  It  is 
also  possible  that  some  non-fed- 
eral  employers  shall  be  using 
screening  procedures  as  a pretext 
for  discharging  unwanted  em- 
ployees. 

Few  physicians  in  Rhode  Is- 
land will  provide  medical  advis- 
ing to  those  federal  agencies 
dealing  with  air-traffic,  military 
personnel  or  civilians  working  in 
nuclear  industries.  Some  may  be 
responsible  for  the  health  of  the 
Environmental  Protection  Agency 
workers;  and  some  will  be  certi- 
fying truck  drivers  for  the  Depart- 
ment of  Transportation  or  air 
traffic  controllers  for  the  Federal 
Aviation  Agency. 

Some  Rhode  Island  physicians 
carry  on  a practice  in  occupa- 
tional medicine  and  it  is  to  this 
group  that  this  editorial  note  is 
particularly  directed.  They  may 
find  themselves  “drafted”  into  the 
role  of  the  MRO.  Should  this  oc- 
cur, there  is  a National  Institute 
of  Drug  Abuse  (NIDA)  telephone 
number  to  call  (1-800-843-4971). 


The  NIDA  office  also  offers  advice 
and  three  texts  for  those  who  may 
need  them: 

• NIDA  Medical  Review  Officer 
Manual 

• Mandatory  Guidelines  for  a 
Federal  Workplace  Drug  Test- 
ing Program 

• NIDA  Research  Monograph  — 
73:  Urine  Testing  for  Drugs  of 
Abuse 

Elsewhere  in  this  issue  of  the 
Journal  is  an  article  describing 
interpretive  problems  in  urine 
testing  for  cocaine  and  its  metab- 
olites. 


Horace  Martin,  MD,  PhD 
Department  of  Pathology 
Rhode  Island  Hospital 


The  editors  express  their  deep 
appreciation  to  the  staff  of  the 
Brown  University  Center  for  Al- 
cohol and  Addiction  Studies,  and 
particularly  Mr  Stephen  Ober- 
beck,  for  their  invaluable  assist- 
ance in  conceiving  and  preparing 
this  special  Journal  issue  on  the 
addictive  properties  of  cocaine. 
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EDITOR’S  MAILBOX 


PHYSICIANS 
IN  THE  NEWS 


The  following  are  excerpts  from 
“Letters  to  the  Editor”  in  response 
to  The  Medical  Use  of  Fetal  Tis- 
sue (February  1990  RIMJ) 

First,  let  me  congratulate  the 
editorial  board  of  the  RIMJ  for 
bringing  forth  discussions  of  such 
a timely  issue  as  fetal  research.  It 
is  through  this  type  of  civilized 
discussion  that  we  can  educate 
our  patients  and  the  community 
at  large  on  the  complexities  of 
abortion  and  fetal  tissue  research 
and  the  role  of  physicians  as  the 
“ethical  interpreters  and  techni- 
cal gatekeepers”  of  health. 

In  terms  of  having  a child  for 
the  main  purpose  of  helping  a 
sibling  survive  through  donation 
(such  as  the  case  in  California  a 
few  weeks  ago),  1 find  it  amazing 
that  anybody  would  argue.  Since 
the  beginning  of  time,  people 
have  been  brought  into  this  world 
for  the  most  trivial  reasons.  Who 
are  we  to  say  that  having  a child 
to  help  work  the  field,  to  satisfy 
a parental  wish  of  a boy  or  a girl, 
to  save  a marriage  or  just  to  have 
an  heir  to  the  throne  carries  a 
higher  moral  justification  than  to 
save  the  life  of  a sibling? 

Pablo  Rodriquez,  MD 
Medical  Director 

Planned  Parenthood  of 

Rhode  Island 

* * * 


Unless  a woman  freely  chooses 
to  be  pregnant  the  fetus  has  no 
“inalienable  right”  to  remain  in 
her  body.  In  fact,  forcing  a woman 
to  be  pregnant  against  her  will  is 
one  of  the  vilest  forms  of  sexual 
abuse.  Just  as  the  act  of  sexual 
intercourse  can  be  either  an  ex- 
alted expression  of  love  or  a bru- 
tal rape,  so  pregnancy  can  be 
either  the  most  longed  for  event 
of  a woman’s  life  or  a disaster  of 
epic  proportions.  In  the  latter  cir- 
cumstance, abortion  becomes  a 
humane  “cure”  for  a sexually 
transmitted  “dis-ease.”  One  and 
a half  million  women  in  the  United 
States  each  year  request  and  re- 
ceive this  cure  from  their  physi- 
cians. 

It  is  shameful  that  those  who 
oppose  the  right  to  abortion  have 
interdicted  the  potential  addi- 
tional cures  that  could  result  from 
the  use  of  fetal  tissue  to  pursue 
further  knowledge  and  therapies. 

Barbara  H.  Roberts,  MD 
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Recent  appointments  at  The  Me- 
morial Hospital  of  Rhode  Island 
include  Dr  George  Cooper,  Jr, 
MD  to  the  staff  of  thoracic  sur- 
geons; Dr  Alicia  D.H.  Monroe  as 
residency  director  of  the  Family 
Medicine  Residency  Program;  and 
Dr  Scott  C.  Early  to  the  depart- 
ment of  family  medicine. 

* * * 

Dr  Joseph  A.  Latina  was  re- 
cently named  Chief  of  the  Divi- 
sion of  General  Surgery  at  St.  Jo- 
seph Hospital.  A member  of  St. 
Joseph’s  Medical  Staff  for  14  years. 
Dr  Latina  has  a private  practice 
in  Cranston. 

* * * 

The  Memorial  Hospital  of  Rhode 
Island  has  been  selected  to  par- 
ticipate in  the  International  Study 
of  Infarct  Survival.  Dr  Abdul 
Hakim  Khan,  director  of  clinical 
cardiac  pharmacology  and  con- 
tinuing medical  education  at  Me- 
morial and  associate  professor  of 
medicine  at  Brown  University,  is 
principal  investigator  of  the  clin- 
ical trials  at  Memorial.  The  study, 
which  is  being  conducted  in  Eu- 
rope and  the  United  States,  will 
compare  the  efficacy  of  three 
medications  prescribed  for  dis- 
solving blood  clots  occluding 
coronary  arteries:  streptokinase, 
tPA,  and  anistreplase. 
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RADIOLOGY  ASSOCIATES,  INC. 


Frank  W.  Musche,  M.D. 
Anthony  R.  Potenza,  M.D. 
Vincent  A.  DeCesaris,  M.D. 

announces  the  addition  of 


NUCLEAR  MEDICINE 

to  its  full  service  imaging  facilities 


A new  complete  computerized  diagnostic 
facility  performing  all  nuclear  medicine 
procedures  in  a caring  private  office 


Cardiac  Studies 

including  thallium  stress 
and  ventriculograms 

Bone  Scans 

Thyroid  Scan  and  Uptake 

SOUTHSIDE  MEDICAL  BUILDING 

1 20  Dudley  Street 
Providence,  Rl  02905 

(directly  across  from  Women  & Infants  Hospital) 

751-2010 


Kidney  Scan 
Gallium  Imaging 


I 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center 


JANN  L. HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
1 choose.  If  a certain  case  interests  me,  1 can  ask 
to  be  part  of  the  surgical  team.  If  1 wish  to  spend 
time  teaching  students,  1 have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
bSOO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEAUYOUCANBE. 
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nizatidine 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 
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Minima!  potential  for 

drug  interactions 

Unlike  cimetidine  and  ranitidine.' 

Axid  does  not  inhibit  the  cytochrome 

P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively"'’^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  lor  complete 
Information. 

Indications  and  Usage:  \ . Active  duodenal  ulcer -\0I  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -foi  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False- positive  tests  tor  urobilinogen  with  Multistix® 
may  occur  during  therapy. 

Drug  Interaclions-Uo  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
inferactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  lor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid, 

Axid  was  not  mutagenic  In  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers-Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
iactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Dse-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pat/en/s- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine,  Lilly) 


Hepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance.  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significanby  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuatlon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  In  three  untreated  subjects. 

C/I/S-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-C\imca\  pharmacology  studies  and  conbolled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hemaro/og/c- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizabdine  and  another  H2-receptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/ntegumenfaZ-Sweatlng  and  urticaria  were  reported  significanby 
more  trequenby  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/ier- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosape:  O/erdoses  of  Axid  have  been  reported  rarely.  It  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  tor  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Coca  in  the  Andes:  Traditions, 
Functions  and  Problems 


Dwight  B.  Heath,  PhD 


There  is  no  doubt  that  the 
unproblematic  traditional 
uses  of  coca  by  pre-indus- 
trial Andean  populations, 
and  the  positive  functions 
such  usage  promotes,  will 
diminish  as  the  problematic 
uses  of  cocaine  by  indus- 
trial populations  elsewhere 
increase. 


Cocaine  use  in  the  United  States 
has  overshadowed  the  drug’s  an- 
cient origins  and  cultural  roots 
among  its  earlier,  native  users. 
This  anthropological  perspective 
will  focus  on  what  coca  does  for 
Indians  who  have  traditionally 
used  it  in  the  Andes,  and  on  how 
international  drug  traffic  has  af- 
fected them  in  recent  years. 

The  source  of  cocaine  is  coca 
leaves,'  which  grow  best  in  a dis- 
tinctive, small  ecological  zone,  in 
the  tropics  of  South  America.  Less 
generally  known  is  the  fact  that 
native  populations  in  the  high  An- 
des of  Bolivia,  Colombia,  Ecua- 
dor and  Peru  have  been  chewing 
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coca  leaves  customarily  for  cen- 
turies, with  no  ill  effects. ^ How 
this  cultural  pattern  evolved,  and 
why  it  persists,  are  questions  that 
highlight  the  complex  interrela- 
tionships of  biology  and  culture. 
Similarly,  the  impact  of  a bur- 
geoning international  trade  in 
coca-paste  and  other  derivatives 
has  had  important  economic,  po- 
litical and  other  repercussions  in 
those  producing  areas. 

Traditions 

Botanists  believe  the  Erythroxy- 
lon  coca  bush  probably  origi- 
nated in  a few  lush  high  valleys 
(called  yungas  in  Bolivia  or  ceja 
de  la  montana  elsewhere)  cut  into 
the  eastern  escarpment  of  the  An- 
des. At  an  elevation  of  about 
1,200-1,800  meters,  such  valleys 
are  warm  and  moist  throughout 
the  year.  Terracing  holds  mois- 
ture and  increases  the  surface 
available  for  farming  steep  hill- 
sides. 

A coca  plant  matures  in  about 
3 years  and  continues  to  pro- 
duce as  many  as  5 crops  an- 
nually for  20  or  more  years. 
Clearly,  a coca-grove  has  been 


recognized  for  at  least  500  years 
as  a long-term  investment  by  sed- 
entary people  oriented  to  a mar- 
ket system.  This  is  still  the  case, 
even  if  the  growers  may  appear 
both  isolated  (often  living  in  dis- 
persed homesteads  and  working 
miles  from  the  nearest  road)  and 
traditional  (maintaining  not  only 
their  indigenous  languages  but 
also  dress,  religion,  and  many 
other  practices  from  pre-Colum- 
bian times). 

Despite  its  narrow  area  of  cul- 
tivation, coca  appears  to  have 
been  traded  throughout  the  vast 
chain  of  the  Andes  for  millennia. 
Ancient  remains  of  the  leaf  itself, 
distinctive  wool  shoulder-bags  in 
which  it  was  carried,  and  lime 
customarily  ingested  with  it  oc- 
cur preserved  in  burial  sites  where 
human  beings  (and  their  stom- 
ach contents)  are  remarkably 
mummified  and  textiles  retain 
their  natural  brilliant  colors  800 
years  later.  The  coca  tradition 
evolved  in  tandem  with  a sophis- 
ticated Inca  civilization,  which 
stretched  nearly  3,000  miles  from 
what  is  now  Colombia  well  into 
Chile. 
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But  why  is  there  so  broad  a 
market  for  sun-dried  coca  leaves? 
And  what  does  coca  do  for  the 
people  who  habitually  use  it?  For 
centuries,  coca  was  a talisman  in 
social,  cultural  and  religious  cus- 
toms. One  measure  of  its  impor- 
tance is  the  fact  that,  until  a few 
years  ago,  poor  Andean  Indians 
rarely  refused  a handful  of  coca 
leaves  to  a beggar.  This  may  be 
linked  to  the  belief  that  one  could 
not  hope  for  a peaceful  afterlife 
if  one  died  without  “the  taste  of 
coca.”  The  leaves  also  played  an 
important  role  in  ceremonies  as- 
sociated with  farming,  births, 
weddings,  burials,  housebuilding 
and  travelling.  Coca  was  even  in- 
voked in  a prayer-like  refrain  each 
time  one  took  a few  more  leaves 
to  “freshen  the  quid”  (“Maria  San- 
tisima,  Mamita  kuquita,  help 
me  . . . ”).  As  one  leaves  a stone 
on  a cairn  to  mark  a dangerous 
passage,  other  places  — thought 
to  be  inhabited  by  spirits  — are 
littered  with  balls  of  coca  left  by 
travelers. 

. . . regardless  of  how  vir- 
tuous one  may  have  been  in 
life,  one  could  not  hope  to 
have  a peaceful  afterlife  if 
one  dies  without  *‘the  taste 
of  coca.** 

Further,  as  are  tea-leaves  or 
playing-cards  in  Western  culture, 
the  leaves  can  be  “read”  by  a di- 
viner to  diagnose  illness,  predict 
the  future,  determine  when  best 
to  plant,  or  where  best  to  make  a 
ritual  sacrifice.^  Time  is  even 
measured  by  coca:  “Oh,  yes,  we 
saw  a plane  pass  overhead  mid- 
way between  the  third  and  fourth 
coca-breaks.”  These  ethno- 
graphic examples  demonstrate 
the  importance  coca  has  long  had 
for  Andean  Indians. 

Until  a few  years  ago,  virtually 
all  Andean  Indian  males  above  the 
age  of  6 or  8 chewed  coca  most 
of  their  waking  hours,  and  women 
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chewed  it  at  least  sometime  daily 
in  a ceremonial  way.  Actually,  one 
does  not  “chew”  but  sucks  a long- 
lasting  quid  tucked  in  the  cheek, 
occasionally  freshening  it  with  a 
new  leaf  or  two.  Outsiders  find 
their  first  chew  painfully  bitter. 
Regular  coca  users  also  periodi- 
cally dab  it  with  a preparation  of 
lime  — ground  limestone  or 
seashell  often  dipped  on  an  elab- 
orately carved  spatula  from  a 
richly  ornamented  container. 
Spitting  is  frequent  but  not  noisy; 
a few  old-timers  drool  at  the  side 
of  the  mouth.  The  quid,  about  the 
size  and  shape  of  a big  date  or 
Brazil  nut,  bulges  in  the  cheek  but 
does  not  interfere  with  talking. 
Andean  users  do  not  relate  to  co- 
ca’s playing  any  role  in  the  West- 
ern addict’s  notion  of  “getting 
high”  or  “feeling  a rush.”  Al- 
though investigators  have  de- 
scribed such  motivations,  they 
simply  do  not  “ring  a bell”  among 
Andean  users. 

Functions 

Then  what  are  the  rewards  or  re- 
inforcements for  coca-chewing? 
Historically,  coca  use  has  been 
the  critical  defining  characteristic 
of  Andean  “humanity.”  As  early 
as  1550,  chroniclers  of  the  Span- 
ish conquest,  both  rustic  con- 
quistadors and  educated  friars, 
asked  Incas  and  got  answers  both 
simple  and  sophisticated.  “It’s  the 
custom,”  says  much  but  reveals 
little.  “I  am  an  Indian,  and  to  be 
Indian  is  to  chew  coca,”  provides 
manifold  meaning  for  the  anthro- 
pologist. Later  native  informants 
have  provided  more  practical  an- 
swers: “It  relieves  hunger.”  “It 
gives  me  strength.”  “I  am  less 
thirsty  chewing  coca.”  “With  a lit- 
tle coca,  we  can  overcome  fa- 
tigue and  work  longer.” 

To  be  sure,  cocaine  is  one  of 
the  principal  alkaloids  (among 
more  than  15)  in  coca,  clearly  a 
central  nervous  system  sympa- 
thomimetic. Central  stimulation 


does,  in  fact,  mask  sensations  of 
fatigue.  Vasoconstriction  and  in- 
creased muscular  activity  raise 
body  temperature,  and  atropine 
triggers  a rise  in  blood  glucose 
levels.  Nor  have  minimal  levels  of 
cocaine  released  by  “chewing” 
ever  been  implicated  in  habitua- 
tion or  “psychological  depend- 
ence,” much  less  in  tolerance, 
“physiological  dependence”  or 
“addiction.”  Jaffe’s  basic  text  on 
pharmacology’  made  this  point 
even  before  he  moved  to  a be- 
havioral definition  of  addiction 
that  social  scientists  savor  as  an 
indication  that  our  work  is  finally 
being  recognized  as  valid  and  rel- 
evant in  some  biomedical  sci- 
ences.^ 

In  short,  pharmacologists  have 
finally  found  in  laboratory  studies 
that  the  reasons  Indians  gave  for 
chewing  coca  make  sense.  An- 
thropologists considered  gullible 
for  trafficking  in  “anecdotal  evi- 
dence” or  “mushy  journalistic 
impression”  have  been  able  to 
enjoy  some  vindication. 

To  afford  some  idea  of  the  scale 
of  operations,  we  are  talking  about 
a leaf  no  bigger  than  a bayleaf, 
picked  by  hand  and  dried  in  the 
sun,  packed  in  bales,  called  ces- 
tos,  weighing  about  32  pounds 
and  roughly  a cubic  yard  in  vol- 
ume. It  takes  a huge  quantity  of 
leaves  — and  labor  — to  make 
up  5,000  tons  of  coca  that  was 
fully  taxed  and  legally  marketed 
in  Bolivia  in  1972,  less  than  1% 
of  which  was  used  to  produce  co- 
caine hydrochloride  for  sale 
abroad  by  the  government,  and 
only  3%  of  which  was  exported 
in  leaf-form.  There  was  virtually 
no  illicit  export  at  that  time.® 

To  be  sure,  Indian  “chewing” 
is  not  the  only  domestic  use  of 
coca.  Newcomers  to  Cuzco  or  La 
Paz  are  often  amazed  to  find  that 
posh  tourist-oriented  hotels  list 
coca-tea  on  their  menus,  and  the 
infusion  is  highly  recommended 
as  a palliative  for  sorroche,  the 
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“altitude  sickness”  causing  nau- 
sea, headache,  and  cardiac  ar- 
rhythmia in  some  people  unac- 
customed to  only  half  as  much 
oxygen  as  at  sea-level. 

A couple  of  Peruvian  physi- 
cians gained  some  notoriety  in  the 
1950s  by  offering  a clear  and  sim- 
ple physiological  explanation  for 
the  custom  of  coca-chewing.  Gu- 
tierrez-Noriega  declared:  “the 
main  cause  of  the  coca  habit  is 
the  deficiency  of  foodstuffs  in  the 
affected  areas  — one  begins  to 
chew  coca  to  suppress  hunger  but 
later  the  subject  loses  his  appetite 
and  eats  little  because  he  chews 
coca.”  His  colleague  Zapata-Ortiz 
followed  suit:  “ . . . lack  of  food 
is  the  principal  cause  of  coca- 
ism.”^ 

An  alternative  explanation  of 
coca-chewing  is  in  anthropolo- 
gist Ralph  Bolton’s  “hypoglyce- 
mia hypothesis.”  Bolton®  re- 
marked on  the  high  incidence  of 
aggression  among  the  people  he 
calls  “Qolla”  (whom  most  other 
authors  have  called  “Aymara”). 

There  are  many  communi- 
ties in  which  coca  use  is  the 
defining  characteristic  of 
**humanity,**  and  those  who 
ignore  it  are  beyond  the 
pale. 

Bolton  also  found  glucose  ho- 
meostasis problems  widespread 
and  asserts  they  are  causally  re- 
lated to  aggression.  Assuming  that 
the  human  organism  attempts  to 
maintain  nominal  glucose  levels 
and  that  adrenal  exhaustion  or 
liver  disease  interfere  with  inter- 
nal metabolic  processes  provid- 
ing such  homeostatic  adjustment 
in  a healthy  system,  then  anger 
and  aggression  may  serve  as 
emotional  and  behavioral  means 
of  boosting  glucose  levels.  Hy- 
poglycemia also  triggers  hunger 
— a cue  for  Andean  Indians  to 
chew  coca,  which  raises  the  glu- 
cose level  (according  to  Bolton, 


presumably  by  stimulating  trans- 
formation of  glycogen  stores). 
Coca  is  not  a primary  factor  in  his 
analysis;  he  pays  much  more  at- 
tention to  vitamin-mineral  defi- 
ciencies and  protein,  a high  cir- 
rhosis rate,  land  shortage,  erratic 
food  production  and  hypoxia  as 
well.  In  a sense,  “the  hypoglyce- 
mia hypothesis”  can  be  viewed  as 
a special  variant  of  “the  food 
scarcity  hypothesis,”  since  both 
posit  coca  as  a food  substitute. 

But  man  cannot  live  by  coca 
alone;  not  even  Homo  andinus  — 
a Peruvian  physician  less  than  50 
years  ago  wrote  about  Andean  In- 
dians as  a distinct  species.^ 

Note  that  Frombach  has  dem- 
onstrated, in  scientifically  con- 
vincing ways,  that  coca-chewing 
does,  in  fact,  raise  blood  glucose 
levels  quickly  and  for  several 
hours.'®  At  about  the  same  time, 
Montesinos  and  Nieschulz  and 
Schmersahl  were  demonstrating 
that  cocaine  may  be  relatively  un- 
important among  the  many  alka- 
loids released  in  traditional  coca- 
chewing — the  addition  of  alka- 
line does  facilitate  the  extraction 
of  alkaloids  from  the  leaf,  but  only 
by  degrading  cocaine,  leaving  ec- 
gonine  the  major  product  (among 
over  a dozen)  of  hydrolysis  and 
metabolism." 

This  may  help  explain  the 
“fuzzy  data”  in  ethnographic  ac- 
counts of  heavy  eating  by  coca- 
chewers.  Though  virtually  unan- 
imously reported,  they  were  pre- 
viously thought  to  be  of  question- 
able validity.  While  it  is  true  that 
Andean  Indians  are  often  under- 
or  malnourished,  this  doesn’t 
mean  they  decline  to  eat  heartily 
and  with  great  gusto  when  the  op- 
portunity arises.  Coca  apparently 
makes  one’s  hunger  easier  to  bear 
when  no  food  is  available,  but 
certainly  does  not  suppress,  or 
even  dull,  one’s  eagerness  to  eat 
whatever  may  be  available.  In  fact, 
coca-chewing  and  eating  are  often 
combined  in  a single  event.  Tan- 


talizing hints  from  ongoing 
pharmacological  studies  at  McGill 
University  suggest  that  yet  an- 
other alkaloid  in  coca  interacts 
with  certain  carbohydrates  to  sig- 
nificantly enhance  their  nutri- 
tional value  — but  that  this  oc- 
curs only  above  a certain 
altitude. 

In  the  pharmacology  of 
coca,  as  traditionally  used 
in  the  Andes,  cocaine  seems 
relatively  unimportant,  and 
the  habit  is  neither  a vice 
nor  a disease. 

I won’t  burden  you  with  the  full 
details  in  this  anthropologist’s  list 
of  what’s  good  about  coca  in  so- 
ciocultural terms,  but  don’t  over- 
look close  to  1000  mg  of  calcium 
a day  from  the  lime  (in  an  area 
where  the  native  diet  is  low  in 
calcium),  and  high  levels  of  vi- 
tamins B,,  B2,  and  C (also  rela- 
tively lacking  in  Andean  diet.) 
Serum  protein  levels  of  chewers 
do  not  differ  significantly  from 
those  of  nonchewers. 

In  short,  coca  is  refreshing,  me- 
dicinal, and  healthful,  as  well  as 
being  often  also  symbolic  and 
mystical  for  Andean  Indians.  But 
it  is  no  substitute  for  food.  Neither 
is  it  a “drop-out  drug,”  sought  for 
a feeling  of  “rush”  or  to  achieve 
a “high.”  In  the  Andes,  the  co- 
caine habit  is  neither  vice  nor  dis- 
ease. 

Problems 

In  spite  of  positive  social,  cul- 
tural, and  biological  functions  that 
coca  serves,  it  also  has  resulted 
in  serious  problems  in  recent 
years,  even  among  Andean  Indi- 
ans. The  problems  do  not  result 
from  traditional  uses  but  from  in- 
creasing diversion  of  coca  to  the 
illicit  international  market,  “nar- 
cotrafficking” in  “hard  drugs.”'® 
Little  sense  of  guilt,  nor  even 
much  awareness  of  coca-related 
problems  elsewhere,  afflicts  An- 
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dean  growers  and  traditional 
users.  They  care  little  about  ad- 
diction, the  crime  or  violence  by 
dealers  or  users  in  faraway  cities 
or  the  cost  in  money  and  civil  lib- 
erties of  North  American’s  “drug- 
war.”''^ 

They  do  feel  the  impact  of  na- 
tional policies  to  thwart  cocaine 
use  and  control  its  market,  which 
expanded  with  such  rapidity  dur- 
ing the  past  decade.  That  feeling 
becomes  an  immediate  threat 
when  the  US  Drug  Enforcement 
Agency  or  armed  forces  physi- 
cally destroy  a coca-planting  by 
cutting,  burning,  uprooting,  or 
with  herbicide.  The  potential  for 
physical  violence  is  high,  but, 
apart  from  that,  immediate  eco- 
nomic loss  is  sustained  and,  with 
herbicides,  serious  ecological 
damage  is  incurred.  Prospects  for 
crop-substitution  are  dim,  until 
farmers  are  offered  an  alternative 
that  is  worth  as  much  as  coca; 
those  offered  so  far  have  yielded 
less  than  one-fourth  as  much 
profit. 

Even  successful  growing  and 
sales  results  in  problems.  The 
production  of  cmde  cocaine  paste 
has  made  millionaires  of  ambi- 
tious entrepreneurs  in  the  An- 
dean countries.'^  However  much 
they  may  spend  abroad,  they  also 
spend  lavishly  at  home.  Like  lat- 
terday  Robin  Hoods,  they  have 
been  known  to  pave  the  streets, 
provide  lighting  and  water  sys- 
tems in  towns  that  never  had 
them,  and  to  help  poor  and  sick 
neighbors  in  ways  that  their  gov- 
ernments never  did.  But  the  scale 
and  motives  of  such  largesse  can 
be  problematic  and  suspect  — 
when  the  legal  system  becomes 
a tool  of  the  drug-runners,  law- 
lessness becomes  the  norm,  or 
the  armed  forces  devote  more 
time,  energy  and  money  to  par- 
ticipating in  drug-traffic  than  to 
public  works. 

Jobs  are  created,  and  peasants 
are  happy  to  earn  more  in  a night 


of  “stamping  coca’’  than  they 
could  in  a month  of  agricultural 
labor  — but  life-expectancy  in 
such  a job  is  very  low.  Constant 
immersion  up  to  the  calf  in  ker- 
osene and  sulfuric  acid  doesn’t 
necessarily  kill  them,  but  it  often 
incapacitates  them  in  a year  or 
less.  We  don’t  really  know  what 
will  become  of  those  “disposable 
people,”  but  the  outlook  is  not 
good  — especially  when  so  many 
are  also  brain-damaged  from  hav- 
ing smoked  bazuco,  cocaine- 
paste  in  cigarettes,  often  an  in- 
tegral part  of  the  pay  for  such 
work. 

There  is  a special  ironic 
twist  to  all  of  this.  As  peo- 
ple in  faraway  places  use  a 
highly  refined  derivative  of 
the  native  coca  leaf  . . . 
many  of  those  whose 
ancestors  domesticated  it 
and  used  it  as  both  a sacred 
and  secular  adjunct  to 
many  of  their  workaday  ac- 
tivities find  that  it  has  been 
priced  out  of  their  reach. 

The  fragile  ecology  of  the  Am- 
azon Basin  is  being  assaulted  not 
only  by  large-scale  deforestation 
for  short-lived  cattle-ranches,  but 
also  by  the  pollution  from  ran- 
dom dumping  of  waste-products 
(kerosene,  diesel  fuel,  sulphuric 
acid,  and  ether  are  among  the 
most  common  toxins)  that  result 
from  the  conversion  of  coca 
leaves  to  cocaine.  As  a rule-of- 
thumb,  roughly  a ton  of  leaves 
yields  5 kilograms  of  cocaine- 
paste,  which  in  turn  can  be  fur- 
ther refined  to  produce  about  2 
kilograms  of  cocaine-hydrochlo- 
ride. 

Erom  an  anthropological  point 
of  view  — and  from  the  point  of 
view  of  the  Indian  population  who 
cherish  their  traditions  — there  is 
a special  ironic  twist  to  all  of  this. 


As  people  in  far-away  places  use 
a highly  refined  derivative  of  the 
native  coca  leaf  — sometimes 
with  a titillating  sense  of  danger 
— many  of  those  whose  ances- 
tors domesticated  it  and  used  it 
as  both  a sacred  and  secular  ad- 
junct to  many  of  their  workaday 
activities  find  that  it  has  been 
priced  out  of  their  reach.  Beggars 
no  longer  can  be  assured  of  a 
handout  of  coca;  fewer  coca 
leaves  are  used  in  rituals;  and  not 
all  peasants  who  would  like  to 
chew  (in  a way  that  can  perhaps 
best  be  compared  to  a US  coffee- 
break  or  a UK  tea-time)  can  afford 
to  do  so  in  today’s  market. 

What  the  consequences  of  such 
a shortage  — at  the  very  source 
of  the  world’s  supply — may  mean 
in  the  long  run,  in  terms  of  nutri- 
tion, aggression,  and  ancient  cus- 
toms, I leave  to  others  to  predict. 
But  there  is  no  doubt  that  the  un- 
problematic traditional  uses  of 
coca  by  pre-industrial  Andean 
populations,  and  the  positive 
functions  such  usage  promotes, 
will  diminish  as  the  problematic 
uses  of  cocaine  by  industrial  pop- 
ulations elsewhere  increase. 
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Cocaine  in  Body  Fluids:  Analysis  and 
Interpretation  of  the  Drug  Abuse  Specimen 


Horace  F.  Martin,  PhD,  MD 


The  advent  of  thin-layer 
chromatography  and  gas 
chromatography  . . . made 
routine  analysis  possible, 
but  still  time  consuming  and 
labor  intensive. 


America  is  experiencing  its  sec- 
ond epidemic  of  cocaine  addic- 
tion in  this  century.  The  first  oc- 
curred at  the  turn  of  the  century. 
In  1906,  more  cocaine  per  capita 
was  consumed  than  the  usage  to- 
day. This  first  epidemic  was  suc- 
cessfully controlled  by  concerted 
governmental  activity  spear- 
headed by  the  Harrison  Narcotic 
Act.  Cocaine  addiction  was  nearly 
eradicated  in  America  for  40  years. 

For  a variety  of  social  and  moral 
reasons,  cocaine  addiction 
started  for  the  second  time  in  re- 
cent years. 

New  analytic  methods  for  the 
detection  of  cocaine  are  now  sen- 
sitive enough  to  detect  the  drug 
in  body  fluids.  Laboratory  per- 
formance of  these  new  methods 
are  evaluated  by  a new  federal 
agency,  the  National  Institute  of 
Drug  Abuse  (NIDA),  for  purposes 
of  accrediting  drug-testing  facili- 
ties. The  focus  for  control  has  a 
new  dimension,  the  identification 
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of  the  abuser  by  means  of  drug 
testing.  Because  the  Supreme 
Court  has  already  said  that  gov- 
ernment employees  must  submit 
to  a urine  test  if  they  wish  to  con- 
tinue to  be  employed,  many  more 
Americans  may  experience  intru- 
sion by  government  into  their  per- 
sonal lives. 

Cocaine:  Isolation  and  Structure 

An  Austrian  explorer.  Dr  Scher- 
zer,  brought  coca  leaves  to  Vi- 
enna from  South  America  in  1 859. 
Samples  were  sent  to  Fredrich 
Wohler,  professor  of  chemistry  at 
Gottingen.  He,  in  turn,  assigned 
the  isolation  of  the  alkaloid  to  Al- 
bert Niemann,  his  graduate  stu- 
dent. In  1860,  Niemann  extracted 
the  leaves  with  85%  alcohol  that 
had  been  acidified  with  2%  sul- 
furic acid.  The  extract  was  treated 
with  calcium  carbonate,  filtered 
and  then  neutralized  with  sulfuric 
acid.  The  alcohol  was  removed 
by  distillation.  The  syrupy  residue 
was  treated  with  water  to  separate 
resin,  and  then  precipitated  with 
sodium  carbonate.  The  solid  res- 
idue was  extracted  with  ether  and 
the  ether  removed  by  evapora- 
tion. The  cocaine  obtained  was 
in  the  form  of  colorless  crystals. 
This  method  of  extraction  re- 


sulted in  a low  yield  of  product 
due  to  hydrolysis  of  the  esters  in 
cocaine.  As  can  be  seen  in  the 
optimized  structure  (Figure  1)  co- 
caine consists  of  a seven-mem- 
bered  alophatic  ring  with  a three- 
membered  N-methyl  bridge,  with 
methanol  and  benzoyl  esters. 
After  hydrolysis,  cocaine  yields 
methanol,  benzoic  acid  and  ec- 
gonine.  Carl  Liebermann,  profes- 
sor of  chemistry  at  Berlin,  pre- 
pared cocaine  by  first  hydrolyzing 
the  cocaine  to  ecgonine  (Figure 
2).  This  was  followed  by  re-syn- 
thesis of  the  methyl  ester  by  bub- 
bling dry  hydrochloric  acid  into 
ecgonine  dissolved  in  methanol. 
This  ester  when  treated  with  ben- 
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Figure  1.  Cocaine  (Free  Gas  State) 


zoyl  chloride  yielded  cocaine 
from  the  ecgonine  methyl  ester 
(Figure  2).  The  yield,  by  the  re- 
synthesis procedure  was  about  1 
gram  of  cocaine  from  50  grams 
of  coca  leaves. 

Cocaine;  Select  Pharmacology 

When  100  mg  of  cocaine  is  ad- 
ministered intravenously,  by 
chewing,  by  intranasal  applica- 
tion or  inhaled  (as  free  base)  in 
a 70  kg  subject,  the  cocaine  hy- 
drolyzed nonenzymatically  to 
benzoylecgonine.  the  benzoylec- 
gonine  is  non-specifically  hydro- 
lyzed to  ecgonine  and  benzoic 
acid  by  pseudocholinesterase  in 
the  red  blood  cell.  These  are  the 
major  metabolites  found  in  the 
urine.  There  is  a minor  pathway 
that  involves  demethylation  of  the 
methyl  group  in  the  N-methyl 
bridge.  Consequently,  there  are 
three  demethylated  minor  metab- 
olites corresponding  to  the  ec- 
gonine, methyl  ecgonine  ester  and 
benzoyl  ecgonine  parent  com- 
pound. The  half-life  of  cocaine  in 
blood  is  about  one  hour  and  the 
volume  of  distribution  is  about  1.5 
liters/kg.  The  amounts  found  in 
urine  at  the  end  of  24  hours  are 
shown  in  Table  1.  The  earlier  an- 
alytical methods  for  investigating 
these  substances  in  the  urine  were 
dependent  on  physical  methods 
based  on  microscopy,  ultraviolet 
and  infra-red  spectroscopy.  Col- 
umn and  paper  chromatography 
were  the  choice  methods  for  sep- 
aration. 

Chewing  5g  of  Erythroxy- 
lon  coca  leaf  will  cause  20- 
50  mg  of  cocaine  to  be  in- 
gested, producing  a peak 
plasma  concentration  of 
about  0.1  mg! ml  in  about 
one  hour. 


Although  these  methods  were 
perfectly  adequate  for  studies  of 
urinary  excretion  and  cumulative 


toxicity  at  the  5 mg/ml  range,  they 
were  insensitive  for  pharmacoki- 
netic studies.  In  1951,  Woods, 
Cochin,  and  others  developed  a 
method  based  on  the  observation 
that  minute  amounts  of  organic 
amines  added  to  bromophenol 
blue  in  benzene  or  chloroben- 
zene produced  an  intense  yellow 
color  and  the  optical  density  was 
a linear  function  of  the  concen- 
tration of  the  amine.  The  general 
method  was  to  extract  the  amine 
from  the  fluid  with  a halogenated 
hydrocarbon,  filter  the  extract,  or 
by  use  of  a sucrose  column  to 
remove  the  excess  water  and 
other  interfering  materials  mixing 
the  filtrate  with  bromcresol  blue 
in  the  same  solvent  yielded  a de- 
tectable color.  Re-extraction  was 
used  to  concentrate  and  remove 
interfering  substances.  This 
method  enabled  detection  of 
concentrations  as  low  as  0.5  mg/ 
ml.  This  method,  while  suffi- 
ciently sensitive  and  specific,  was, 
however,  time-consuming  and 
impractical  for  mass  screening. 
The  advent  of  thin-layer  chroma- 
tography and  gas  chromatogra- 
phy utilizing  a nitrogen-sensitive 
detector  made  routine  analysis 
possible,  but  still  time-consum- 
ing and  labor  intensive.  Neverthe- 
less, these  methods  made  it 
possible  to  define  blood  concen- 


tration, metabolism,  excretion 
and  toxicity  of  cocaine  in  relation 
to  diverse  routes  of  administra- 
tion. 

Blood  Levels 

Chewing  5 g of  Erythroxylon  coca 
leaf  will  cause  20-50  mg  of  co- 
caine to  be  ingested,  producing 
a peak  plasma  concentration  of 
about  0.1  mg/ml  in  about  one 
hour.  If  the  average  70-kilo 
person  inspires  intranasally 
(“snorts”)  140  mg  of  cocaine,  the 
plasma  concentration  is  0.1-0.15 
mg/ml  at  the  end  of  one  hour.  The 
oral  route  results  in  a higher 
plasma  concentration  by  a factor 
of  2 when  compared  to  the  max- 
imum levels  achieved  by  the  in- 
tranasal route.  Either  route  takes 
about  one  hour  to  achieve  peak 
effect  and  elimination  occurs  at 
a rate  defined  by  a one  hour  half- 
life.  A 32  mg  bolus  results  in  a 
plasma  concentration  of  0.3  mg/ 
ml  in  5 minutes.  Nasal  topical  ap- 
plication of  100  mg  achieved 
plasma  concentrations  of  0.3  mg/ 
ml  in  one  hour.  In  this  study,  the 
rate  of  elimination  was  slower 
than  that  reported  previously,  and 
these  authors  reported  a half-life 
of  about  4 hours.  It  has  been  re- 
ported that  elimination  kinetics 
are  dose-dependent  in  the  range 
of  50-200  mg  per  single  dose.  Co- 
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Figure  2.  Hydrolysis 


caine  has  also  been  administered 
vaginally  and  caused  death  in  one 
case  reported  this  year.  Other 
routes  of  administration  are  intra- 
muscular, sublingual,  and  rectal. 

Chronic  abusers,  who  smoked 
cigarettes  containing  75  mg  of  co- 
caine, developed  plasma  concen- 
trations of  0.25  to  0.9  mg/ml. 
Herbal  tea  is  yet  another  mode  of 
ingestion;  but,  there  is  as  yet  no 
pharmacokinetic  data  on  this 
route.  “Free-base,”  the  purified 
street  nonhydrochloride,  ie,  the 
amine  free  base,  when  “snorted” 
has  a rapid  onset  of  action  oc- 
curring in  5-10  minutes  and  a du- 
ration of  action  of  about  one  hour. 

Toxicity 

Cocaine  is  brought  into  the  United 
States  illegally  from  South  Amer- 
ica, where  it  is  extracted  and  re- 
fined to  form  the  hydrochloride 
salt.  The  cocaine  is  “cut”  with 
mannitol,  lactose,  glucose,  or 
cornstarch.  The  most  common 
route  of  abuse  is  intranasal  or 
“snorting.” 

Overdosage  with  cocaine  is  rel- 
atively rare.  Cocaine  toxicity  is 
due  to  the  drug’s  ability  to  block 
catecholamine  uptake  at  adren- 
ergic nerve  endings.  The  lethal 
toxicological  sequence  due  to 
cocaine  overdose  often  is:  in- 
tense paranoia,  bizarre  and  vio- 
lent behavior,  hyperthermia,  and 
sudden  collapse  due  to  myocar- 


dial infarction,  ventricular  tachy- 
cardia, fibrillation,  or  alternately, 
cerebrovascular  accident.  Treat- 
ment is  possible.  For  example, 
one  patient  swallowed  5 gm  in  a 
packet;  the  convulsions  that  re- 
sulted responded  to  therapeutic 
intervention,  and  he  survived. 
Plasma  levels  were  reported  to 
have  reached  5.2  mg/ml.  While 
the  fatal  dose  in  man  has  been 
estimated  at  1 .2  gm  fatal  arrhyth- 
mia may  arise  following  much 
smaller  doses.  The  use  of  nitren- 
dipine, a calcium  channel 
blocker,  has  been  recommended 
for  control  of  arrhythmias  in  co- 
caine overdose.  Correction  of  aci- 
dosis helps  in  stabilizing  rhythm. 
Medical  Examiner  autopsy  stud- 
ies have  noted  evidence  of  co- 
caine-induced cardiotoxicity. 
Compared  to  a similar  size  cohort 
who  succumbed  to  trauma,  the 
cocaine-exposed  group  had  far 
more  myocarditis  (mononuclear 
infiltrates).  This  was  felt  to  be  re- 
lated to  microvacular  injury.  The 
prevalence  of  contraction  band 
necrosis,  which  had  previously 
been  reported  to  be  highly  asso- 
ciated with  cocaine  myocardial 
toxicity,  was  found  to  be  mainly 
associated  with  sudden  traumatic 
death,  rather  than  a direct  effect 
of  cocaine  on  the  heart.  In  fatal- 
ities, the  blood  concentrations 
have  been  reported  to  be  in  the 
range  of  0.5-20  mg/ml  per  kg  of 


brain,  liver,  and  kidney.  Urine  lev- 
els were  0.1-215  mg/ml. 

Mandatory  Drug  Screening 

Today,  33  government  agencies 
are  enlisted  in  the  war  on  drugs. 
NIDA,  the  leading  agency  for  drug 
abuse  research,  has  a mission  to 
“sponsor  and  conduct  research 
into  incidence  and  prevalence  of 
drug  abuse,  its  causes,  conse- 
quences and  approaches  to  pre- 
vention and  treatment.” 

NIDA,  one  of  three  research  in- 
stitutes in  the  Alcohol,  Drug  Abuse 
and  Mental  Health  Administra- 
tion, is  buried  deep  within  the  De- 
partment of  Health  and  Human 
Services  (DHHS).  “It’s  a fourth- 
level  bureaucracy  with  absolutely 
no  clout,”  says  Robert  Dupont,  a 
former  director  of  NIDA.  The 
White  House  Conference  on  a 
Drug  Free  America  reported  to  the 
President  that:  “NIDA  has  grown 
into  an  overly  bureaucratic  agency 
that  has  lost  sight  of  its  mission.” 

The  Current  Analytical  Methods 

The  analytical  sciences  have  pro- 
vided us  with  the  tools  to  meas- 
ure drugs  in  urine  in  the  work- 
place. The  new  tools  can  be 
classified  into  one-step  immu- 
noassay methods,  and  two-step 
assays.  The  one-step  assay  meth- 
ods are:  radioimmunoassay  (RIA), 
enzyme  multiplied  immunoassay 
technic  (EMIT),  and  fluorescence 
polarization  immunoassay  (FPIA). 
Two-step  assays  are  those  that 
have  two  operations  in  sequence. 
The  first  is  separation,  accom- 
plished by  gas  chromatography 
(GC)  or  high  pressure  liquid  chro- 
matography (HPLC).  Detection  is 
often  accomplished  within  the 
same  instrument  that  does  the 
separation;  however,  these  oper- 
ations can  be  done  in  separate 
instruments.  Compounds  sepa- 
rated by  gas  chromatography  can 
be  detected  either  by  a nitrogen- 
selective  detector,  electron  cap- 
ture or  by  mass  spectrometry. 
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The  one-step  methods  are 
based  on  immunological  princi- 
ples. All  three  methods:  RIA, 
EMIT,  and  FPIA,  have  as  their 
foundation  an  antibody  that  in- 
teracts reversibly  with  the  drug. 
In  the  case  of  radioimunoassay, 
detection  is  a function  of  radio- 
active particle  ionizations  counted 
by  a detector.  In  EMIT  methods, 
the  drug’s  attachment  to  the  pro- 
tein antibody  causes  an  enzyme 
to  become  activated  and  react 
with  substrate.  The  amount  of 
drug  is  proportional  to  either 
product  or  cofactor,  production 
or  consumption.  The  wonderful 
advantage  of  this  method  is  that 
by  investing  time,  there  is  in- 
creased analytical  sensitivity  of 
drug  detection.  FPIA  is  depend- 
ent on  the  angle  of  the  plane  of 
the  emitted  light  at  a specific  wave 
length.  A small,  free-tumbling 
molecule  fluoresces  (emits 
quanta)  in  all  possible  planes.  As 
a result,  light  is  not  polarized  in 
any  particular  plane.  But,  if  the 
molecule  is  large,  movements  are 
slow  and  lumbering.  After  exci- 
tation, the  molecule  has  0.1  of  a 
billionth  of  a second  to  return  to 
some  lower  state  by  fluores- 
cence. In  that  infinitesimally  small 
time,  the  large  lumbering  mole- 
cule can’t  change  its  position  and 
consequently  all  of  those  fluores- 
cent molecules  emit  their  quanta 
90  degrees  to  the  angle  of  their 
excitation.  When  it  is  said  that  the 
molecule  is  polarized,  many 
quanta  are  aligned  at  the  same 
angle  (plane). 

A drug,  conjugated  to  a fluo- 
rescent dye  and  subsequently  at- 
tached to  a large  protein,  results 
after  excitation  in  polarized  flu- 
orescence, this  being  propor- 
tional to  dmg  concentration.  \^at 
is  done  in  practice  is  to  label  an 
antibody  with  a fluorescent  dye. 
In  fact,  two  labelled  antibodies  are 
used,  one  with  the  fluorescent  in- 
dicator attached  and  the  other 
with  a quencher  of  fluorescence. 


Both  antibodies,  one  containing 
the  fluor  and  the  other  labelled 
by  the  quencher,  have  sites  for 
attachment  to  the  drug.  Conse- 
quently, when  a drug  is  present, 
the  fluor  and  the  quencher  are 
brought  together  thus  quenching 
the  polarized  light.  In  this  variant 
of  the  FPIA  assays,  the  amount  of 
polarized  fluorescent  light  is  in- 
versely proportional  to  the  amount 
of  drug. 

Current  Practice 

For  35  to  45  dollars  per  specimen, 
private  employers  can  now  con- 
tract with  commercial  laborato- 
ries, to  analyze  and  supply  a con- 
tainer, with  labels  ready  to 
document  the  chain  of  custody. 
Commercial  laboratories  supply 
a sealable  plastic  envelope  which 
is  closed  by  attaching  labels  that 
have  been  signed  by  the  sender 
and  the  receiver.  These  are  then 
forwarded  to  selected  commer- 
cial laboratories,  namely,  those 
laboratories  that  have  invested 
$17,300  for  NIDA  certification. 
Today,  more  than  50  such  labo- 
ratories exist. 

These  laboratories  will  screen 
the  specimen  by  the  rapid  im- 
munological one-step  method  for 
a limited  set  of  agents:  mari- 
huana, cocaine,  amphetamines 
and  opiates.  Interestingly,  most 
employers  do  not  test  for  alcohol 
either  in  preemployment  or  ran- 
dom testing. 

If  an  individual  challenges  the 
reported  results,  different  labo- 
ratories have  different  policies. 
For  example,  the  large  military 
laboratories  make  available  the 
specimen  for  retesting  by  an  in- 
dependent laboratory.  Commer- 
cial laboratories,  on  the  other 
hand,  will  retest  the  sample  them- 
selves, but  may  not  make  the 
specimen  available  for  retesting 
at  an  independent  laboratory. 

If  the  test  is  positive  for  cocaine 
at  levels  higher  than  the  chemical 
sensitivity  of  the  assay  (typically 


0.3  mg/ml),  that  specimen  will  be 
further  analyzed  by  gas-chroma- 
tography/mass spectrometry  (GC/ 
MS)  for  definitive  identification.  A 
definitive  test  is  necessary  be- 
cause the  immunological  one- 
step  tests  are  subject  to  cross- 
reactivity of  other  structurally 
similar  molecules  (eg,  drinking 
herbal  teas  result  in  false  posi- 
tive results  by  some  screening 
tests).  Mass  spectrometry  is  de- 
finitive because  it  fragments  the 
molecule  into  small  molecular 
units  that  have  a unique  pattern, 
with  very  high  probability  of  cor- 
rect chemical  identity. 

Overdosage  with  cocaine  is 
relatively  rare.  Cocaine 
toxicity  is  due  to  the  drug’s 
ability  to  block  catechol- 
amine uptake  at  adrenergic 
nerve  endings. 

Many  physicians  in  the  Rhode 
Island  community  maintain  a mi- 
nor practice  in  occupational 
medicine.  Such  physicians  may 
be  approached  by  an  employer  to 
formally  interpret  drug  screening 
results,  to  refer  employees  for 
counseling  and  detoxification, 
and  perhaps,  to  participate  in  their 
rehabilitation. 

Epidemiologic  Considerations 

Given  that  the  prevalence  of  co- 
caine abuse  in  a screened  pop- 
ulation is  3%,  and  that  the  epi- 
demiological sensitivity  and 
specificity  are  both  95%,  it  has 
been  estimated  that  the  chance 
that  a true  positive  exists  among 
the  entire  population  of  positive 
tests  is  only  35%.  This  means, 
after  retesting  there  is  only  one 
chance  in  three  that  this  positive 
result  for  cocaine  will  remain 
positive.  The  major  reason  for  this 
low  significance  of  a positive  re- 
sult is  due  to  the  low  prevalence. 
A secondary  reason  is  that  there 
are  interfering  substances  that  will 
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Table  1 The  Major  Metabolites  of  Cocaine  in  Urine  at  end  of  24  Hours 

Metabolite 

Time  (Hours) 

Excreted 

Maximum 

Disappears 

Cocaine 

1-9 

1 

12 

Benzoylecgonine 

35-54 

4-8 

48-72 

Ecgonine  methyl  ester 

32-49 

0-8 

24-48 

effect  the  analysis.  Urine  is  a very 
complex  media  and  the  ordinary 
constituents  of  urine  greatly  af- 
fect the  screening  result  of  the  im- 
munological methods.  Some  sub- 
stances in  concentrations  greater 
than  100  mg/ml  will  cross-react 
with  the  screening  immunoassay. 
These  assays  have  a chemical 
sensitivity  of  0.3  mg/ml.  The  typ- 
ical FPIA  assay  has  a cross-reac- 
tivity of  2%  between  the  cocaine 
and  the  ecogonine  methyl  ester. 
Another  factor  that  clouds  the 
interpretation  is  variable  rates  of 
elimination. 

NIDA  . . . has  a mission  to 
**sponsor  and  conduct  re- 
search into  incidence  and 
prevalence  of  drug  abuse, 
its  causes,  consequences 
and  approaches  to  preven- 
tion  and  treatment.** 

The  duration  of  detection  is  two 
days  for  cocaine  and  up  to  three 
days  for  the  cocaine  metabolites. 
A clinical  axiom  has  evolved  that 
the  presence  of  benzoylecgonine 
in  the  urine  proves  that  cocaine 
use  has  occurred  within  the  past 
two-three  days.  This  axiom  like 
other  generalities  is  limited.  The 
rule  was  developed  from  experi- 
mental, one-time,  low-dose  ex- 
posures, but  in  the  addicted  in- 
dividual, who  has  been  using 
gram  amounts  of  cocaine  per  day, 
benzoylecgonine  can  be  detected 
for  10  to  20  days  after  cessation 
of  cocaine  abuse.  Diseases,  re- 
lated or  unrelated  to  drug  abuse, 
may  modify  rates  of  cocaine  me- 
tabolism. Multiple  drug  addic- 


tions (eg,  valium  and  cocaine) 
will  also  modify  elimination  half- 
life.  Therefore,  finding  a positive 
result  in  a chronically  addicted 
individual  5 or  10  days  after  the 
first  result  is  the  rule  and  not  the 
exception. 

Correct  interpretation  becomes 
exceedingly  difficult.  When  the 
United  States  Navy  began  its  drug 
testing  program  in  1981,  the  Oak- 
land laboratory  was  swamped  and 
quality  control  was  neglected, 
with  the  result  that  the  Navy  had 
to  reverse  all  positive  findings  for 
the  period  that  it  failed  to  docu- 
ment quality  control.  Today,  that 
facility  invests  20%  of  its  cost  of 
operation  on  quality  control  and 
has  contracted  with  an  independ- 
ent group  to  inspect  that  labora- 
tory every  two  months.  The  Fed- 
eral Aviation  Administration  had 
trouble  with  the  toxicology  labo- 
ratory at  the  Civil  Aeromedical  In- 
stitute in  Oklahoma  City,  and  the 
laboratory  was  disbanded  for  in- 
competence. 

In  the  end,  a physician  must 
provide  the  final  diagnosis. 
It  will  be  a clinical  synthesis 
of  all  the  facts  in  the  his- 
tory, the  social  setting  and 
the  laboratory  data. 

In  the  end,  a physician  must 
provide  the  final  diagnosis.  It  will 
be  a clinical  synthesis  of  all  the 
facts  in  the  history,  the  social  set- 
ting and  the  laboratory  data.  The 
diagnosis  of  impaired  function 
secondary  to  cocaine  abuse  will 
be  based  on  the  correlation  of  the 
extent  of  impairment  with  the  drug 


level  (if  available)  and  the  pattern 
of  drug  abuse.  Impairment  is  the 
key  and  that  is  what  the  physician 
will  have  to  attest  to,  in  order  to 
prevent  harm  to  the  employee, 
himself,  his  coworkers,  or  other 
members  of  society. 

State  agencies  need  the  physi- 
cian’s certification  of  addiction/ 
impairment  to  authorize  health 
care  payments  for  treatment  and 
rehabilitation. 

In  summary,  the  presence  of  a 
drug  in  the  urine  is  simply  proof 
of  past  ingestion.  The  issue  is  im- 
pairment in  the  workplace,  which 
chemical  tests  alone  cannot 
measure. 
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Cocaine  Use  During  Pregnancy 


Donald  R.  Coustan,  MD 
Stephen  R.  Carr,  MD 


A recent,  statewide,  anon- 
ymous survey  . . . revealed 
. . . that  one  of  every  40 
neonates  born  in  Rhode  Is- 
land has  been  exposed  to 
cocaine  1-3  days  before  la- 
bor. 


The  epidemic  of  substance  abuse 
has  particular  poignancy  when  the 
abusers  are  pregnant  women  who 
indirectly  harm  their  developing 
fetuses.  A recent  statewide  anon- 
ymous survey  of  all  laboring 
women  admitted  to  hospitals 
(Hollinshead,  WH,  et  al:  State- 
wide Prevalence  of  Illicit  Drug  Use 
by  Pregnant  Women  — Rhode  Is- 
land. MMWR  39:225-227,  1990) 
revealed  the  presence  of  cocaine 
or  its  metabolites  in  the  urine  of 
2.5%,  meaning  that  1 of  every  40 
neonates  born  in  Rhode  Island 
has  been  exposed  to  cocaine  1-3 
days  before  labor.  This  article 
outlines  effects  of  cocaine  on 
mother  and  fetus,  and  suggests 
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ways  to  manage  such  problems. 

Pharmacology 

Details  of  the  pharmacology  of 
cocaine  have  been  covered  else- 
where in  this,  and  a previous  is- 
sue, of  the  Rhode  Island  Medical 
Journal.  However,  to  understand 
how  cocaine  affects  pregnancy, 
we  must  review  the  mechanism 
by  which  this  substance,  previ- 
ously considered  to  be  innocu- 
ous, damages  the  fetoplacental 
unit.  Increased  concentrations  of 
the  neurotransmitters  norepi- 
nephrine and  dopamine  at  recep- 
tor sites  may  result  in  vaso- 
constriction, hypertension, 
myocardial  irritability,  and  in 
some  cases,  seizures.  Studies  on 
pregnant  ewes'  ^ have  demon- 
strated maternal  vasoconstric- 
tion, decreased  uterine  blood 
flow,  maternal  and  fetal  hyperten- 
sion, and  fetal  hypoxemia  due  to 
impaired  oxygen  transfer.  Co- 
caine, of  low  molecular  weight 
and  high  lipid  and  water  solubil- 
ity, is  easily  transported  across  the 
placenta  and  may,  in  fact,  accu- 
mulate in  the  fetus. 

Crack  cocaine  — an  inexpen- 
sive easily  portable,  highly  potent 
substance  — is  now  widely  used. 
Crack  ingestion,  usually  by  smok- 
ing, quickly  raises  blood  cocaine 
levels  because  of  rich  pulmonary 


circulation;  the  “high”  is  sudden 
and  severe,  as  are  the  potential 
side  effects.  The  effect  is  short- 
lived, leading  to  a desire  to  ingest 
more  and  more  to  maintain  the 
high.  Thus,  effects  on  the  fetus 
tend  to  be  more  severe  with  crack 
than  with  other  forms  of  cocaine. 

Effects  on  the  Mother 

The  same  complications  which 
may  occur  in  nonpregnant  co- 
caine users  can  be  expected  to 
happen  in  pregnant  women.  Thus, 
acute  myocardial  infarction,  car- 
diac arrhythmia,  subarachnoid 
hemorrhage,  stroke,  rupture  of  the 
aorta,  bowel  ischemia  all  are  pos- 
sible.'^ In  fact,  two  cases  of  co- 
caine-associated maternal  intra- 
cerebral hemorrhage  during 
pregnancy  and  the  postpartum 
period  have  recently  been  re- 
ported.''-^ 

Effects  on  the  Pregnancy 

Interest  in  cocaine’s  effect  on 
pregnancy  first  surfaced  in  1983 
when  Acker  and  coauthors®  re- 
ported two  cases  of  abruptio  pla- 
centae occurring  within  a few 
hours  after  pregnant  mothers  took 
cocaine,  one  by  needle  and  the 
other  by  “snorting.”  Additional 
case  reports  over  the  next  few 
years  suggested  that  an  associa- 
tion might  be  real.  Among  the  nine 
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series  published  to  date,  in  which 
an  association  between  cocaine 
use  and  abruptio  placentae  has 
been  sought,  six^  have  con- 
firmed this  complication.  In  the 
three'^'^  which  failed  to  confirm 
the  association,  the  trend  failed 
to  reach  statistical  significance. 

Therefore,  it  is  extremely  likely 

Cocaine,  of  low  molecular 
weight  and  high  lipid  and 
water  solubility,  is  easily 
transported  across  the  pla- 
centa and  may,  in  fact,  ac- 
cumulate in  the  fetus. 

that  cocaine  use  during  preg- 
nancy can  cause  abruptio  placen- 
tae, a life-threatening  complica- 
tion for  both  mother  and  fetus. 
The  mechanism  postulated  for 
this  association  is  decreased  pla- 
cental perfusion  related  to  co- 
caine-induced vasoconstriction. 
Cocaine-induced  hypertension 
may  also  play  a role.  One  recent 
study"  has  suggested  that  abrup- 
tio placentae  is  more  likely  even 
among  women  who  used  cocaine 
only  during  the  first  trimester  of 
pregnancy,  raising  the  possibility 
that  placental  damage  having  oc- 
curred with  early  cocaine  expo- 
sure may  predispose  toward 
abruptio  later  on. 

Preterm  labor  and  preterm  de- 
livery occur  with  increased  fre- 
quency among  cocaine-using 
mothers,^"’’  a problem  which 
may  again  be  ascribed  to  de- 
creased uterine  blood  flow.  In  40 
consecutive  admissions  for  pre- 
term labor  to  Women  and  Infants 
Hospital  of  Rhode  Island  recently 
reviewed  (M.  Pandiscio,  unpub- 
lished data),  cocaine  or  its  me- 
tabolites were  present  in  the  ur- 
ine of  13/40  (32%)  mothers.  Two 
studies  have  failed  to  demon- 
strate an  association  between  co- 
caine use  and  cesarean  sec- 
tion,and  an  association  with 
pregnancy-induced  hypertension 


seems  possible'*^  but  not  defi- 
nite.Finally,  of  four  series  in 
which  an  association  was  sought, 
three  showed  increases  in  spon- 
taneous abortion  rates  among  co- 
caine users. " 

In  sum,  cocaine  use  in  preg- 
nancy appears  to  be  associated 
with  increases  in  abruptio  pla- 
centae, preterm  labor  and  deliv- 
ery, spontaneous  abortion,  and 
possibly  pregnancy-induced  hy- 
pertension. 

Effects  on  the  Fetus  and 
Neonate 

Vasoconstriction  with  resultant 
decreased  perfusion  of  the  uterus 
might  be  expected  to  restrict  nu- 
trients to  the  fetus.  Indeed,  intra- 
uterine growth  retardation  has 
been  demonstrated  in  offspring 
of  cocaine-using  pregnant  women 
in  almost  every  study  where  it  was 

SOUght.8’  '5.  >8-'9 

Anecdotally,  neonatal 
nurses  report  that  these  ba- 
bies are  **difficult  to  com- 
fort,** and  tend  not  to  in- 
teract with  their  environ- 
ment and  caregivers. 

Since  cocaine  readily  crosses 
the  placenta,  direct  fetal  effects 
might  be  expected.  At  least  one 
investigator  has  documented  a 
case  of  cerebral  infarction  occur- 
ring in  utero}^  It  might  be  antic- 
ipated that  vascular  compromise 
secondary  to  cocaine  exposure 
during  early  gestation,  the  time  of 
organogenesis,  would  cause  birth 
defects.  To  date,  six  studies  have 
sought  such  an  association,*’ '*■ 
16, 21-22  three*’  '*’  have  sup- 
ported the  possibility.  However, 
to  establish  a causal  relationship 
between  the  ingestion  of  any  sub- 
stance and  congenital  anomalies 
is  very  difficult;  confounding  var- 
iables (such  as  polydrug  abuse  or 
lifestyle  differences)  make  inter- 
pretation problematic.  Therefore, 
a link  between  cocaine  and  birth 


defects  must  be  considered  ten- 
uous at  best  at  present. 

Investigations  of  long  term  ef- 
fects of  in  utero  cocaine  exposure 
on  childhood  behavior  and  men- 
tal/motor performance  are  just 
beginning  to  be  reported.  Anec- 
dotally, neonatal  nurses  report 
that  these  babies  are  “difficult  to 
comfort,”  and  tend  not  to  interact 
with  their  environment  and  care- 
givers. Signs  of  possible  with- 
drawal have  been  reported  in  co- 
caine-exposed neonates."  '*’ 2* 
Two  studies  have  reported  that 
cocaine-exposed  neonates  are  ir- 
ritable, tremulous,  and  show  poor 
organizational  responses  to  their 
environment*’  and  others  have 
reported  long  lasting  abnormali- 
ties of  the  electroencephalogram^* 
and  visual  evoked  potential.  Some 
abnormalities  in  cocaine-ex- 
posed infants  have  been  dem- 
onstrated through  the  first  four 
months  of  life.**  It  is  tempting  to 
speculate  that  these  problems  in 
organization  and  interaction  with 
the  environment  may  tend  to  harm 
parent-infant  bondings  making 
child  abuse  and  neglect  more 
likely  among  these  youngsters. 
This  is  particularly  worrisome 
when  one  considers  the  hectic 
lifestyle  of  the  cocaine-abusing 
parent,  whose  energies  are  con- 
sumed by  the  ever  increasing 
need  to  procure  drugs,  leaving  lit- 
tle time  or  attention  for  childrear- 
ing responsibilities. 

Other  Considerations 

Most  cocaine  users  do  not  limit 
themselves  to  use  of  one  sub- 
stance. Tobacco  and  alcohol  must 
be  considered  “gateway  sub- 
stances” for  cocaine  and  other 
drugs  of  abuse,  and  cocaine  users 
often  use  not  only  these  together, 
but  also  others  such  as  mari- 
juana, opiates,  tranquilizers,  am- 
phetamines and  barbiturates. 
Thus,  adverse  effects  on  the  fetus 
may  be  compounded  by  maternal 
lifestyles  or  polysubstance  use. 
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Nor  are  the  mothers  who  abuse 
drugs  the  only  problem.  It  is  com- 
mon for  male  sexual  partners  to 
be  using,  and  often  peddling, 
drugs,  increasing  the  pressure  on 
pregnant  women  to  participate. 
Thus  drug  abuse  in  pregnancy 
must  be  viewed  as  a family  dis- 
order, and  not  an  isolated  indi- 
vidual problem. 

Treatment 

Options  for  treatment  of  cocaine 
abuse  during  pregnancy  are  cur- 
rently limited.  There  is  no  chem- 
ical treatment  for  cocaine  users 
similar  to  methadone  for  heroin 
addicts,  which  would  satisfy  the 
cocaine  addict’s  compulsion  to 
seek  and  ingest  more  cocaine. 
Since  the  environment  of  the  co- 
caine user  is  an  important  part  of 
the  problem,  most  successful 
treatment  approaches  remove  the 
individual  from  the  destructive 
environment  — either  by  inpa- 
tient detoxification  or  by  group- 
living arrangements.  Such  ap- 
proaches are  expensive  and  usu- 
ally crowded.  Current  federal, 
state  and  local  initiatives  can  best 
deal  with  the  drug  abuse  by  in- 
creasing treatment  opportunities, 
particularly  for  pregnant  women 
and  mothers  of  infants. 

We  believe  a punitive  ap- 
proach to  addiction,  imposing 
criminal  penalties  for  use  during 
pregnancy,  is  destined  to  fail. 
While  placing  cocaine-using 
mothers  in  jail  satisfies  a public 
sense  of  order  in  our  society,  it 
promises  little  to  decrease  prob- 
lems of  the  fetus  and  neonate.  Ex- 
perience has  shown  that  the 
mothers  continue  to  seek  sub- 
stances while  incarcerated,  and 
that  habitual  users  shun  prenatal 
care  for  fear  of  arrest.  One  pow- 
erful threat  to  pregnancy  is  absent 
or  delayed  prenatal  care,  and 
substance  abusers  already  are  the 
most  frequently  encountered  un- 
registered patients  on  our  deliv- 
ery floors.  Nonpunitive  ap- 


proaches, including  the  offering 
of  treatment  options  to  pregnant 
women  with  cocaine  and  other 
substance  problems,  is  much 
more  likely  to  be  effective.  Every 
prenatal  care  provider  should  take 
a thorough  substance  (including 
alcohol)  history,  and  offer  treat- 
ment to  those  women  so  identi- 
fied. 

Prevention 

Emphasis  here  is  on  the  addicted 
mother  yet  acute  perinatal  com- 
plications can  occur  when  a preg- 
nant woman  first  tries  cocaine  or 
uses  it  only  occasionally.  In  ad- 
dition, all  addicts  start  out  as  oc- 
casional users.  Therefore,  pre- 
vention must  be  considered  vital 
to  treatment. 

The  key  to  prevention  is  ed- 
ucation. Programs  in  health 
care  facilities,  schools,  and 
the  media  must  inform 
women  who  are  not  yet 
pregnant  about  cocaine  and 
other  substance  risks  dur- 
ing pregnancy. 

The  key  to  prevention  is  edu- 
cation. Programs  in  health  care 
facilities,  schools,  and  the  media 
must  inform  women  who  are  not 
yet  pregnant  about  cocaine  and 
other  substance  risks  during 
pregnancy.  While  the  “hard  core” 
cocaine  user  is  less  likely  to  re- 
spond to  such  efforts,  the  large 
number  of  “occasional”  or  “po- 
tential” users  may  avoid  endan- 
gering their  unborn  children.  Just 
as  the  use  of  over-the-counter 
drugs,  tobacco  and  alcohol  dur- 
ing pregnancy  seems  to  have  di- 
minished thanks  to  educational 
efforts  in  recent  years,  we  must 
hope  that  the  same  will  be  true 
of  cocaine  and  other  illicit  sub- 
stances. 
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ERRATUM 

The  author,  Alan  A.  Wartenberg, 
MD,  of  the  paper,  “Detoxification 
of  the  Chemically  Dependent  Pa- 
tient,” Rhode  Island  Medical 
Journal,  December  1989,  Vol  72, 
wishes  to  correct  two  dosage  fig- 
ures appearing  in  Table  2 — Hyp- 
nosedative  Drugs  on  page  454  of 
that  same  issue.  The  equivalent 
dose  for  Chlordiazepoxide  should 
be  25  mg  instead  of  10  mg.  The 
equivalent  dose  for  Clorazepate 
should  be  3.75  mg  instead  of  7.5 
mg. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Adolescent  Substance  Use  and 

The  Role  of  the  Primary  Care  Provider 

Suzanne  Riggs,  MD 
Anthony  J.  Alario,  MD 


A disturbing  current  trend 
is  that  children  are  begin- 
ning drug  use  at  an  earlier 
age. 


Magnitude  of  the  Problem 

In  past  decades,  American  teen- 
agers often  experimented  with 
“legal”  substances  such  as  alco- 
hol and  cigarettes  but  rarely  used 
illicit  drugs.  By  1985,  however, 
61%  of  high  school  seniors  ad- 
mitted to  at  least  experimental  use 
of  illicit  drugs.  The  number  of  ad- 
olescents who  use  “legal”  drugs 
has  also  risen.  About  two-thirds 
now  use  alcohol  and  one-third 
smoke  cigarettes  on  a regular  ba- 
sis (Fig  1).’ 

Marijuana  is  the  most  widely 
used  illicit  drug  among  young 
people  although  stimulants  (such 
as  amphetamines  and  cocaine) 
are  also  popular.  While  adoles- 
cent cocaine  use  is  widely  pub- 
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licized,  amphetamine  and  inhal- 
ant drug  use  are  also  prevalent. 

A disturbing  current  trend  is  that 
children  are  beginning  drug  use 
at  an  earlier  age.  In  1986  almost 
one-half  of  high  school  seniors 
reported  using  an  illicit  sub- 
stance by  the  10th  grade,  com- 
pared to  one-third  in  1975.^  It  is 
noteworthy  that  school  drop-outs 
are  not  included  in  these  use  data. 

Longitudinal  studies  suggest 
that  drug  use  follows  a predict- 
able sequence.^  If  a person  uses 
one  drug,  he  is  more  likely  to  use 
other  drugs.  Teenagers  usually 
begin  with  the  “gateway”  legal 
drugs,  alcohol  or  tobacco,  prog- 
ress to  marijuana,  and  may  even- 
tually go  on  to  use  other  illicit 
drugs  or  combinations  of  drugs. 
About  50%  of  those  who  try  mar- 
ijuana eventually  progress  to  more 
potent  psychoactive  drugs.  Few 
cocaine  and  heroin  users  have  not 
previously  used  alcohol,  tobacco 
and/or  marijuana.  For  young 
women,  smoking  cigarettes  at  an 
early  age  seems  important  in  sub- 
sequent involvement  in  drug  use. 
For  young  men,  marijuana  use  is 
a strong  predictor  of  greater  drug 
involvement.'' 

Whether  and  when  youngsters 
progress  to  other  drugs  is  quite 
variable.  Some  adolescents  prog- 


ress rapidly  to  a wide  variety  of 
drugs,  others  use  a given  sub- 
stance a few  times  and  then  quit. 
For  the  most  part,  those  who  have 
not  begun  to  experiment  with  al- 
cohol, cigarettes,  and  illicit  drugs 
before  the  ages  of  18  to  21  are 
unlikely  to  do  so.  By  the  age  of 
21,  the  proportion  of  those  who 
use  illicit  drugs  usually  de- 
creases. 

Cocaine,  however,  shows  a 
striking  exception  to  these  pat- 
terns. In  1986,  its  use  among  teen- 
agers was  at  an  all-time  high. 
About  17%  of  high  school  seniors 
questioned  in  the  National  Drug 
Survey  reported  having  used  co- 
caine at  some  time.  12%  reported 
using  cocaine  in  the  past  year; 
6.7%  reported  using  cocaine  in 
the  past  30  days.  Daily  use  of  co- 
caine among  high  school  seniors 
doubled  from  1983  (0.2%)  to  1986 
(0.4%). 2 Longitudinal  studies 
tracking  teenagers  into  their  20s 
indicated  that  the  frequency  of 
cocaine  use  increases  with  each 
successive  year  after  high  school 
graduation  and  continues  into 
early  adulthood. ^ There  is  some 
recent  evidence,  however,  to  sug- 
gest that  a gradual  decline  in  fre- 
quent cocaine  use  among  ado- 
lescents and  young  adults  has 
finally  begun.' 
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Experimental  vs.  Regular  Use: 
Four  Phases  of  Chemical 
Dependency 

Most  adolescents  use  drugs  with 
their  peers  in  social  settings,  often 
supplied  and  invited  by  friends  “to 
see  what  happens”  or  to  “learn 
about  being  high.”  Many  young- 
sters experiment  with  cigarettes, 
alcohol,  or  marijuana  and  never 
go  on  to  use  these  substances 
again.  Some  adolescents,  how- 
ever, continue  experimental  use 
until  “the  high”  attracts  them  to 
begin  seeking  their  own  supply  of 
drugs  to  share  at  social  occasions 
and  to  use  alone.  During  this 
phase,  the  teenager  learns  which 
drugs  offer  which  effects  while 
seeking  mood  changes  through 
drug  use  — perhaps  as  a means 
of  self-medicating  for  adolescent 
anxieties  and/or  depression.  Or- 
dinarily, youngsters  who  actively 
seek,  buy  and  use  their  own  drugs 
or  alcohol  prefer  a “user”  peer 
group.  “Straight”  friends  are  left 
behind. 

Ordinarily,  youngsters 
who  actively  seek,  buy  and 
use  their  own  drugs  or  al- 
cohol prefer  a **user**  peer 
group.  ** Straight”  friends 
are  left  behind. 


Eventually,  drugs  become  cru- 
cial for  coping  and  coping  seems 
impossible  or  difficult  without 
drugs  to  modulate  emotional 
stresses.  The  user  becomes 
preoccupied  with  thoughts  about 
the  “next  high.”  Finally,  use  be- 
comes compulsive,  the  high  is  no 
longer  euphoric  and  drug  use  be- 
comes a way  to  prevent  the  un- 
pleasant effects  of  withdrawal. 
This  last  stage  is  rarely  seen  in 
adolescents. 

Risk  Markers  for  Problem 
Drug  or  Alcohol  Use 

Pioneering  work  by  Jessor  has 
identified  factors  that  increase  the 


likelihood  of  drug  abuse,  delin- 
quency and  other  behavior  prob- 
lems during  adolescence.'^  These 
factors  include  a family  history  of 
alcoholism,  exaggerated  family 
dysfunction,  and  poor  family 
management  practices  with  in- 
consistent rules  for  behavior  and 
inconsistent  reactions  to  the 
child’s  behavior.  Early  antisocial 
behavior  and  childhood  conduct 
disorders  with  aggression,  hyper- 
activity, inattentiveness,  impul- 
siveness, and  defiant  acting  out 
also  have  been  related  to  later 
teenage  drug  use. 

In  general,  youngsters  at  risk 
are  those  who  underachieve  in 
mid  to  late  elementary  school  and 
place  little  value  on  education. 
Belonging  to  a drug-using  peer 
group  is  a major  contributing  fac- 
tor for  teen  drug  use.  Youngsters 
who  are  tolerant  of  deviant  or  an- 
tisocial behavior,  are  alienated, 
or  do  not  place  any  value  on  re- 
ligion, are  also  at  special  risk  for 
using  drugs.  Adolescents  with 
early,  promiscuous  sexual  activ- 
ity or  eating  disorders  — espe- 
cially bulimia,  are  also  poten- 
tially likely  to  be  substance 
users.^  *^'^  In  addition,  we  have 
found  that  adolescents  with  a 
prior  history  of  physical  abuse  are 
at  a substantially  increased  risk 
for  drug  use  compared  to  nona- 
bused  peers.® 

Role  of  the  Primary  Care 
Provider 

The  vast  majority  of  teenagers  in 
the  United  States  who  have  used 
drugs  do  so  by  the  time  they  reach 
the  12th  grade.  Therefore,  it  is  im- 
perative that  providers  of  health 
care  to  children  and  adolescents 
become  comfortable  in  evaluat- 
ing their  patients  for  substance- 
use.  At  the  very  least,  physicians 
should  be  able  to  identify  the  ad- 
olescent with  a significant  sub- 
stance-use problem.  Providers 
must  also  recognize  the  need  to 
screen  for  substance-use  by  di- 


rect questioning  when  chronic 
complaints  of  frequent  injuries, 
fatigue,  abdominal  pain,  chest 
pain,  headaches,  coughing  and 
sore  throat  present.  In  general,  a 
standard  physical  exam,  routine 
laboratory  tests  and  the  “toxic 
screen”  will  not  be  helpful  for  di- 
agnosing adolescent  substance 
use  during  an  office  visit.  The  time 
necessary  to  perform  a compre- 
hensive evaluation  and  provide 
education,  particularly  related  to 
substance-use,  is  substantial. 
Therefore,  health  professionals 
should  schedule  additional  time 
to  explore  this  important  area,  es- 
pecially when  routine  visits  are 
infrequent  as  in  the  adolescent 
years. 

. . . identified  factors  that 
increase  the  likelihood  of 
drug  abuse  . . . include  a 
family  history  of  alcohol- 
ism, exaggerated  family 
dysfunction,  and  poor  fam- 
ily management  practices 
with  inconsistent  rules  for 
behavior. 


The  adolescent  should  be  in- 
terviewed in  private,  to  reassure 
the  patient  that  the  discussion  is 
confidential  and  that  any  infor- 
mation discussed  will  not,  under 
most  circumstances,  be  made 
available  to  his/her  parents  with- 
out permission.  The  physician 
should  let  teenagers  know  that  he 
genuinely  cares  about  them,  and 
that  knowing  details  about  their 
life  style  and  habits  helps  provide 
better  medical  care.  This  ap- 
proach places  the  topic  of  sub- 
stance use  in  the  context  of  con- 
cern for  the  patient’s  health:  “I 
would  like  to  know  a little  about 
you,  and  about  what  you  do  in 
this  regard,  because  it  is  impor- 
tant to  your  health.”  It  is  also  im- 
portant to  be  non-judgmental  and 
to  introduce  the  topic  of  drug  and 
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alcohol  use  in  a non-threatening 
way:  “1  know  a lot  of  kids  your 
age  use  drugs  and  alcohol,”  or 
“Most  teens  1 know  wonder  if 
smoking  marijuana  interferes  with 
good  driving  judgment  the  way 
that  beer,  wine  and  liquor  does.” 
Following  some  general  discus- 
sion, it  is  important  to  assess  the 
risk  for  drug  and  alcohol  use  in 
a very  firm  and  direct  way. 

During  the  interview,  a teen- 
ager who  feels  that  his  substance- 
use  is  in  danger  of  discovery  will 
resort  to  defenses  to  protect  or 
deny  problems.  The  interviewer 
should  recognize  these  protective 
strategies,  acknowledge  their  ex- 
istence, and  return  to  the  inter- 
view. The  frightened  and  angry 
adolescent,  for  example,  may  re- 
sist in  engaging  in  the  interview 
by  refusing  to  answer  any  ques- 
tions. By  responding  in  a warm 
and  empathetic  way  (“You  seem 
quite  upset  about  being  here  to- 
day, I can  understand  your  not 
wanting  to  come”)  the  inter- 
viewer can  gain  respect  and  ac- 
knowledge that  the  adolescent  is 
in  fact  uncomfortable.  It  will 
sometimes  be  necessary  to  ques- 
tion any  factual  misinformation 
as  well  as  to  let  the  patient  know 
when  you  notice  inconsistencies 
in  the  history.  It  is  often  necessary 
to  gain  a general  understanding 
of  the  social  environment  of  the 
adolescent.  In  this  regard,  family 
and  peer  relationships  are  ex- 
plored as  well  as  areas  of  school 
performance,  leisure  activities, 
and  a general  assessment  of  the 
patient’s  self  esteem. 

Based  on  currently  available 
data,  we  have  identified  five  ques- 
tions which  could  be  used  in 
“screening”  adolescent  patients 
for  risk  of  substance  use.  The 
questions  have  the  acronym 
“RAFFT.”9 

1.  Do  you  drink  or  use  drugs 
to  RELAX,  feel  better  about 
yourself,  or  to  fit  in? 


2.  Do  you  ever  use  drugs  when 
you  are  by  yourself  or 
ALONE? 

3.  Do  you  or  any  of  your  clos- 
est FRIENDS  drink  or  use 
drugs? 

4.  Does  a close  FAMILY  mem- 
ber have  a problem  with  al- 
cohol or  drug  use? 

5.  Have  you  ever  gotten  into 
TROUBLE  from  drinking  or 
drug  use  (ie,  skipping 
school,  bad  grades,  trouble 
with  the  law  or  parents)? 

For  those  patients  who  answer 
“no”  to  all  of  the  questions  on  the 
RAFFT,  it  is  important  to  deter- 
mine the  potential  for  use  by  ask- 
ing questions  such  as  “Have  you 
ever  been  tempted  to  try  alcohol 
or  drugs  because  of  your  friends?” 
or  “If  your  friends  offer  you  al- 
cohol or  drugs,  would  you  try 
them?”  “Why  or  why  not?”  The 
physician  should  express  con- 
cern about  health  problems  re- 
lated to  alcohol  and  drug  use,  and 
allow  patients  to  describe  their 
understanding  of  the  problems. 
In  addition,  it  might  be  necessary 
to  correct  any  misunderstand- 
ings, and  to  provide  valid  facts 
about  substance  use  either 
through  conversation  or  by 
printed  material  such  as  pam- 
phlets in  the  waiting  or  exam 
rooms.  The  health  provider 
should  reinforce  any  positive  at- 
titudes expressed  by  the  patient 
regarding  the  avoidance  of  alco- 
hol or  drugs,  and  suggest  addi- 
tional strategies  for  avoiding  drug 
use. 

A positive  answer  to  any  of  the 
RAFFT  questions  may  indicate  a 
potential  for  a serious  problem. 
In  this  situation,  asking  for  further 
details  may  pave  the  way  to  al- 
lowing patients  to  communicate 
concern.  For  example,  subse- 
quent questions  may  include  the 
following:  “Do  you  drink  regu- 
larly?” “About  how  often?”  or  “Do 
you  ever  drink  specifically  to 


‘pass-out’?”  The  context  in  which 
the  drug  use  occurs  can  offer 
clues  to  treatment  approaches. 
Does  the  use  occur  at  social  func- 
tions with  friends,  or  when  they 
are  alone?  Some  assessment  of 
dependence  is  important:  “Do 
your  social  activities  always  in- 
volve alcohol  or  drug  use?”  “Do 
you  buy  your  own  alcohol  or 
drugs?”  Finally,  information  about 
the  psychosocial  consequences 
of  substance  use  should  be  ob- 
tained. “Have  you  gotten  into 
trouble  because  of  drugs?”  “Do 
your  parents  suspect  that  you 
drink  or  take  drugs?” 

If  a person  uses  one  drug, 
he  is  more  likely  to  use  other 
drugs.  Teenagers  usually 
begin  with  the  **gateway** 
legal  drugs,  alcohol  or  to- 
bacco, progress  to  mari- 
juana, and  may  eventually 
go  on  to  use  other  illicit 
drugs  or  combinations  of 
drugs. 


Table  1 provides  guidelines  for 
the  primary  care  physician  in  de- 
ciding when  to  personally  man- 
age or  to  refer  the  adolescent  who 
admits  to  using  drugs.  Most  health 
care  providers  are  not  in  the  po- 
sition to  assume  the  responsibil- 
ity for  the  actual  treatment  of  an 
adolescent  who  is  in  need  of  sig- 
nificant therapy.  However,  pro- 
viders can  be  an  important  con- 
duit for  providing  information, 
ensuring  effective  communica- 
tion and  making  an  appropriate 
referral  for  more  detailed  evalu- 
ation and  treatment.  In  approach- 
ing these  patients,  the  physician 
should  allow  the  patient  to  de- 
scribe his  understanding  of  the 
problem  first.  Then  by  summariz- 
ing the  information  disclosed 
during  the  evaluation,  the  physi- 
cian can  provide  a clear  state- 
ment to  the  adolescent  about  his/ 
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TABLE  1 

CRITERIA  FOR  TREATMENT  AND  REFERRAL  OF  THE  ADOLESCENT 
SUBSTANCE  USER* 


FOLLOW-UP  CARE  BY  PRIMARY  CARE  PHYSICIAN 
Physician/family  practitioner  knowledge  in  these  areas 
Drug  use  intermittent,  experimental,  and  not  unusual  for  age/sociocultural 
group 

No  significant  psychopathology 

Function  in  educational,  social,  or  vocational  sphere  unimpaired 
Reasonable  progress  in  developmental  tasks 
No  antisocial  behavior 

REFERRAL  TO  SPECIALIZED  PRACTITIONER 

Lack  of  experience  or  uncertainty  on  part  of  the  primary  physician 
Significant  drug  abuse  (frequent/regular,  major  life  concern) 
Psychopathology  requiring  evaluation  and  care 
Impaired  function  in  educational,  social,  legal,  or  vocational  sphere 
In  certain  instances  (i.e.,  when  a specialized  unit  is  available)  evaluate  on 
an  inpatient  basis. 

REFERRAL  TO  INPATIENT  DRUG  TREATMENT  PROGRAM 
Compulsive  drug  abuse 

Impaired  function  in  educational,  social,  legal,  or  vocational  sphere 
Imminent  danger  to  physical  or  mental  health  of  patient 
Persistent  antisocial  behavior 
Failure  of  outpatient  treatment 

Psychopathology  requiring  behavior  control,  medication,  or  both 

* Adapted  from  Millman  RB:  Treatment  and  modalities,  in  Litt  IF  (ed): 
Adolescent  Substance  Abuse,  Report  of  the  14th  Ross  Roundtable  on 
Critical  Approaches  to  Common  Pediatric  Problems.  Columbus,  OH,  Ross 
Laboratories,  1983,  pp  63-64. 


Reprinted  with  permission  from  Substance  Abuse:  A Guide  for  Health  Profes- 
sionals, copyright  © 1988,  American  Academy  of  Pediatrics,  Elk  Grove  Village, 
IL,  p 21. 


High  School  Seniors  Class  of  1988 
Prevalence 


Alcohol  Cigarettes  Marijuana  Cocaine  Stimulants  Inhalants  Sedatives  Hallucinogens 


her  problem  .substance  use  and 
outline  how  drugs  or  alcohol 
harm  health  and  lead  to  dysfunc- 
tion. Thus,  the  physician  pro- 
vides concrete  medical  and  psy- 
chosocial evidence  of  a problem. 
The  physician  should  display  em- 
pathy and  genuine  concern  “I  am 
very  worried  about  you  and  con- 
cerned about  your  substance- 
use.” 

The  provider  must  stress  the 
need  to  enlist  support  of  the  pa- 
tient’s parents  to  address  a seri- 
ous substance-use  problem.  The 
provider  may  state  to  the  adoles- 
cent: “I  would  like  to  have  your 
permission  to  talk  to  your  parents 
about  this.  It  is  important  to  in- 
volve them  because,  to  provide 
the  best  treatment  for  your  prob- 
lem, we  will  need  their  support.” 
The  primary  care  provider  should 
assume  the  responsibility  for  act- 
ing as  an  intermediary  between 
patients  and  their  parents.  Finally 
the  provider  will  have  to  negotiate 
for  follow-up  appointments,  to 
discuss  details  of  drug  use  fur- 
ther. If  a referral  is  to  be  made  to 
an  agency  which  deals  with  drug 
and  alcohol  problems  in  adoles- 
cents, it  is  important  that  the  teen- 
ager and  the  family  do  not  per- 
ceive the  referral  as  a rejection  by 
the  primary  care  physician.  Per- 
sonalize the  referral  process  by 
identifying  a therapist  or  treat- 
ment program  that  the  physician 
knows  well  and  recommends.  It 
is  also  important  to  state  that  you 
will  continue  to  be  the  young- 
ster’s physician  for  this  and  other 
health  problems.  It  is  advisable 
to  schedule  a follow-up  appoint- 
ment after  the  first  treatment  ses- 
sion in  order  to  find  out  how  the 
adolescent  is  doing,  and  to  make 
sure  that  appointments  have  been 
kept. 

As  with  any  medical  problem, 
prevention  is  better  than  provid- 
ing a cure.  Key  prevention  efforts 
are  aimed  at  helping  young  peo- 
ple survive  the  vulnerable  years 
without  using  drugs  or  to  delay 
their  use.  Strategies  to  avoid  sub- 
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stance-use  should  be  a part  of 
“anticipatory  guidance”  provided 
by  pediatricians  and  other  health 
care  workers  at  each  routine 
medical  visit  for  any  school-age 
child.  The  information  should  al- 
ways be  provided  in  a develop- 
mentally-appropriate  context  and 
show  clearly  how  drug  use  relates 
to  overall  health.  Finally,  con- 
cerned health  professionals  col- 
laborating with  parents,  and  com- 
munity agencies,  assure  that  drug 
prevention  efforts  have  a child  and 
family  oriented  focus. 
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The  Physician’s  Role  in  Rehabilitating 
Chemically  Dependent  Patients 


John  Femino,  MD 
William  Griffith,  MD 


Physician  involvement  and 
leadership  lagged  until  de- 
pendency problems  were 
understood  as  a primary 
disorder,  with  biological  as 
well  as  psychological  and 
social  factors. 


Our  society  has  always  had  mixed 
feelings  and  attitudes  towards 
psychoactive  substances.  Alco- 
hol, for  example,  is  legal,  taxable, 
pleasurable,  ceremonial,  but  also 
may  become  painful,  addicting, 
unhealthy  and  criminal.  The  dual 
potential  of  psychoactive  sub- 
stances (pleasure  and  pain) 
shapes  our  societal  response.  The 
physician’s  role  in  treating  these 
problems  has  been  similarly  af- 
fected with  ambivalence.  Histor- 
ically, physicians  have  been 
skilled  at  treating  medical  com- 
plications of  heavy  drinking; 
however,  they  have  had  little  in- 
volvement in  addressing  the 


John  Femino,  MD,  is  Medical  Di- 
rector of  Good  Hope  Center, 
Chairperson  of  the  RI  Chapter  of 
the  American  Society  of  Addiction 
Medicine  and  Clinical  Instructor 
of  Medicine  at  Brown  University, 
Providence,  Rhode  Island. 


William  Griffith,  MD,  is  Medical 
Director  of  Edgehill  Newport  and 
Clinical  Instructor  of  Community 
Health  at  Brown  University,  Prov- 
idence, Rhode  Island. 


drinking  problem  itself.  Often  al- 
coholics who  come  out  of  the 
closet  and  go  public  with  their 
stories,  credit  their  success  to 
someone  other  than  their  doc- 
tors, if  not  blaming  them  for  mis- 
diagnosis and  over-medication. 

Stories  persist  of  doctors  treat- 
ing anxiety  and  gastritis  without 
ever  taking  a drinking  history, 
often  referring  patients  to  a psy- 
chiatrist who  also  would  ignore 
it.  Most  physicians  lacked  train- 
ing and  experience  in  treating  the 
underlying  addictive  disorder. 
Further,  chemically  dependent 
patients  are  not  easy  to  diagnose, 
may  not  assume  a traditional 
“sick”  role  and  exhibit  symptoms 
non-specific  enough  to  masquer- 
ade as  another  set  of  problems. 
Patients’  denial,  minimization  and 
unreliability  can  generate  such 
frustration  and  negative  attitudes 
that  most  physicians  find  it  easier 
to  act  like  unquestioning  techni- 
cians than  diagnosticians  and 
therapists. 

Historical  Development  of 
Addiction  Specialty 

Not  understanding  the  dynamics 
of  chemical  dependency  seeds 
negative  attitudes  in  both  care- 


givers as  well  as  the  patients.  For- 
tunately, this  historical  ostrich- 
like physician’s  posture  is  rapidly 
changing.  Physician  involvement 
and  leadership  lagged  until  de- 
pendency problems  were  under- 
stood as  a primary  disorder,  with 
biological  as  well  as  psycholog- 
ical and  social  factors.  In  the 
1970s  and  80s  public  sentiment 
began  to  influence  funding  for  re- 
search, education  and  treatment. 
NIAAA  and  NIDA  created  the  Ca- 
reer Teacher  program,  which  pro- 
vided funding  to  over  60  medical 

ABBREVIATIONS  USED: 

AA:  Alcoholics  Anonymous 
AMERSA:  Association  for  Med- 
ical Education  and  Research 
in  Substance  Abuse 
ASAM:  American  Society  of  Ad- 
diction Medicine 
GGTP:  gamma  globulin,  total 
protein 

LSD:  lysergic  acid  diethylam- 
ide 

MCV:  mean  corpuscular  vol- 
ume (erythrocyte) 

NA:  Narcotics  Anonymous 
NIAAA:  National  Institute  for  Al- 
cohol Abuse  and  Alcoholism 
NIDA:  National  Institute  for 
Drug  Abuse 
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schools  to  support  faculty  to  de- 
velop and  implement  drug  and 
alcohol  abuse  curricula.  Its  suc- 
cessor organization,  the  Associ- 
ation for  Medical  Education  and 
Research  in  Substance  Abuse 
(AMERSA)  represents  over  1,500 
members  and  significantly  influ- 
ences the  direction  of  medical 
education  for  both  medical  stu- 
dents and  practicing  physicians. 
Growing  numbers  of  interested 
physicians  were  instrumental  in 
forming  such  professional  orga- 
nizations as  the  American  Society 
of  Addiction  Medicine  (ASAM). 
This  3,600-member  international 
organization  seeks  to  further 
knowledge  and  skill,  has  devel- 
oped a certification  examination, 
and  is  now  exploring  a separate 
medical  specialty  status. 

Developing  a separate  medical 
specialty  of  addiction  medicine 
has  its  challenges,  as  these  prob- 
lems are  cross-disciplinary  and 
intersect  specialties.  Although 
most  chemically  troubled  pa- 
tients remain  unidentified  in  pri- 
mary care  physician  practices, 
some  practitioners  cannot  accept 
a role  to  intervene.  Overcoming 
negative  attitudes  and  stereo- 
types of  chemical  dependency  re- 
quires a new  level  of  contact, 
communication  and  cooperation 
between  specialist  and  general- 
ist. Nationally,  this  collaboration 
starts  when  addiction  specialty 
groups  assist  in  identifying  and 
developing  minimum  knowledge 
and  skills  that  general  practition- 
ers need  in  their  respective  pri- 
mary care  discipline.  Copies  of 
these  documents  are  available 
from  the  primary  care  discipline 
organizations,  ie,  the  American 
Colleges  of  pediatrics,  internal 
medicine,  family  medicine  and 
psychiatry. 

Assessing  Addiction  Problems 

Physicians  become  involved  with 
chemically  dependent  patients 
first  in  the  assessment  process. 


Patients  are  frequently  in  a high 
state  of  denial,  often  forced  into 
assessment  by  threats  of  divorce, 
imprisonment  or  loss  of  job.  Usu- 
ally patients  are  angry  and  full  of 
self-pity.  They  feel  that  others  are 
picking  on  them  and  that  their  true 
problem  is  a spouse,  or  the  police 
or  a boss  and  not  alcohol  or  drugs. 
They  minimize  the  extent  of  their 
drinking  and/or  drug  use  and  will 
frequently  try  to  co-opt  the  phy- 
sician to  side  against  spouse, 
boss,  etc.  During  assessment,  our 
goals  are  to  1)  identify  a sub- 
stance abuse  problem,  2)  evalu- 
ate the  severity  of  that  problem 
and  3)  offer  the  appropriate  treat- 
ment for  the  problem. 

Surprisingly,  discovering  a 
problem  is  next  to  impossible  if 
only  the  patient  is  interviewed. 


Sometimes  patients  freely  admit 
that  a drinking  or  drug  problem 
requires  treatment,  but  this  is  un- 
fortunately rare.  More  often  the 
patient  tries  to  prove  there  is  no 
problem  or  to  hide  symptoms. 
Nevertheless,  the  starting  place  is 
with  the  patient.  We  assess  the 
patient  by  probing  all  important 
areas  of  life  as  it  pertains  to  al- 
cohol and  drug  use. 

Key  questions  to  identify  a 
problem  include  alcoholism  in 
the  family,  prescription  and  over- 
the-counter  drug  use  (in  addition 
to  those  for  which  a patient  pre- 
sents at  the  office)  and  attempts 
to  control  drinking/drug  use  as  a 
tell-tale  sign.  Efforts  to  control  in- 
clude quitting  or  limiting  for  pe- 
riods of  time  to  prove  that  one  has 
control,  changing  alcohol  types 


Table  1 


Effects  of  Substance  Abuse 
on  Life  Functioning 

Social 

Embarassing  Incidents 
Drinking  Alone 
Financial  Problems 

Family 

Family  Discord 
Covering  Up  Problems 
Fear  of  Confronting  Drinker 

Emotional 

Depression 
Suicidal  Ideation 
Anxiety 

Legal 

Arrests  for  DWI 
Restraining  Orders 
Protective  Custody 

Job 

Absenteeism 
Substance  Use  at  Work 
Job  WamingsToss 
Declining  Performance 

Health 

Accidents/T  rauma 
Dmg  Specific  Organ  Damage 
Unexplained  Treatment  Failure 
Abstinence  Syndromes 
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or  patterns  of  drug  use  and  de- 
veloping rules  and  restrictions  for 
drinking  or  drugging. 

After  gathering  this  informa- 
tion, a physical  examination 
should  be  performed,  with  spe- 
cial emphasis  on  alcohol  and 
drug-related  abnormalities.  High 
blood  pressure  or  pulse  with  a 
fine  tremor  may  indicate  alcohol 
withdrawal  syndrome.  Breath  al- 
cohol is  certainly  significant. 
Carefully  inspect  nasal  mem- 
branes for  signs  of  cocaine  dam- 
age. We  have  noted  that  many  co- 
caine snorters  use  only  one 
nostril,  which  appears  friable  and 
eroded,  while  the  other  appears 
perfectly  normal.  Since  dental  ne- 
glect is  common  among  alcohol- 
ics and  addicts,  inspect  teeth 
carefully.  Check  the  body  for  signs 
of  liver  impairment  such  as  spi- 
der angiomata,  jaundice,  liver  en- 
largement, nodularity  of  the  liver, 
ascites  and  peripheral  edema. 
Evaluate  the  nervous  system  care- 
fully for  signs  of  cerebral  and  cer- 
ebellar atrophy  and  peripheral 
neuropathy.  Finally,  inspect  the 
skin  for  bruising  (alcoholics  and 
addicts  fall  frequently  and  are 
often  unaware  of  large  bruises  on 
their  bodies)  or  needle  tracks 
(most  often  in  the  antecubital  area 
but  also  concealed  in  tattoos  or 
under  watch  bands).' 

Next,  do  a laboratory  exami- 
nation. Specific  indicators  of  al- 
cohol problems  are  increased 
MCV,  unexplained  anemia  and/or 
thrombocytopenia,  elevated 
SCOT,  SGPT  (particularly  if  the 
SCOT  > SGPT),  elevated  uric 
acid,  elevated  GGTP  and  unex- 
plained, elevated  triglyceride  lev- 
els. Specific  indicators  of  drug 
problems  are  signs  of  malnutri- 
tion such  as  decreased  albumin 
and  lipid  levels,  elevated  liver  en- 
zymes (SGPT  > SGOT),  positive 
tests  for  current  or  past  Hepatitis 
B,  and  positive  urine  drug  screens 
for  the  drugs  and  their  metabo- 
lites. To  be  useful,  the  urine  tests 


should  be  obtained  in  front  of  a 
witness  to  eliminate  specimen 
tampering.  Most  drugs  remain  in 
the  urine  for  two  to  three  days 
after  last  use.  Exceptions  are  co- 
caine, detectable  only  for  12  to  24 
hours  after  use  (although  the  co- 
caine metabolite,  benzoylecgo- 
nine,  is  present  for  three  days  after 
last  use).  LSD,  which  is  present 
only  briefly;  and  marijuana  (THC), 
present  in  urine  for  up  to  one  week 
after  use  of  one  joint  and  up  to 
30  days  in  regular  heavy  users  (3 
or  more  joints  per  day).^ 

Positive  findings  ( from 
physical  examination  and 
laboratory  evaluations)  can 
he  very  significant  and  use- 
ful in  confronting  a pa- 
tients denial. 

If  physical  examination  and 
laboratory  evaluations  are  nor- 
mal, they  have  limited  usefulness 
in  ruling  out  a suspected  sub- 
stance abuse  problem.  However, 
positive  findings  can  be  very  sig- 
nificant and  useful  in  confronting 
a patient’s  denial.  All  information 
is  now  brought  together  and 
shared  with  the  patient  in  a repeat 
appointment.  Sometimes  this 
evaluation  clearly  indicates  a 
problem  and  the  patient  can  be 
confronted  and  treatment  rec- 
ommendations outlined.  Fre- 
quently, however,  uncertainty  still 
remains  regarding  the  presence 
of  an  alcohol  or  drug  problem. 
Now,  it  is  necessary  to  gather 
more  information  from  those  who 
know  the  patient  best  — his  fam- 
ily and  even,  on  occasion,  his  em- 
ployer. The  patient  may  resist  or 
refuse  to  allow  those  people  to 
be  questioned,  itself  often  a strong 
problem  indicator.  Usually 
though,  the  patient  will  permit  you 
to  contact  these  people.  At  this 
point,  we  again  probe  areas  of  life 
functioning,  but  with  the  spouse 
or  significant  other  answering. 


Frequently,  if  an  alcohol  or  drug 
problem  exists,  a marked  dis- 
crepancy emerges  between  the 
patient’s  story  and  the  significant 
other’s  reports.  We  have  noticed 
this  particularly  when  evaluating 
teenagers. 

After  this  new  information  is 
gathered  the  patient  can  then  be 
confronted  again.  We  use  a sup- 
portive, non-threatening  ap- 
proach — not  trying  to  bludgeon 
the  patient  into  acknowledging  a 
problem.  We  want  a patient  to 
know  that  we  know  a problem  ex- 
ists and  that  we  have  solutions  to 
the  problem  if  he  seeks  them.  Fol- 
lowing this  confrontation,  the  pa- 
tient may  be  willing  to  seek  treat- 
ment, but  he  may  not.  If  not,  we 
leave  the  door  open  to  return  if 
he  feels  he  needs  help  in  the  fu- 
ture. Frequently,  patients  come 
back  and  seek  help  later. 

Rehabilitation 

If,  after  the  assessment,  the  pa- 
tient is  willing  to  enter  treatment, 
rehabilitation  begins.  Its  goal  is 
to  break  through  the  patient’s  de- 
nial so  that  he  can  confront  and 
accept  his  addiction  and  willingly 
enter  into  treatment  and/or  self- 
help  programs  such  as  Alcohol- 
ics Anonymous.  Triggers  for  re- 
lapse are  explored  including  the 
stability  of  the  patient’s  living  ar- 
rangements and  possible  changes 
to  enhance  recovery.  Rehabilita- 
tion programs  are  highly  struc- 
tured using  group  and  individual 
counseling,  alcohol  and  drug  lec- 
tures, drug-free  leisure  activities, 
and  daily  in-house  AA  and  NA 
meetings.  Trained  counselors, 
nurses,  psychologists,  clergy,  and 
physicians  work  closely  together 
as  a team.  Intensely  involved  in 
the  rehabilitation  process,  the 
physician  confronts  the  patient’s 
denial  regarding  physical  dam- 
age from  alcohol  or  drugs,  helps 
develop  a Master  Treatment  Plan 
and  usually  directs  the  treatment 
planning  process.  The  physician 
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supervises  how  nursing  and 
counseling  staff  interact  with  the 
patient  and  lends  authority  to  their 
efforts.  The  physician  directs 
treatment  of  a patient’s  coexisting 
medical  problems,  motivating  pa- 
tients to  use  non-medical  means 
instead  of  drugs  for  stress,  anxi- 
ety, insomnia  and  pain.  The  phy- 
sician also  helps  develop  the  dis- 
charge plan,  including  referral  for 
appropriate  ongoing  counseling. 

Pharmacotherapy  of  Addiction 

Once  detoxified,  a patient  may 
need  Antabuse  (disulfiram)  ther- 
apy. Antabuse  helps  a patient 
“think  twice”  about  daily  temp- 
tation to  drink  since  he  risks  be- 
coming seriously  ill  if  he  drinks 
on  Antabuse.  It  also  can  reduce 
craving  since  the  patient  makes 
one  “big”  decision  not  to  drink 
when  he  takes  the  pill  each  day. 
This  can  stiffen  his  resistance  to 
further  inpulses.  It  makes  ab- 
staining easier  especially  for  those 
whose  work  or  social  lives  in- 
volve alcohol.^  A somewhat  sim- 
ilar medication,  Trexan  (naltrex- 
one), exists  for  narcotic  de- 
pendence. Naltrexone  is  a non- 
addicting narcotic  receptor 
blocker.  For  the  patient  taking 
naltrexone,  narcotics  have  no  ef- 
fect, obviously  helpful  in  abstain- 
ing. Major  drawbacks  are  the 
drug’s  tendency  to  produce  or  en- 
hance depression  in  recovering 
addicts  and  the  inability  to  use 
narcotics  for  pain  if  injury  should 
occur. 

Common  Problems  of  Early 
Recovery 

Bouts  of  anxiety,  depression  and 
insomnia  are  common  in  early  re- 
covery whether  the  person  is  re- 
covering from  alcohol  or  drugs. 
These  problems  usually  fix  them- 
selves with  time;  medication  is  not 
necessary.  Unfortunately,  physi- 
cians often  prescribe  benzodiaze- 
pines for  these  problems.  Be- 
cause they  frequently  re-ignite 
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craving  that  can  lead  to  relapse, 
benzodiazepines  and  other  mood- 
altering  drugs  are  very  dangerous 
for  the  recovering  person.  The  ad- 
diction specialist  uses  the  pre- 
scription pad  very  sparingly.  To 
help  the  patient  deal  with  life’s 
problems  without  self-medicat- 
ing, only  medically  necessary 
drugs  need  be  prescribed.  Com- 
monly rehabilitation  programs  re- 
strict use  of  Tylenol  (acetamino- 
phen) and  aspirin,  applying  non- 
chemical solutions  to  manage 
everyday  complaints. 

Relapse 

Inevitably,  some  recovering  pa- 
tients relapse  back  to  alcohol  or 
drug  use.  Our  goal  is  to  stop  the 
relapse  as  soon  as  possible  to  get 
the  patient  back  into  recovery. 
Short-term  hospital  detoxification 
and  stabilization  may  be  neces- 
sary to  interrupt  the  relapse  suc- 
cessfully. Once  the  relapse  has 
ended  the  patient  and  physician 
can  explore  the  cause  for  the  re- 
lapse and  restructure  an  after-care 
plan  to  avoid  future  relapses.  The 
addiction  medicine  specialist 
views  relapse  in  much  the  same 
way  as  the  diabetologist  — an  un- 
fortunate occurrence  from  which 
much  can  be  learned  to  help  the 
patient  better  cope  with  his  dis- 
ease in  the  future. 

Continuity  of  Care  Issues 

Despite  advances,  fewer  than  10% 
of  all  referrals  into  inpatient  al- 
coholism and  chemical  depend- 
ency rehabilitation  programs 
come  from  the  patient’s  primary 
care  physician.  Furthermore, 
many  patients  admitted  to  treat- 
ment do  not  want  their  physician 
notified,  fearing  disapproval, 
abandonment  or  a threat  to  their 
relationship.'*  Changing  this  situ- 
ation requires  a mutual  sharing 
of  information  and  support. 
Knowing  how  treatment  works  is 
paramount  to  a practicing  physi- 
cian’s ability  to  educate  patients 


and  provide  sound  advice  on 
available  and  appropriate  treat- 
ment options. 

Knowing  how  treatment 
works  is  paramount  to  a 
practicing  physician* s abil- 
ity to  educate  patients  and 
provide  sound  advice  on 
available  and  appropriate 
treatment  options. 

Although  it  is  often  difficult  to 
get  permission,  every  patient’s 
primary  care  physician  should  be 
notified  that  the  patient  is  in  a 
substance  abuse  treatment  pro- 
gram — with  direct  doctor-to- 
doctor  contact.  Most  primary  care 
physicians  welcome  the  contact 
and  are  receptive  to  the  consul- 
tants’ advice.  If  the  patient’s  phy- 
sician resists  treating  the  patient 
because  of  frustration,  lack  of  pa- 
tient participation,  family  or  fi- 
nancial problems,  the  addiction 
specialist  helps  to  assess  the  real- 
ity of  these  concerns  and  at- 
tempts to  break  down  superficial 
barriers  to  ongoing  treatment. 

The  addiction  specialist  may 
discuss  with  the  primary  care 
physician  ongoing  problems  that 
may  require  exposure  to  poten- 
tially addicting  drugs,  such  as  pa- 
tients with  co-existent  anxiety 
disorders,  other  mood  disturb- 
ances or  chronic  painful  condi- 
tions. If  medication  is  necessary, 
it  should  be  sparingly  given  with- 
out generating  unnecessary  fear 
of  re-addiction.  The  addiction 
specialist  can  take  advantage  of 
the  opportunity  to  provide  ongo- 
ing assistance  and  consultation 
to  the  primary  care  physician  after 
the  patient’s  discharge  from  in- 
patient care,  especially  if  the  pa- 
tient is  going  to  receive  outpatient 
substance  abuse  treatment.  In  this 
manner  addiction  specialists  can 
avoid  being  perceived  as  taking 
over  the  patient’s  total  care  from 
the  primary  physician.  Further, 
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once  such  relationships  exist,  the 
primary  care  physician  may  then 
receive  new  patient  referrals  from 
chemical  dependency  programs. 

Conclusion 

From  a historical  perspective,  the 
best  thing  about  today’s  physi- 
cian role  in  the  rehabilitation  of 
the  chemically  dependent  patient 
is  the  fact  that  his/her  role  exists 
at  all.  Treatment  efforts  that  ex- 
cluded physician  participation  are 
waning  as  the  knowledge  base  of 
all  physicians  develop,  led  by  ad- 
diction medicine  specialists  and 
their  respective  organizations. 
Treating  the  primary  addiction 
problem  is  now  as  legitimate  a 
focus  as  treating  the  medical 
symptoms  used  to  be.  Speciali- 
zation, however,  cannot  operate 
effectively  outside  the  main- 
stream of  medical  care  since  ad- 
diction involves  a complex  of  in- 
ter-related people,  problems  and 


institutional  responses.  Free- 
standing programs  can  bridge  the 
geographic  gaps  that  often  sepa- 
rate specialists  from  their  medi- 
cal colleagues  — by  drawing  the 
primary  care  physician  into  the 
treatment  team.  Contact,  com- 
munication and  cooperation  are 
the  links  that  can  create  a more 
effective  treatment  triangle.  Ex- 
posure to  recovering  patients 
within  the  context  of  a guided  re- 
covery process  will  nurture  ap- 
propriate interest  and  enthusiasm 
and,  in  itself,  be  the  best  teacher 
known. 
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Cocaine  Abuse  and  Dependence 


Robert  M.  Swift,  MD,  PhD 
Paolo  DePetrillo,  MD 


Many  physicians  and  prac- 
titioners who  advocated 
cocaine  for  others  (be- 
tween the  years  of  1884- 
1900)  developed  a signifi- 
cant dependence  on  the 
drug  themselves. 


Cocaine,  or  benzoylmethylecgo- 
nine,  is  an  alkaloid  drug  ex- 
tracted from  the  leaves  of  several 
species  of  shrubs  Erythroxylon 
coca,  which  grow  naturally  on 
hillsides  of  the  Andes  Mountains 
in  Peru  and  Bolivia.  In  the  past 
two  decades,  usage  of  cocaine 
has  increased  to  epidemic  pro- 
portions and  patterns  of  cocaine 
use  have  changed  from  intranasal 
“snorting”  of  cocaine  hydrochlo- 
ride powder  to  smoking  or  intra- 
venous injection  of  more  potent 
cocaine  “freebase.”  Freebase  co- 
caine is  now  widely  available  in 
a product  called  “crack,”  which 
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is  extremely  potent,  inexpensive 
and  easily  distributed.  Crack  is 
most-often  self-administered  by 
smoking,  usually  by  adding  a 
small  piece  to  a burning  cigarette 
or  heated  pipe  and  inhaling  the 
vapor. 

This  article  provides  basic  in- 
formation on  the  pharmacology 
and  physiology  of  cocaine-use 
disorders  and  on  the  identifica- 
tion and  treatment  of  cocaine 
abusers. 

History  of  Cocaine  Use 

The  use  of  cocaine  has  a long 
history  in  the  New  World.  The  first 
archaeological  evidence  of  coca 
chewing  in  Peru  has  been  dated 
at  3000  BC.'  Cocaine  was  brought 
to  the  Old  World  in  the  18th  cen- 
tury by  explorers,  but  remained  a 
novelty  studied  by  a few  phar- 
macologists and  physiologists 
until  the  latter  part  of  the  19th 
century. 

The  current  explosion  in  co- 
caine use  in  this  country  is  ac- 
tually not  the  first  such  occur- 
rence. Between  the  years  of  1884- 
1900,  a first  wave  of  extensive  co- 
caine use  occurred  in  the  US  and 
Europe.  Two  papers,  one  pre- 
sented by  Roller  in  1884  in  Hei- 
delberg and  a second  presented 


by  Halstead  in  1885,  reported  the 
anesthetic  properties  of  co- 
caine.^ ^ The  use  of  cocaine 
spread  rapidly  after  these  reports; 
physicians  of  the  time  touted  the 
drug  for  hay  fever,  asthma,  sci- 
atica, tuberculosis,  and  the  com- 
mon cold.  Parke-Davis  promoted 
the  drug  in  an  extensive  ad  cam- 
paign for  treatment  of  alcoholics 
and  opium  addicts. 

Many  physicians  and  practi- 
tioners who  advocated  cocaine  for 
others  developed  a significant  de- 
pendence on  the  drug  them- 
selves. William  Halstead  and  Sig- 
mund Freud  developed  well 
publicized  impairments  from  ad- 
diction to  the  drug.  In  1893,  Mat- 
tison,  medical  director  of  the 
Brooklyn  Home  for  Habitues, 
wrote  in  the  New  York  Medical 
Record  detailing  the  cases  of  17 
patients  under  his  care  for  co- 
caine habits;  10  were  physicians. 

Cocaine  also  appeared  in  pat- 
ent medicines  of  the  time,  in- 
cluding the  famous  “Vin  Mariani” 
and  the  less  well  known  but 
equally  effective  Binney’s  “Ca- 
tarrh Snuff”  (containing  2.5%  co- 
caine). In  1898,  a case  of  cocaine 
snuff  addiction  was  reported  in 
the  Boston  Medical  and  Surgical 
Journal,  now  the  New  England 
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Journal  of  Medicine.  A patient  had 
been  using  large  amounts  of  co- 
caine-containing snuff  daily,  run- 
ning up  bills  of  $600  per  day/ 

Between  1893  and  1990,  many 
reports  published  in  the  medical 
literature  described  cocaine  pa- 
tients who  became  incoherent, 
shouting,  singing,  wrecking  fur- 
niture, and  in  one  case,  physi- 
cally attacked  the  surgeon.  There 
were  occasional  reports  of  deaths 
preceded  by  convulsions,  asys- 
tole or  respiratory  arrest.  Also  re- 
ported were  permanent  neurolog- 
ical sequelae  including  aphasias, 
hemianesthesias,  as  well  as  mo- 
tor impairments  in  the  limbs.  The 
reported  effects  of  chronic  use 
were  paranoia,  persecutory  hal- 
lucinations, formications,  loss  of 
libido,  anorexia,  and  insomnia, 
as  well  as  “reckless  abandon  to 
the  pursuit  of  the  drug.” 

Based  on  the  1985  Na- 
tional Survey  of  Drug 
Abuse,  22  million  Ameri- 
cans have  tried  cocaine  and 
12  million  used  the  drug 
during  the  preceding  year. 

The  accrued  experience  of  un- 
toward effects  from  cocaine  led 
to  a decline  in  its  use  by  physi- 
cians and  by  the  general  public. 
Gradually,  as  narcotic  drugs  be- 
came criminalized,  cocaine  use 
faded  into  the  background.  Its  use 
in  medical  practice  remained  re- 
stricted to  local  anesthesia,  usu- 
ally in  ophthalmologic  or  otolar- 
yngologic procedures. 

The  current  wave  of  use  prob- 
ably had  its  origins  in  the  1950s, 
with  accelerating  numbers  of  co- 
caine users.  Based  on  the  1985 
National  Survey  of  Drug  Abuse,  22 
million  Americans  have  tried  co- 
caine and  12  million  used  the  drug 
during  the  preceding  year.  The 
most  recent  National  Household 
Survey  estimated  that  8 million 
people  had  used  cocaine  in  the 
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United  States  over  the  previous  12 
months.^  However,  the  number  of 
current  users  of  cocaine  appears 
to  have  declined  — from  5.8  mil- 
lion users  in  1985  to  2.9  million 
users  in  1988.^ 

With  increased  use  came  in- 
creased morbidity.  The  Haight- 
Ashbury  medical  clinic  reported 
a rise  in  cocaine  use  from  less 
than  1 percent  of  patients  seeking 
medical  treatment  in  1970  to 
greater  than  6 percent  in  1982.® 
Reports  from  metropolitan  emer- 
gency rooms  show  that  in  1988 
5.1  deaths  per  thousand  involved 
cocaine  (3,100  deaths  nation- 
wide). By  contrast,  in  11.1  deaths 
per  thousand,  heroin  or  mor- 
phine was  mentioned.  The  num- 
ber of  emergency  room  reports  of 
cocaine  events  was  13,501  com- 
pared to  21,090  for  alcohol  and 
14,696  for  heroin/morphine. 

Cocaine  Physiology  and 
Pharmacology 

Cocaine  has  four  major  physio- 
logical effects: 

1)  It  is  a highly  potent  local  an- 
esthetic, the  only  naturally  oc- 
curring local  anesthetic.  It  blocks 
the  initiation  and  propagation  of 
nerve  impulses  by  affecting  the 
sodium  conductance  of  nerve  cell 
membranes. 

2)  Cocaine  is  a potent  sym- 
pathomimetic agent  which  poten- 
tiates the  actions  of  catechol- 
amines in  the  autonomic  nervous 
system,  producing  tachycardia, 
vasoconstriction  and  hyperten- 
sion. 

3)  Cocaine  is  a potent  stimu- 
lant of  the  central  nervous  sys- 
tem, potentiating  the  action  of 
central  catecholamine  neuro- 
transmitters, norepinephrine  and 
dopamine.  Cocaine  blocks  the 
reuptake  of  these  neurotransmit- 
ters into  neurons,  and  may  also 
cause  neurotransmitter  release. 
Its  behavioral  effects  include  in- 
creased arousal,  euphoria,  ex- 
citement and  motor  activation.  At 


high  doses,  this  may  progress  to 
agitation,  irritability,  apprehen- 
sion and  paranoia. 

4)  Cocaine  is  perhaps  the  most 
powerful  reinforcer  known.  Ani- 
mals and  humans  given  the  op- 
portunity to  self-administer  drugs 
will  work  harder  to  self-adminis- 
ter  cocaine  than  any  other  drug. 

Cocaine  intoxication  is  char- 
acterized by  elation,  euphoria, 
excitement,  pressured  speech, 
restlessness,  stereotyped  move- 
ments and  bruxism.  Physiologi- 
cal signs  of  sympathetic  stimu- 
lation are  present,  including 
tachycardia,  mydriasis,  and 
sweating.  With  chronic  use,  par- 
anoia, suspicion  and  psychotic  j 

symptoms  may  occur.  Overdose  j 

of  cocaine  produces  hyperpy- 
rexia, hyperreflexia  and  seizures, 
which  can  progress  to  coma  and 
respiratory  arrest. 

Concentrations  of  cocaine  in 
plasma  depend  on  the  dose  ad- 
ministered and  the  manner  in 
which  the  drug  is  taken.  Although 
cocaine  is  initially  rapidly  ab-  , 

sorbed  from  mucous  mem- 
branes, such  as  oral  or  nasal  mu-  ^ 

cosa,  the  potent  vasoconstriction 
produced  by  the  drug  rapidly  re- 
duces the  absorption  of  the  drug 
from  these  sites  and  limits  the 
amount  of  cocaine  absorbed.  In 
contrast,  intravenous  administra- 
tion of  freebase  cocaine  or  smok- 
ing cocaine  vapor  does  not  retard 
absorption.  The  result  is  plasma 
levels  of  the  drug  many  times 
higher  than  levels  achieved 
through  mucous  membrane  ab- 
sorption. 

The  plasma  half-life  of  cocaine 
following  oral,  nasal  or  intrave- 
nous administration  is  approxi- 
mately 1 to  2 hours,  which  cor- 
relates with  its  behavioral  effects.^ 
Cocaine  has  a biphasic  plasma 
concentration-time  curve,  with  a | 
rapid  peak,  rapid  decline  due  to 
redistribution,  and  a slower  de- 
cline due  to  metabolism  of  the 
drug.  Cocaine  is  metabolized  to 
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inactive  compounds  by  several 
plasma  and  tissue  esterases  in- 
cluding plasma  pseudocholines- 
terase. With  the  decline  in  plasma 
levels,  most  users  experience  a 
period  of  dysphoria  or  “crash,” 
which  often  leads  to  increased 
cocaine  use  over  shorter  periods. 
The  dysphoria  of  this  “crash”  is 
intensified  and  prolonged  follow- 
ing repeated  use. 

Identification  and  Diagnosis  of 
Cocaine  Users 

While  some  patients  may  present 
with  cocaine  use  or  its  sequelae 
as  a chief  complaint,  many  pa- 
tients present  with  other  medical 
or  surgical  problems  and  later  re- 
veal a substance-use  disorder 
through  physical  or  laboratory 
findings,  or  as  an  incidental  dis- 
covery. 

Cocaine  is  perhaps  the  most 

powerful  reinforcer  known. 

For  many  reasons,  patients  who 
use  psychoactive  substances  such 
as  cocaine  are  usually  reluctant 
to  report  their  actual  drug  use  to 
physicians  or  other  health  care 
providers.  Patients  and  their  fam- 
ily members  often  go  to  great 
lengths  to  deny  the  extent  of  sub- 
stance-abuse  problems.  When 
cocaine  use  is  suspected  but  a 
patient  is  unable  or  unwilling  to 
give  a history  of  cocaine  use,  it  is 
important  to  obtain  additional 
history  from  the  patient’s  family 
or  acquaintances.  It  is  also  help- 
ful to  examine  other  medications 
and  drug  paraphernalia  in  the  pa- 
tient’s possession. 

When  taking  information  about 
the  patient’s  alcohol  and  drug  use, 
most  clinicians  routinely  ask 
quantity  and  frequency  questions 
about  psychoactive  substances, 
such  as  “how  much?”  and  “how 
often?”  Unfortunately,  experience 
shows  these  questions  to  be  rel- 
atively unreliable  in  accurately 
detecting  substance  abuse.  A 


more  effective  interview  method 
focuses  on  whether  the  patient 
has  experienced  negative  conse- 
quences from  use  of  cocaine,  has 
poor  control  of  use,  or  has  re- 
ceived criticism  from  others  about 
his  substance  use. 


Patients  and  their  family 
members  often  go  to  great 
lengths  to  deny  the  extent 
of  substance-abuse  prob- 
lems. 

Abnormal  results  on  laboratory 
testing  provide  an  important  ad- 
junct to  confirm  the  substance 
abuse  diagnosis,  but  are  not 
highly  reliable  or  specific.  No 
specific  abnormal  laboratory  tests 
are  highly  associated  with  co- 
caine use.  Serum  and  urine  tox- 
icological screens  also  may  be 
unreliable  and  are  affected  by 
many  factors,  including  sample 
collection  and  accuracy  of  labo- 
ratory methods.  Unless  testing 
closely  follows  active  drug  use, 
the  short  half-life  of  cocaine  often 
makes  detection  difficult. 

Medical  Consequences  of 
Cocaine  Use 

Medical  consequences  of  co- 
caine use  fall  into  two  general 
categories,  1)  those  linked  to 
method  and  route  of  drug  admin- 
istration and  2)  those  linked  to 
pharmacological  effects  after  the 
drug  reaches  body  fluids. 

Cocaine  may  be  administered 
by  several  routes,  each  of  which 
has  associated  morbidity.  Intra- 
nasal insufflation  of  cocaine  often 
results  in  rhinitis  and  recurrent 
nosebleeds  and  chronic  use  can 
lead  to  anosmia,  nasal  mucosal 
atrophy  and  nasal  septal  perfo- 
ration.® ^ Bilateral  optic  neuro- 
pathy and  osteolytic  sinusitis  have 
been  reported'®  as  well  as  midline 
ulceration  of  the  respiratory 
tract." 

Intravenous  injection  of  co- 


caine is  associated  with  consid- 
erable morbidity.  Many  users  ex- 
perience tissue  necrosis  and 
infection  at  injection  sites  due  to 
intense  vasoconstriction  from  the 
drug,  particularly  when  it  extrav- 
asates  into  tissue.  Inadvertent  or 
planned  arterial  injection  of  co- 
caine can  result  in  severe  vaso- 
spasm and  massive  tissue  in- 
jury.Sharing  needles  and  other 
injection  paraphernalia  exposed 
IV  cocaine  users  to  risks  of  con- 
tracting HIV,  hepatitis  B or  other 
blood-borne  infections. 

Smoking  and  inhaling  heated 
“crack”  and  freebase  cocaine  is 
associated  with  sore  throat,  dry 
chapped  lips,  black  sputum,  and 
hemoptysis.'®  A decrease  in  dif- 
fusion capacity  of  aveolar  mem- 
branes has  been  reported  in  co- 
caine smokers  with  normal- 
appearing chest  radiographs'"'  and 
pulmonary  hemorrhage  has  been 
reported.'®  Propane  torches  and 
lighters  used  to  volatilize  co- 
caine have  been  implicated  in 
pneumomediastinum  and  pneu- 
mopericardium.'® 

Oral  ingestion  of  large  amounts 
of  cocaine  occurs  infrequently, 
but  can  result  in  intestinal  is- 
chemia leading  to  bowel  perfo- 
ration.'® Condoms  or  balloons 
filled  with  cocaine  are  sometimes 
ingested  to  smuggle  drugs 
through  customs  or  into  prisons. 
Leakage  or  rupture  of  these  con- 
tainers can  cause  severe  cocaine 
overdose. 

The  second  category  of  medi- 
cal consequences  includes  ef- 
fects of  cocaine  which  occur  after 
the  drug  is  distributed  in  body 
fluids.  A major  risk  factor  for  co- 
caine-related morbidity  and  mor- 
tality appears  to  be  impaired  elim- 
ination secondary  to  an  inherited 
deficiency  of  plasma  pseudocho- 
linesterase, which  assists  in  the 
breakdown  of  the  drug." 

Cardiovascular  complications 
of  cocaine  use  include  acute  my- 
ocardial infarctions,  which  can 
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occur  even  in  coronary  arteries 
documented  as  completely  nor- 
mal by  angiography.'®' 2'’  Myocar- 
ditis may  result  from  chronic 
cocaine  use,^'  and  has  been  doc- 
umented in  autopsy  studies  where 
8 of  40  patients  (20%)  who  had 
detectable  cocaine  or  metabo- 
lites in  bodily  fluids  showed  evi- 
dence of  myocarditis  — as  com- 
pared to  1 in  27  (3.7%)  patients 
who  were  negative  on  toxicology 
screen. Cocaine-associated  car- 
diac arrhythmias  include  sinus 
tachycardia,  which  almost  always 
occurs  with  use  of  the  drug;  ven- 
tricular tachycardia  and  fibrilla- 
tion; ventricular  premature  con- 
tractions, and  asystole. Systolic 
hypertension  usually  occurs  with 
cocaine  use  and  tolerance  to  this 
effect  does  not  develop.^"*  Severe 
hypertension  can  result  in  acute 
vascular  damage,  and  rupture  of 
the  ascending  aorta  has  been  re- 
ported in  a heavy  cocaine 
smoker. 25 

Neurologic  disease  may  be  a 
relatively  common  sequelae  of 
cocaine  use.  A recent  series  de- 
scribes 14  patients  with  a variety 
of  neurologic  syndromes  tempo- 
rally associated  with  cocaine  use. 
These  syndromes  included  rela- 
tively rare  symptom-complexes 
resulting  from  anterior  spinal  ar- 
tery syndrome,  lateral  medullary 
syndrome,  transient  ischemic  at- 
tacks in  the  middle  cerebral  ar- 
tery and  vertebrobasilar  artery  ter- 
ritories as  well  as  partial  motor 
seizures. 25  Strokes  may  be  due  to 
hemorrhage  or  infarction,  as  is  the 
case  with  three  reported  rostral 
midbrain  strokes  temporally  re- 
lated to  cocaine  use.2^  Subarach- 
noid hemorrhage  can  occur 
within  minutes  of  intranasal  co- 
caine use.2® 

Cocaine  use  is  a risk  factor  for 
seizures2®  which  may  appear  in 
focal  or  generalized  form.  Con- 
vulsions also  may  appear  as  a ter- 
minal event  secondary  to  cere- 
bral hypoperfusion  in  cocaine- 
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associated  deaths.®®  Migraine-like 
headaches  following  recreational 
cocaine  use  reportedly  remit  as 
the  patient  stops  using  the  drug. 
Hyperthermia  may  be  precipi- 
tated by  acute  cocaine  exposure, 
and  this  may  be  associated  with 
convulsions,  as  well.  Neurologi- 
cal problems  have  occurred  in 
children  passively  exposed  to  co- 
caine smoke.  These  included 
drowsiness  and  an  unsteady  gait 
in  two  children,  as  well  as  gen- 
eralized seizures  in  two  others.®' 
Dystonia  can  be  seen  in  the  set- 
ting of  cocaine  withdrawal,  as  well 
as  with  acute  cocaine  expo- 
sure.®®®® Chronic  cocaine  use  is 
associated  epidemiologically  with 
the  development  of  panic  at- 
tacks.®'' 


Neurological  problems 
have  occurred  in  children 
passively  exposed  to  co- 
caine smoke. 


Reports  of  gastrointestinal  tox- 
icity include  gastropyloric  ulcers 
associated  with  use  of  “crack,”®® 
as  well  as  possible  hepatotoxicity 
associated  with  cocaine  use.®® 
Obstetrical  complications  of 
cocaine  use  vary;  they  result  from 
direct  teratogenic  effects  of  the 
drug  as  well  as  indirect  toxic  ef- 
fects on  the  uterine  environment. 
Urogenital  malformations  occur 
with  a much  higher  frequency  in 
the  offspring  of  cocaine-using 
mothers,  even  when  controlled  for 
other  drug  use.®'’  Cocaine  use 
during  pregnancy  results  in  a 
higher  rate  of  microcephaly  and 
intrauterine  growth  retardation.®® 
Sudden  infant  death  syndrome  is 
more  common  in  neonates  ex- 
posed to  cocaine  than  in  con- 
trols. Cocaine-exposed  infants  are 
also  more  likely  to  have  cardio- 
respiratory pattern  abnormalities 
associated  with  SIDS.®®  Follow-up 
neurological  studies  of  children 
born  to  cocaine-using  mothers  are 


warranted  because  of  mounting 
evidence  of  long-term  neurologi- 
cal impairment.'’®  Abruptio  pla- 
centa is  a documented  compli- 
cation of  maternal  use.'"  The  rate 
of  spontaneous  abortion  is  higher 
in  cocaine-using  mothers.''® 

Treatment 

Treating  cocaine  users  requires 
an  ability  to  identify  cocaine 
abuse  or  dependence,  to  manage 
intoxication  and  withdrawal  ther- 
apies, and  to  understand  options 
for  long-term  rehabilitation  and 
treatment.  In  addition,  clinicians 
must  be  aware  of  their  own  atti- 
tudes and  biases  toward  sub- 
stance abuse  and  patients.  Neg- 
ative attitudes  toward  substance 
abuse  are  common  among  phy- 
sicians and  interfere  with  appro- 
priately identifying  and  treating 
substance-abuse  patients. 

While  the  optimal  treatment  of 
cocaine  users  is  still  not  estab- 
lished, the  physician  should  be 
aware  of  general  principles  ap- 
plying generally  to  all  substance 
abuse  and  dependence  treat- 
ment. To  establish  an  effective 
therapeutic  relationship  is  the 
primary  task  of  the  physician.  In 
this  relationship,  the  physician 
needs  to  conduct  a detailed  al- 
cohol and  drug  history,  make  an 
appropriate  physical  examina- 
tion, order  and  interpret  neces- 
sary laboratory  tests,  engage  the 
patient  and  family  in  appropriate 
short-term  or  long-term  sub- 
stance abuse  treatments  and 
manage  the  acute  and  long-term 
consequences  of  the  substance 
abuse. 

During  short-term  treatment, 
goals  include  stopping  cocaine 
use  and  achieving  a drug-free 
state.  The  physician  should  de- 
termine the  extent  of  cocaine  use 
and  the  ability  and  desire  of  the 
patient  to  achieve  abstinence.  If 
initial  efforts  to  abstain  fail,  a sub- 
stance abuse  specialist  or  spec- 
ialized substance  abuse  program 


Rhode  Island  Medical  Journal 


should  be  considered.  Although 
outpatient  treatment  should  be 
considered  initially,  inpatient 
hospitalization  often  is  necessary 
to  achieve  cocaine  abstinence. 
Self-help  programs,  such  as  Nar- 
cotics Anonymous,  and  Cocaine 
Anonymous  can  be  extremely 
helpful  and  supportive  for  some 
patients,  and  should  be  sug- 
gested for  all  cocaine  users. 
Pharmacological  treatment  may 
hasten  abstinence  by  decreasing 
craving  and  other  withdrawal 
signs  and  symptoms. 

In  the  long-term  phase  of  treat- 
ment, the  patient  undergoes  a 
process  of  rehabilitation  and  at- 
tempts to  reestablish  a viable, 
drug-free  lifestyle.  Rehabilitation 
should  be  tailored  to  the  individ- 
ual and  may  consist  of  outpatient 
treatment  and  monitoring,  inpa- 
tient treatment  in  an  extended  in- 
patient rehabilitation  program 
(usually  about  3-4  weeks),  or  a 
long-term  residential  treatment 
program  (usually  several  months 
long). 

Most  patients  presenting  for 
treatment  do  so  in  the  context  of 
a family  structure,  which  is  also 
experiencing  dysfunction.  It  is 
important  for  the  clinician  to  be 
aware  of  dysfunctional  family  dy- 
namics, and  the  denial,  defen- 
siveness and  hostility  often  pres- 
ent in  family  members.  Family 
members  also  need  education,  as 
well  as  emotional  and  social  sup- 
port. Organizations  such  as  Narc 
Anon  provide  meaningful  edu- 
cation and  support  for  spouses 
and  family  members.  It  is  impor- 
tant to  involve  family  members  in 
the  patient’s  treatment  as  much 
as  possible,  as  well  as  to  rec- 
ommend treatment  for  other  fam- 
ily members,  when  appropriate. 

While  cocaine  withdrawal  is  not 
as  severe  as  with  opioids  or  al- 
cohol, many  individuals  who  stop 
taking  cocaine  experience  a va- 
riety of  unpleasant  signs  and 
symptoms  including  dysphoria. 


depression,  nausea,  vasomotor 
instability  and  severe  drug  crav- 
ing. Patients  frequently  describe 
vivid  dreams  about  cocaine. 
These  effects  are  often  intense  and 
make  abstinence  harder. 

Psychotherapy,  group  therapy 
and  behavior  modification  have 
been  found  to  be  useful  to  main- 
tain abstinence. A variety  of 
pharmacological  agents  have 
shown  promise  as  adjunctive 
treatments.  Several  reports  have 
shown  efficacy  of  antidepressant 
agents  such  as  imipramine,  de- 
sipramine,  lithium  or  trazodone 
in  reducing  cocaine  craving  and 
usage.'*'*  ''^  The  doses  of  medi- 
cation used  are  similar  to  those 
used  for  antidepressant  therapy. 
As  it  appears  to  block  cocaine 
craving,  the  post-synaptic  dopa- 
mine agonist  bromocriptine  also 
may  have  usefulness  in  cocaine 
treatment."'^ 

. . . clinicians  must  be 
aware  of  their  own  atti- 
tudes and  biases  toward 
substance  abuse  and  pa- 
tients. 


Intoxication  with  other  sym- 
pathomimetic agents  such  as  am- 
phetamines, methylphenidate, 
and  other  stimulants  may  pro- 
duce a similar  clinical  picture  as 
cocaine  intoxication,  including 
sympathetic  and  behavioral  hy- 
peractivity. A potent  form  of 
methamphetamine,  often  called 
“crank,”  (or  “ice”)  is  now  being 
sold  along  with  crack  and  some 
cocaine  on  the  street  is  actually 
crank  instead  of  crack.  An  “am- 
phetamine psychosis,”  with  man- 
ifestations of  agitation,  paranoia, 
delusions  and  hallucinosis,  may 
follow  chronic  use  of  this  drug. 
Antipsychotic  medication  such  as 
haloperidol  is  useful  in  the  treat- 
ment of  stimulant  psychoses; 
however,  such  patients  may  fre- 
quently require  psychiatric  hos- 


pitalization. Severe  hypertension 
is  seen  in  overdose,  and  may  be 
treated  with  alpha-adrenergic 
blockade. 

Conclusion 

The  prevalence  of  cocaine  use 
and  the  medical,  psychiatric  and 
social  consequences  of  such  use 
are  considerable.  Even  sporadic 
or  recreational  use  of  cocaine  may 
have  immediate  deleterious  ef- 
fects on  health.  All  physicians 
should  be  familiar  with  the  health 
effects  of  cocaine  and  should  be 
able  to  recognize  cocaine  use  in 
their  patients.  In  addition,  physi- 
cians should  be  aware  of  treat- 
ment options  and  treatment  re- 
sources for  their  cocaine-using 
patients. 
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Statewide  Prevalence  of  Cocaine  Use 
During  the  Perinatal  Period 


The  use  of  cocaine  during  pregnancy 
is  a growing  public  health  problem.  Due 
to  a reported  increase  in  its  use  and  a 
concern  over  the  severe  negative  effects 
on  pregnant  women  and  their  newborns, 
the  Rhode  Island  Department  of  Health 
conducted  a statewide  prevalence  study 
of  perinatal  drug  use.  The  purpose  of  this 
study  was  to  determine  the  need  for  serv- 
ices for  pregnant  women  and  to  provide 
baseline  data  to  see  how  the  drug  prob- 
lem changes  over  time. 

During  a seventeen  day  period  in  Oc- 
tober/November 1989  all  eight  maternity 
hospitals  in  the  state  provided  the  De- 
partment of  Health  with  aliquots  of  urine 
specimens  collected  from  all  pregnant 
women  admitted  in  active  labor.  The 
urine  specimens  were  tested  for  cocaine, 
opiates,  marijuana,  and  amphetamines. 
Only  the  cocaine  results  will  be  reported 
here.  (See  CDC,  MMWR,  Vol.  39: 14,  April 
13,  1990  for  full  results  of  the  study.) 

Each  urine  specimen  was  tested  by  en- 


census  tracts  (6.8%  compared  to  0.9%); 
giving  birth  to  a second  or  higher  birth 
order  child  (4.2%  compared  to  0.5%)  and 
delivering  at  Women  and  Infants  Hos- 
pital (3.9%  compared  to  1.0%).  Figure  2 
shows  a risk  profile  of  the  perinatal  co- 
caine users  found  in  our  study. 

Rates  of  perinatal  cocaine  abuse  re- 
ported in  the  literature  range  from  9%  to 
14%.  These  studies  were  not  population 
based,  but  selected  high  risk  populations 
from  inner  city  hospitals  for  screening. 
The  Rhode  Island  study  is  unique  be- 
cause it  includes  all  births  at  both  inner 
city  and  community  hospitals.  Although 
the  Rhode  Island  rate  is  lower,  it  is  a 
better  measure  of  the  extent  of  perinatal 
cocaine  abuse  in  a statewide  maternity 
sample. 


Table  1:  Characteristics  of  the  Pregnant 
Women  Who  Use  Cocaine  During  the 
Perinatal  Period 


Figure  1:  Perinatal  Drug  Use  in  Rhode 
Island 
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Figure  2:  Who  is  at  Risk  for  Abusing  Co- 
caine During  the  Perinatal  Period? 

Risk  Factor 


Percent 

Source:  Perinatal  Drug  Survey.  Division  of  Family  Healtn 
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caine is  likely  to  be  detected  in  the  urine 
for  1-2  days  after  use. 

CHARACTERISTIC 

SCREENED 

% 

(N) 

RACE 

There  were  465  samples  collected. 

White 

356 

1.1‘* 

(4) 

represented  in  65.2%  of  all  births  occur- 

Non-while 

98 

8.1 

(8) 

ring  during  the  seventeen  days  of  the 

PARITY 

study.  An  analysis  of  all  births  in  the  pe- 

1st  Birth 

194 

0.5* 

(1) 

riod  demonstrated  the  representative- 

> = 2nd  Birth 

260 

4.2 

(11) 

ness  of  the  sample. 

AGE 

Thirty-five  of  the  465  urine  specimens 

< 25 

154 

3.2 

(5) 

tested  positive  for  at  least  one  drug,  rep- 

> = 25 

300 

2.3 

(7) 

resenting  a statewide  prevalence  rate  of 

INSURANCE 

7.5%.  Cocaine  users  comprised  2.6%  of 

Private 

316 

0.3** 

(1) 

this  7.5%  sample  (Figure  1).  This  per- 

Public 

124 

8.9 

(11) 

centage  was  used  to  estimate  the  mini- 

GEOGRAPHIC 

mum  number  of  perinatal  cocaine  users 

Poverty  Census  Tracts 

118 

6.8** 

(8) 

in  need  of  counseling  and  treatment  each 

All  Other 

334 

0.9 

(3) 

year:  364. 

HOSPITAL 

Cocaine  users  had  the  most  distinct 

WIH 

259 

3.9* 

(10) 

sociodemographic  profile  of  any  of  the 

Others 

199 

1.0 

(2) 

drug  users.  As  Table  1 shows,  cocaine 

TOTAL 

465 

2.6 

(12) 

use  was  significantly  higher  in  women 
who  were  on  public  insurance  (8.9% 
compared  to  0.3%);  non-white  (8.1% 
compared  with  1.1%);  living  in  “poverty” 


* p-value  < 0.01 
**  p-value  < 0.001 

Source:  Perinatal  Drug  Survey,  Division  of  Family  Health 


Submitted  by  the  Division  of  Family  Health,  William  Hollinshead,  MD,  Medical  Director.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner,  PhD, 
and  William  J.  Waters,  Jr,  PhD. 
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MonthlyrA^tal^tatf  sties  cReport 

'lY 


Provisional  OCfwr^rice  Data  From  the 
Divisioip^  Vfital^ltecords 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


HOPE 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period  12  Months  Ending  with  February  1990 


Vital  Events 

February  1990 

Number 

Rates 

Number 

Live  Births 

1,176 

15,405 

15.5* 

Deaths 

782 

9,770 

9.8* 

Infant  deaths 

(12) 

(160) 

10.4t 

Neonatal  deaths 

(11) 

(130) 

8.4* 

Marriages 

377 

8,302 

8.4* 

Divorces 

350 

3,707 

3.7* 

Induced  Terminations 

666 

7,922 

514.2f 

Spontaneous  Fetal  Deaths 

57 

1,093 

71  .Ot 

Under  20  weeks’  gestation 

(49) 

(976) 

63.4t 

20  + weeks’  gestation 

(8) 

(106) 

6.9t 

‘Rates  per  1,000  estimated  population. 


fRates  per  1,000  live  births. 


Underlying  Cause  of 

Reporting  Period 
November  1989 

12  Months  Ending  with  November  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

264 

3,420 

344.4 

4,687.0 

Malignant  Neoplasms 

194 

2,451 

246.8 

6,986.5 

Cerebrovascular  Diseases 

43 

593 

59.7 

970.0 

Injuries  (Accident,  Suicide,  Homicide) 

36 

442 

44.5 

10,209.5 

COPD 

30 

310 

31.2 

453.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Primary  Care  & Family  Practice 
oriented  facility  in 
Coventry,  Rl  is  looking  for  a 
Part  Time  or  Full  Time 

PHYSICIAN 

Contact  Dr.  Dan  Collins 
or  Dr.  William  Van  Haaren 
at 

(401)821-6800 


MEDICAL  OFFICE  SPACE 


NORTH  PROVIDENCE:  1637  Mineral  Spring  Avenue.  Office 
condominiums  for  sale  or  lease.  Modern,  new  construction 
located  at  the  intersection  of  Routes  7 and  15.  Suites  available 
from  1 ,300  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Ample  parking  for  90  cars.  Total  building  25,600  SF. 

PROVIDENCE:  845  North  Main  Street.  Office  condominiums 
for  sale  or  lease.  Beautiful,  new  rehabilitation  project  located 
conveniently  off  Branch  Avenue  exit  of  1-95.  Suites  available 
from  1 ,000  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Total  building  26,000  SF. 

PROVIDENCE  East  Side:  425  Angell  Street.  Office  space  for 
lease.  Modern  space  recently  renovated  interior  and  exterior. 
Ample  on-site  parking,  reasonably  priced.  Lease  rates  include 
parking,  heat,  taxes,  insurance  . . . tenant  only  pays  for  elec- 
tricity used.  Suites  1200  SF  and  600  SF. 

WAKEFIELD:  Cherry  Lane  Medical  Building.  Brand  new  con- 
struction. Office  condominiums  for  sale  or  lease.  Suites  fin- 
ished up  to  10,000  SF.  Modern  space,  elevator,  ample  on- 
site parking,  handicap  accessible.  Located  within  two  mile 
radius  of  South  County  Hospital. 

WARWICK:  Toll  Gate  Road  (Route  115).  Pre-construction 
prices  quoted  for  office  condominiums  for  sale  or  lease.  The 
project  allows  for  six  buildings  constructed  along  a small  pic- 
turesque pond.  Total  buildings  70,000  SF.  Parking  for  276 
cars. 

As  a bonus,  you  will  have  the  opportunity  to  consult  with 
an  architect  to  design  your  office’s  layout.  If  you  are  plan- 
ning a move  in  the  near  future  or  know  someone  who  is, 
call  me  ...  I specialize  in  medical  users  and  am  best 
qualified  to  assist  you. 

Contact:  Cindy  Morse 
Peter  M.  Scotti  & Associates 
(401)421-8888 


Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 
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Fifty  Years  Ago 
(June,  1940) 


The  lead  article  is  entitled,  Gas- 
troscopy and  Clinical  Medicine 
and  is  authored  by  Dr  Russell  Bray 
of  Angell  Street,  Providence.  The 
article  attempts  “to  portray  by 
word  pictures  my  impression  of 
gastroscopy  and  to  tell  in  general 
the  value  and  limitations  of  the 
procedure.  Visual  inspection  of 
the  inside  of  the  human  stomach 
tends  to  quicken  the  emotions. 
The  observer  cannot  help  but  re- 
spond to  the  beauty  of  the  scene 
— the  array  of  color,  the  rhythmi- 
cal contractions  of  the  pylorus, 
the  bubbling  pools  of  secretion, 
the  dancing  highlights,  and  the 
shifting  shadows  cast  by  the  rugal 
folds!” 

The  author  lists  the  following 
contraindications  to  gastroscopy: 
(1)  Obstructing  lesion  at  the  car- 
dio-esophageal  orifice.  (2)  Posi- 
tive disease  of  the  chest  — car- 
diac disease,  aneurysm  of  the 
aorta,  angina,  dyspnea.  (3)  Var- 
ices of  esophagus,  a large  liver. 
(4)  Uncooperative  patient.  (5) 
Dysphagia.  (6)  Do  not  use  the 
procedure  when  tired  or  hurried. 

The  author  summarizes  his  ex- 
periences as  follows:  “(1)  If  gas- 
troscopy is  to  remain  a procedure 
of  value,  claims  for  its  usefulness 
must  be  based  on  facts.  An  atti- 
tude of  reasonable  conservatism 


will  be  most  favorable  to  the  con- 
tinued progress  of  gastroscopy. 
(2)  The  Wolf-Schindler  flexible 
gastroscope  allows  the  observer 
to  actually  see  what  is  going  on 
in  the  stomach.  (3)  It  is  the  one 
positive  means  of  diagnosing 
gastritis.  (4)  Gastroscopy  allows 
the  differential  diagnosis  of  be- 
nign and  malignant  ulcer.  (5) 
Gastroscopy  may  reveal  the  ori- 
gin of  gross  hematemesis.  (6)  It 
must  be  understood  that  the  gas- 
troscope will  not,  and  cannot, 
supplant  the  X-ray  in  the  diag- 
nosis of  gastric  disease.  An  ex- 
perienced roentgenologist,  how- 
ever, will  not  hesitate  to  admit  that 
he  frequently  encounters  mu- 
cosal patterns  and  profile  distor- 
tions which  are  of  doubtful 
diagnostic  value.  Therefore,  gas- 
troscopy is  always  of  value  in 
checking  X-ray  findings.  X-ray  and 
gastroscopy  are  complementary 
rather  than  competitive  methods 
of  diagnosis.” 

The  second  major  paper,  by  Drs 
Charles  A.  McDonald  and  Milton 
Korb,  is  entitled,  “Brain  Abscess 
with  Brain  Potentials.”  The  paper 
describes  the  1937  case  of  a 17- 
year-old  male  admitted  to  the 
neurological  service  of  the  Rhode 
Island  Hospital  because  of  blurred 
vision,  headaches,  some  projec- 


tile vomiting  and  dizziness.  There 
was  also  an  older  history  of  head 
injury.  Because  of  choked  discs, 
elevated  spinal  fluid  pressure  and 
a number  of  focal  and  general 
neurologic  deficits,  a diagnosis 
of  “brain  tumor  of  the  left  cerebral 
hemisphere  was  made.”  Elec- 
troencephalographic  examina- 
tion pointed  to  a pathologic  con- 
dition in  the  left  frontal  lobe. 
(These  EEGs  were  intepreted  by 
Dr  H.  Jasper  who  later  transferred 
to  the  Montreal  Neurological  In- 
stitute to  become,  with  his  col- 
league Wilder  Penfield,  one  of  the 
world’s  leading  authorities  on 
electroencephalography.)  The 
patient  was  transferred  to  a Bos- 
ton hospital  where  ventriculog- 
raphy was  performed  and  the  X- 
rays  were  consistent  with  a mass 
deep  within  the  left  frontal  lobe. 
Three  days  later  a craniotomy  was 
undertaken  and  a suppurative 
brain  abscess  was  resected.  The 
patient  died  a few  days  later  of 
meningitis. 

An  autopsy  disclosed  a linear 
fracture  of  the  ethmoid  bone  in- 
volving the  frontal  sinus  and  was 
considered  the  likely  mechanism 
causing  the  intracerebral  ab- 
scess. This  case  is  notable  in 
being  “one  of  the  first  cases  in 
which  electroencephalographic 
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examination  was  used  as  a clin- 
ical laboratory  test.” 

T\\q  Journal  also  publishes  the 
proceedings  of  a symposium  on 
post-operative  distension,  with 
contributions  by  Drs  William  P. 
Davis,  Eliot  A.  Shaw,  and  Henry 
B.  Moor.  In  summary,  “the  care 
of  the  patient  suffering  with  dis- 
tension is  along  two  major  lines. 
First,  care  of  the  distension  itself, 
and  second,  care  of  the  disturbed 
physiology  associated  with  dis- 
tension. In  the  care  of  the  former 
— the  following  methods  have 
been  considered:  the  use  of  the 
intestinal  stimulants,  physostig- 
mine,  prostigmin,  pituitrin,  and 
peristaltine.  The  value  of  mor- 
phine as  an  intestinal  stimulant 
has  been  mentioned.  The  use  of 
95%  oxygen,  and  intestinal  drain- 
age by  the  Wangensteen  and  the 
Miller-Abbott  tubes  have  been 
considered.  In  furthering  the  idea 
of  intestinal  drainage,  ileostomy 
has  been  discussed  and  three 
case  studies  presented.  The  pa- 
tient’s bodily  requirements  as 
dextrose,  water,  and  chlorides 
have  been  reviewed.  The  indica- 
tion for  transfusion  has  been  pre- 
sented.” 

An  editorial  discusses  Presi- 
dent F.D.  Roosevelt’s  proclama- 
tion designating  April  as  Cancer 
Control  Month,  and  the  educa- 
tional work  undertaken  by  the 
American  Cancer  Society,  an  or- 
ganization formed  in  1913.  Yet 
another  editorial  expresses  sup- 
port for  pending  legislation  in 
Congress  (Wagner-George  bill) 
which  provides  federal  funds  for 
the  construction  of  civilian  hos- 
pitals. 

Another  editorial  reflects  upon 
the  State  Infirmary  at  Howard 
“ . . . dispensing  alms  to  hapless 
people  who  had  no  homes,  no 
future,  no  folks  to  shelter  their  de- 
clining years.  The  stigma  of 
spending  one’s  last  days  at  How- 
ard in  the  State  Infirmary  was  a 
real  dread  to  many  an  oldtimer  in 
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Rhode  Island.  All  this  has  been 
changed.” 

The  official  program  for  the 
129th  annual  meeting  of  the 
Rhode  Island  Medical  Society  is 
published,  listing  the  many  par- 
ticipating hospitals  including  the 
Homeopathic  Hospital  of  Rhode 
Island  (now,  Roger  Williams  Gen- 
eral Hospital),  the  Providence 
Lying-In  Hospital  (now.  Women 
& Infants  Hospital),  Butler  Hos- 
pital and  Memorial  Hospital  of 
Pawtucket. 

Twenty-Five  Years  Ago 
(June,  1965) 

A book  review  by  Dr  Robert  V. 
Lewis  comments  on  “Doctors  as 
Men  of  Letters”  noting  that  “The 
study  of  medicine  played  some 
part  in  the  development  of  these 
writers,”  listing  such  personages 
as  Browne,  Locke,  Smollett, 
Goldsmith,  E.  Darwin,  Shelley, 
Keats,  C.  Darwin,  O.W.  Holmes, 
Blackwell,  T.H.  Huxley,  Conan 
Doyle,  Grenfell,  G.  Stein,  Somer- 
set Maugham,  Z.  Grey,  Joyce,  and 
Jeffers.  The  reviewer  ends  his 
commentary  with  these  words, 
“ . . . but  as  in  all  things,  it  is  only 
when  technique  is  imbued  with  a 
humane  spirit  that  any  work  of 
man  becomes  great.  The  contem- 
plations and  contributions  of 
doctors  as  men  of  letters  are  good 
to  behold.” 

The  lead  article  is  entitled,  “Re- 
gional Hypothermia  II  — Effec- 
tiveness of  Renal  Artery  and  Renal 
Pelvic  Perfusion  Methods.”  and  is 
written  by  Drs  S.H.  Yoon  and  E.K. 
Landsteiner.  The  authors  con- 
clude that  the  optimal  cooling 
time  in  renal  artery  perfusion,  in 
the  dog,  is  about  5 minutes,  and 
that  it  represents  a fast  and  sim- 
ple method  for  achieving  renal 
hypothermia,  but  that  the  risk  of 
thrombus  formation  must  be  con- 
sidered. 

The  presidential  address  by  Dr 
John  C.  Ham  stresses  the  funda- 
mental importance  of  health  ed- 


ucation in  providing  better  health 
for  Rhode  Islanders.  Dr  Ham  also 
urges  that  a Health  Museum  for 
Rhode  Island  be  established  and 
funded. 

By  use  of  histochemical  tech- 
nics, Drs  B.  Barker  and  P.  Fames, 
demonstrate  the  vascular  net- 
works within  aspirated  human 
bone  marrow  particles.  An  un- 
usual distortion  of  this  vascular 
architecture  is  described  in  two 
cases  of  multiple  myeloma. 

Dr  W.  Fischer  writes  about  sur- 
vival time  in  Hodgkin’s  Disease, 
based  upon  experience  at  Rhode 
Island  Hospital,  1946  to  1962.  He 
notes  that  paragranuloma  and 
granuloma  survivals  are  equal  and 
twice  that  of  the  sarcoma  type. 
And  despite  some  cautious  cor- 
relations, the  author  concludes, 
“It  is  dangerous  to  predict  treat- 
ment response  or  survival  in  any 
given  case  of  Hodgkin’s  Dis- 
ease.” 

In  honoring  the  University  of 
Pennsylvania  on  its  bicentennial 
anniversary,  an  editorial  com- 
ments: “We  salute  the  University 
of  Pennsylvania  on  its  most  suc- 
cessful career  and  upon  the  com- 
pletion of  the  first  two  hundred 
years  of  medical  education  in 
America.  We  also  pay  tribute  to 
those  dedicated  trustees  in  the 
state  of  Rhode  Island  who  in  the 
Franklin  tradition  have  given  their 
time  and  effort  to  the  develop- 
ment of  the  finest  of  hospital  fa- 
cilities. We  expect  the  outstand- 
ing feature  of  Brown’s  third 
century  to  be  its  Medical  School.” 

Without  editorial  comment,  the 
Journal  prints  an  observation  by 
William  Osier:  “No  man  is  really 
happy  or  safe  without  a hobby, 
and  it  makes  precious  little  dif- 
ference what  the  outside  interest 
may  be  — botany,  beetles  or  but- 
terhies;  roses,  tulips  or  irises; 
fishing,  mountaineering  or  an- 
tiques — anything  will  do  so  long 
as  he  straddles  a hobby  and  rides 
it  hard.” 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  conttaindicaled  in  patients  who  ate  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  reiated  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  o(  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  inciuding  VASOTEC  in  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
lace  and  lips,  the  conrtition  has  generally  resolved  without  treatment,  although  antihistamihes  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg,,  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypolension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  lailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypolension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypolension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  lailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
lailure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure).  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
in  patients  at  risK  lor  excessive  hypotension  who  are  able  to  tolerate  such  ad|uslments  (See  PRECAUTIONS,  Drug 
Interactions  anti  ADVERSE  REACTIIJNS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  lirst  two  weeks  ot  treatment  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
inlarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  intusion  ot  normat  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  turther  doses  ot  VASOTEC,  which  usually  can  be  given  without  ditticulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/Agranutocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  treouently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapnl  are  insuKicient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function.  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the 
lirst  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>57  mEg/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  rfespite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  d 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 
Risk  laclors  lor  the  development  ol  hyperkalemia  include  renal  insulliciency,  diabetes  mellitus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  suppiements,  and^r  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  it  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

Surgery/Anesihesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapnl  may  block  angiotensin  II  lormation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion, 

Inlormalion  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirst  dose  ot  enalapnl 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  lace,  extremities,  eyes,  lips,  longue,  ditticulty  in  swallowing  or  brealning)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension.  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  lirst  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  lluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician 
Hvperkalemia  Patients  should  be  told  not  to  use  sail  substilutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g,.  sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation 
IS  intended  to  aid  in  the  sale  and  etieclive  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  ellects 
Drug  Inleraclions 

Hypotension  Patients  on  Diuretic  Therapy.  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy 
with  enalapril  The  possibility  ol  hypotensive  etiecis  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  cttect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  ot  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  IrequenI  mohiToring  ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodium,  including  ACE  innibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  of  both  drugs  it  is  recommended  that 
serum  lithium  levels  be  monitored  Irequenlly  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  letal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/(lay.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  delined,  VASOTEC*  (Enalapril  Maleale.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit lusllties  the  potential  risk  to  the  lelus 

Posimarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  lirst  trimester  ol  pregnancy  has  not  been  reported  to  affect  letaf  oulcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  me  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  letus  Inlanis  exposed  in  ulero  to  A(3E  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  wifh  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  ol  '‘C  enalapril  maleale  it  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  ahd  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%).  nausea  (1  4%),  rash  (1 4%).  cough  (1 3%).  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypolension  (67%),  orthostatic  efiects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  Ialigue(f8%),  headache  (1  8%),  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthosta- 
tic hypotension  (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%). 
dyspnea  (1  3%),  urinary  tract  infection  (1  3%),  rash  (1  3%),  and  myocardial  inlarction  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  lailure  in  clinical  Inals  in  order  of  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hmolension).  pulmonary  embolism  and  inlarction.  pulmonary 
edema,  rhythm  disturbances,  atrial  librillalion,  palpilafion 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  meiena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/Psychialric  Depression,  contusion,  alaxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenilal  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlectioh 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme,  urticaria,  pruritus,  alopecia.  Hushing,  hyperhidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  coniunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arthralgias/arthritis,  myalgias,  lever,  serosilis.  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manilestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  It  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
tollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in'  blood  urea  nitrogen  and  serum  cre- 
atinine. reversibie  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  ahemia  coexists  In  clinical  Inals,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deliciency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  ate  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, D«/g /nteracto) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  anlihyperlensive  efiecl  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mlVmin  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mUmin  (serum  creatinine  ^ 3 mg/dL),  the  lirst  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  ot  Nee  daily  Alter  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Inleraclions ) It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ot  hypotension  atler  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsegueni  careful  dose  titration  with  the  drug,  lollowing  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  riaily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV),  patients  were  treated  with  2 5 to  40  mg  pet  day  of  VASOTEC,  almost  always 
administered  in  two  (iivided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodmamicsand Clinical EtIecIs ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision,  (See  DOSAGE  AND  ADMINISTRATION,  Head 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  time  M Q PI 

of  dosage  adjustment  there  is  not  excessive  hypotension  or  signilicani  defeneration  of  renal  tunc-  ivulj 

tion  The  maximum  daily  dose  is  40  mg  MERCK 

For  more  detailed  inlorrmtion,  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion,  Merck  SHARft 

Sharp  & Dohme,  Division  ol  Merck  & Co  . Inc  . West  Point,  PA  I9A86  J9VS61R2(819)  DOHME 
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C Is  generally  well  tolerated 
and  not  (S aracterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
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AIDS  and  Physicians  in  Rhode  Island:  Resources  and  Responsibilities 


By  the  close  of  the  recent  decade, 
there  have  been  more  than  300 
persons  diagnosed  with  AIDS  in 
Rhode  Island,  with  150  succumb- 
ing to  this  disease.  The  best  es- 
timates by  the  Rhode  Island 
Health  Department  suggest  that 
there  are  several  thousand  indi- 
viduals infected  with  HIV,  the  vi- 
rus that  causes  AIDS.  Data  from 
cohorts  that  have  been  followed 
for  many  years  suggest  that  the 
rate  of  the  development  of  op- 
portunistic infections  and  neo- 
plasms in  HIV-infected  persons 
increases  with  time. 

Over  the  next  few  years  we  face 
the  specter  of  an  increase  in  the 
rate  of  the  development  of  new 
cases  of  AIDS  whether  or  not 
Rhode  Islanders  decrease  their 
risks  for  HIV  transmission.  The 
article  by  Dr  Sally  Zierler  and  col- 
leagues summarizing  the  New 
England  Behavioral  Health  Study, 
an  NIH-funded  evaluation  of  the 
incursion  of  HIV  among  hetero- 
sexually  active  adults  in  Rhode 
Island,  suggests  continued  cause 
for  concern  since  the  majority  of 
self-identified  high-risk  individu- 
als have  indicated  that  they  are 
not  routinely  using  condoms  or 
taking  other  protective  measures. 
On  the  other  hand,  the  findings 
of  several  recent  AZT  treatment 
studies  suggest  that  there  is  some 
basis  for  optimism.  With  a mean 
follow-up  of  one  year  (a  relatively 
short  period  of  time  given  the 
chronic  nature  of  HIV  infection), 
a national  network  of  investiga- 
tors has  been  able  to  show  that 
the  use  of  AZT  in  persons  who 


have  decreased  T helper  lympho- 
cyte counts  (<  500  cells/mm^)  but 
have  few  or  no  symptoms  of  HIV 
infection,  can  delay  the  onset  of 
HIV-related  morbidity  and  mor- 
tality. We  do  not  yet  know  whether 
drug  toxicity  or  HIV  resistance  will 
obviate  this  benefit  after  longer 
term  AZT  usage. 

Therefore  the  1990s  open  with 
this  paradox:  the  promise  of  early 
intervention,  and  the  threat  of  the 
continued  spread  of  the  virus. 
There  is  much  to  be  done  by  pub- 
lic health  officials,  academic  in- 
vestigators, but  most  importantly, 
by  the  clinical  care  community. 
As  pointed  out  by  Dr  Alvan  Fisher, 
AIDS  is  an  illness  that  belongs  in 
the  purview  of  the  primary  care 
practitioner  despite  the  fact  that 
the  management  of  specific  op- 
portunistic infections  and  neo- 
plasms that  arise  in  HIV  immu- 
nocompromised hosts  may 
require  the  assistance  of  subspe- 
ciality consultation.  The  initial 
work-up  of  the  person  at  risk  for 
HIV  infection  requires  careful  as- 
sessment and  counseling,  partic- 
ularly with  regard  to  issues  around 
sexuality  and  drug  usage.  A num- 
ber of  specialized  tests  are  used, 
but  given  the  chronic  nature  of 
HIV  infection  and  the  complex 
psychosocial  and  medical  needs 
posed  by  patients  at  risk  for  HIV 
infection,  it  is  extremely  impor- 
tant for  primary  care  physicians 
to  be  the  key  providers  of  care  for 
these  individuals.  HIV-infected 
persons  may  need  to  see  infec- 
tious disease  specialists,  hema- 
tologist/oncologists, psychia- 


trists, neurologists,  dermatol- 
ogists, and  internal  medicine 
subspecialists,  and  thus  clearly 
need  a well-trained  primary  care 
physician  to  integrate  their  care. 
Moreover,  at  the  present  time, 
seroprevalence  studies  suggest 
that  the  majority  of  individuals  at 
risk  for  HIV  infection  are  still  not 
infected  with  the  virus,  so  there 
is  an  important  role  for  preventive 
education  which  attempts  to 
modify  risk-related  behaviors. 

What  resources  are  available  to 
the  primary  care  physician  to 
manage  individuals  at  risk  for  HIV 
infection?  First  of  all,  the  Depart- 
ment of  Health  maintains  an 
anonymous  testing  program  that 
can  provide  free  HIV  testing  and 
counseling  and  may  be  contacted 
by  any  resident  of  the  state  by 
calling  277-2362.  The  State  Health 
Department  has  also  maintained 
an  active  program  of  training  HIV 
counselors  and  clinicians  in  the 
clinical  care  community  through 
a three  day  CDC  approved  HIV 
counseling  course  and  a series  of 
educational  forums  targeted  to 
providers.  In  conjunction  with  the 
Brown  University  AIDS  Program, 
and  through  a grant  from  the  New 


ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
AZT:  Azidothymidine  (present 
name,  Zidovudine) 

CDC:  Centers  for  Disease  Con- 
trol 

HIV:  Human  Immunodefi- 
ciency Virus 


July,  1990  — Vol.  73 


279 


England  AIDS  Education  and 
Training  Center,  clinicians  have 
been  offered  a wider  array  of  AIDS 
education  and  training  opportu- 
nities. Members  of  the  Brown 
University  AIDS  Program  have 
participated  in  a series  of  Grand 
Rounds  at  hospitals  in  Rhode  Is- 
land, small  group  didactic  ses- 
sions, clinical  practica,  as  well  as 
day-long  courses  for  clinicians  to 
update  their  data  bases  and  clin- 
ical skills.  Several  of  the  Brown 
University-affiliated  teaching  hos- 
pitals, particularly  the  Rhode  Is- 
land Hospital,  Miriam  Hospital, 
and  Memorial  Hospital,  maintain 
ongoing  AIDS/HIV  clinics  and  are 
able  to  accept  referrals  of  patients 
with  complex  HIV  management 
issues,  and  have  also  partici- 
pated in  the  training  of  commu- 
nity-based, AIDS/HIV  knowledge- 
able primary  providers.  The 
Health  Department  has  sent  out 
a variety  of  educational  materials 
including  the  180  page  resource 
manual  and  clinical  management 
review  entitled  “AIDS  Guide”  for 
all  licensed  physicians  in  Rhode 
Island.  The  guide  is  available 
through  the  Rhode  Island  De- 
partment of  Health’s  AIDS  Pro- 
gram and  can  be  obtained  by  call- 
ing 277-2362.  Further  questions 
regarding  upcoming  opportuni- 
ties in  AIDS-specific  training  can 
be  answered  by  calling  the  Brown 
University  AIDS  Program  at  Me- 
morial Hospital  at  722-6000,  ext. 
2602,  or  the  AIDS  Education  of- 
fice at  the  Rhode  Island  Health 
Department  at  277-2362.  The 
Health  Department  may  be  con- 
tacted to  refer  potential  clients  for 
HIV  antibody  screening  through 
the  anonymous  testing  program. 
Another  option  is  the  New  Eng- 
land Behavioral  Health  Study 
which  can  provide  free,  confiden- 
tial HIV  screening  for  individuals 
who  are  heterosexual ly  active  and 
older  than  18  years  of  age  (tele- 
phone number:  725-3030). 


The  key  message  of  this  edi- 
torial is  that  the  HIV  epidemic  is 
not  going  to  go  away  very  soon, 
but  the  medical  system  is  doing 
a better  job  at  transforming  it  into 
a manageable,  chronic  disease 
process.  A system  now  exists  in 
Rhode  Island  which  can  assist  in 
the  identification  of  individuals  at 
risk  for  HIV  infection,  provide 
counseling  and  resources  for 
those  who  are  not  yet  infected  but 
whose  behavior  places  them  at 
increased  risk,  and  provide  the 
appropriate  services  for  those  in- 
dividuals who  are  infected.  The 
key  part  of  this  system  is  the  pri- 
mary care  provider  community. 
We  need  feedback  to  know  how 
we  can  best  make  the  system  op- 
timally serve  the  needs  of  pro- 
viders and  patients. 

Kenneth  H.  Mayer,  MD 
Chief,  Infectious  Disease  Division 
Memorial  Hospital  of  Rhode 
Island 

Associate  Professor  of  Medicine 
and  Community  Health 
Brown  University 
Director,  Brown  University  AIDS 
Program 


AIDS  INFORMATION  — 

WHOM  TO  CALL 

General  Information: 

RI  PROJECT  AIDS: 
Administrative  Office 

831-5522 

Hotline  (English/Spanish) 

726-3010 

In  Newport 

847-7229 

MIRIAM  HOSPITAL: 

AIDS  Information  Hotline 

331-8500,  ext:  4025 

AIDS  Testing  Screening: 

RI  Department  of  Health 

277-2362 

RI  Hospital  AIDS  Clinic 

277-4741 

RI  Medical  Society 

331-3207 

RI  Blood  Center 

863-8393 

RI  Group  Health  Assoc.,  Providence 

331-3000 

(Subscribers  call  their  own  center) 
New  England  Behavioral  Health  Study 

725-3030 

Hemophilia  Center  of  RI 

277-8250 

IN  MASSACHUSETTS: 

Massachusetts  Department  of  Health: 
Hotline 

617-522-4090 

Address  correspondence  to: 
Kenneth  H.  Mayer,  MD 
Chief,  Infectious  Disease  Division 
Memorial  Hospital  of  Rhode 
Island 

111  Brewster  Street 
Pawtucket,  RI  02860 
(401)  722-6000,  ext.  2776. 


Barbara  A.  DeBuono,  MD,  MPH 
State  Epidemiologist 
Medical  Director 
Office  of  Disease  Control 
Rhode  Island  Department  of 
Health 
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Ym  treated 

litde  Johnny 
for  measles  m 
kindergarten, 
chicken  pox  in 
3rd  ^ade,  mono 
in  figh  school. 

But  what  c^ 
you  do  for  his 

HlVto^? 


People  with  HIV  are  special 
patients  with  specific  needs. 
That's  why  it  helps  to  have  expe- 
rience with  HIV  when  treating 
an  infected  patient— the  kind 
of  experience  doctors  find  at 
Clinical  Partners. 

Clinical  Partners  is  a group  of 
health  care  professionals  dedi- 
cated to  helping  patients  live 
with  HIV.  We  are  alone  in  the 
complete  array  of  services  we 
provide  to  physicians,  employ- 
ers and  insurers  of  those  living 
with  HIV.  Our  early  interven- 
tion averts  costly  hospital  stays, 
while  increasing  patient  care 
and  support. 

Operating  successfully  in 
Boston,  New  York,  and  Los 
Angeles,  Clinical  Partners 
is  pleased  to  announce  the 
opening  of  our  Providence 
office,  with  Linda  Durand  as 
the  director  of  our  Health 
Resource  Center. 

We  want  Rhode  Island  physi- 
cians to  know  Clinical  Partners 
is  here  to  help.  As  the  patient's 
primary  physician,  you  can 
benefit  from  our  knowledge  and 
experience,  which  is  available 
to  help  you  treat  HIV  infection 
and  AIDS. 

Please  call  Clinical  Partners  in 
Providence  at  454-8880  or  1-800- 
523-8664  to  find  out  how  we  can 
be  your  partner  in  treating 
HIV  patients. 

Cjinjcal^rtn^ 

Hclpiu;^  people  make  ehoiees  about  HIV. 
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From  Whence  Cometh  This  Dread  Pestilence? 


Disease,  particularly  communi- 
cable disease,  represents  an  im- 
portant deterrent  in  the  progress 
of  people  and  their  nations.  And 
when  communicable  disease 
strikes,  it  delivers  not  one  but  two 
burdens:  first,  the  weight  of  the 
sickness  itself;  and  second,  the 
social  perception,  often  the 
stigma,  of  that  sickness.  On  the 
one  hand,  it  diminishes  our  state 
of  health;  and  on  the  other  hand, 
it  contrives  to  insert  our  illness, 
and  often  ourselves,  into  a tap- 
estry of  moral  values. 

Some  communicable  diseases 
carry  a negligible  stigma,  typi- 
cally those  which  are  airborne, 
viral  infections  such  as  small-pox, 
influenza  and  measles.  This  is 
largely  so  because  they  are  so 
widespread  that  socioeconomic 
factors  do  not  play  an  obvious  role 
in  determining  their  selective  at- 
tack rate. 

On  the  other  hand,  when  a 
communicable  disease  is  restric- 
tive in  its  attack  rate,  it  may  then 
be  perceived  as  something  other 
than  a randomly  distributed  hap- 
penstance. And  if  this  disease 
consistently  selects  a disadvan- 
taged segment  of  the  population, 
we  then  may  impart  to  the  disease 
those  social  qualities  which  char- 
acterize the  affected  population. 
The  disease  becomes  more  than 
an  unfortunate  interaction  be- 
tween host  and  pathogen:  it  be- 
comes a metaphor  and  a vehicle 
for  expressing  judgmental  disap- 
proval of  one  or  another  way  of 
life.  When  this  happens,  the  rules 
of  clinical  epidemiology  give  way 
to  the  imperatives  of  moral  judg- 
ment. When  we  think,  in  the  ab- 
stract, of  a patient  with  influenza, 
an  essentially  neutral  picture 
comes  to  mind;  when,  however, 
we  think  of  a patient  with  typhus. 
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or  gonorrhea,  or  leprosy  or  AIDS, 
the  imagery  is  likely  to  be  notably 
different. 

Clearly,  when  we  assign  value 
judgments  to  disease,  we  end  up 
with  a list  of  illnesses  ranked  by 
their  degree  of  social  acceptabil- 
ity. We  then  avoid  some  for  rea- 
sons other  than  their  morbidity 
and  mortality.  The  “closet”  dis- 
eases have  changed  from  time  to 
time  as  our  social  values  have  al- 
tered. Thus,  tuberculosis  and 
cancer  were  until  recently,  un- 
mentionable diseases.  When  cer- 
tain presidents  of  the  United  States 
died  of  neoplastic  disease,  a va- 
riety of  euphemisms  were  em- 
ployed in  the  news  reports  and 
rarely  — until  recently  — did  any 
obituary,  presidential  or  other- 
wise, ever  mention  the  “C”  word. 

But  the  closet  harboring  un- 
mentionable diseases  is  not  yet 
empty.  There  still  lingers  AIDS,  a 
tragedy  of  immense  worldwide 
proportions  and  one  which  now 
requires  the  most  from  medical 
practitioners  and  medical  re- 
search workers. 

It  is  instructive  to  see  how  our 
community  confronted  yet  an- 
other and  hitherto  unknown  com- 
municable disease  some  158 
years  ago.  At  that  time,  1832,  when 
Providence  was  a thriving  seaport 
of  27,000  persons  in  a nation  gov- 
erned by  our  seventh  president, 
Andrew  Jackson,  an  utterly  new 
disease  called  Asiatic  Cholera 
swept  in  from  Europe.  It  pro- 
gressed westward  through  Eu- 
rope, eventually  across  the  Atlan- 
tic, seeding  itself  first  in  the 
squalid  ghettoes  of  New  York  be- 
fore spreading  throughout  the  na- 
tion; it  was  anxiously  watched  and 
carefully  reported.  Its  etiology  was 
unknown,  its  pathophysiology  a 
mystery  and  its  capricious  spread 


making  it  seem  unlikely  that  it  was 
contagious.  Little  could  be  done 
but  consider  quarantines,  days  of 
fasting  or  communal  prayers. 

The  local  sermons  rendered 
during  this  apocalyptic  summer 
of  1832  provide  us  with  some  no- 
tion of  how  this  new  pestilence 
was  perceived.  The  following  ex- 
cerpts, delivered  by  one  of  the 
great  religious  leaders  of  this 
community,  are  from  a sermon 
entitled,  “On  the  Moral  Uses  of 
the  Pestilence.”  Its  message  is  re- 
markably similar  to  many  other 
sermons  and  newspaper  edito- 
rials of  that  fateful  summer  in 
1832. 

From  the  plains  of  India,  from  the 
mountains  of  centra!  Asia,  its  march 
has  been  steady  and  irresistible;  it 
has  traversed  deserts  and  seas;  it  has 
broken  through  ail  the  defenses 
which  the  power  and  vigilance  of 
governments  could  set  up  against  it; 
till  that  which,  for  years,  has  been 
the  rumor  of  far  off  evils,  is  suddenly 
become  terrific  reality;  and  the  de- 
spoiler of  two  continents  knocks  at 
the  door  of  our  American  homes. 

At  such  a visitation,  it  is  meet  that 
the  world  should  pause.  It  Is  meet 
that  days  of  fasting  and  humiliation 
and  prayer  should  suspend  the  or- 
dinary pursuits  and  cares  of  life,  and 
give  an  opportunity  to  mediate  upon 
the  ways  of  God  to  man. 

But  is  there  anything  to  consider? 
Is  there  any  meaning  in  this  visita- 
tion which  can,  without  presump- 
tion, be  fixed  upon,  by  us,  as  the  sub- 
ject of  attention? . . . Has  not  the 
whole  course  of  events  which  take 
place  in  the  world,  a design?  But  if 
there  are  ends  to  be  accomplished 
by  all  things,  will  there  not  be  a re- 
lation, an  intentional  relation,  be- 
tween the  means  and  the  ends?  . . . 
Was  there  ever  a calamity  in  the 
world,  not  miraculous,  which  pos- 
sessed such  a high  and  solemn  mom! 
significance  as  this  pestilence?  We 
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saw  an  evil,  the  most  insidious  and 
deadly,  entering  the  world  by  a thou- 
sand avenues,  and  gaining  a strength 
. . . by  the  modern  improvements  . . . 
in  the  process  of  distillation. 

At  this  very  crisis,  there  appears  in 
the  world,  a disease  unknown  to  for- 
mer times,  and  it  appears  as  the 
grand  antagonist  to  the  monster,  In- 
temperance. 

If  this  is  not  providence,  what  is  a 
providence?  If  a new  species  of  brain- 
fever  were  to  appear  in  the  world, 
and  if  it  made  gamesters  its  principal 
victims,  what  more  specific  and  sol- 
emn moral  would  it  hold  out,  than 
is  to  be  found  in  this  plague  of  the 
cholera? 

I firmly  believe  that  if  there  had 
been  no  intemperance  in  the  world, 
this  pestilence  would  not  have  been 
in  the  world.  Intemperance  has  oc- 
casioned it,  created  it,  called  it  into 
being.  Is  it  too  much  to  say,  that  it 
was  designed  for  the  check  and  de- 
struction of  the  vice  in  question?  . . . 
it  was  designed  to  teach  and  explain 
this  great  doctrine  of  a providence, 
to  the  generation  of  the  thoughtless, 
the  negligent,  and  skeptical. 

The  Cholera,  I am  firmly  per- 
suaded, will  prevent  more  suffering 
than  it  will  occasion.  The  woes  of 
unrestricted  intemperance  in  this 
country  for  ten  years,  would  be  far 
greater  than  the  woes  of  a ten  years  ’ 
plague ...  I dare  not  absolutely  pray 
for  the  removal  of  this  disease,  any 
more  than  for  the  removal  of  many 
other  diseases.  I see  clearly  that  the 
world  would  sink  at  once  into  the 
ruins  of  sensual  indulgence,  if  no 
pain  or  sickness  followed  excess. 

As  the  scientific  world  now  rec- 
ognizes, cholera  is  an  infectious 
disease  which  knows  nothing  of 
religion.  In  truth,  it  is  the  most 
secular  of  diseases.  Its  Vibrio 
bacteria  are  spread  through  shal- 
low wells  fed  by  the  periodic 
overflow  and  seepage  from 
neighboring  cesspools  and  priv- 
ies. Accordingly,  the  disease  con- 
centrates in  the  crowded  housing 
of  coastal  cities,  particularly  those 
dilapidated  dwellings  with  poor 
sanitation  or  in  those  people,  such 
as  longshoremen,  sailors  and 


prostitutes  whose  occupations  are 
conducted  on  the  waterfront. 

Aided  by  more  rapid  transpor- 
tation, intensified  trade,  religious 
pilgrimages  and  military  cam- 
paigns, the  germs  of  cholera 
spread  from  their  endemic  home 
in  the  Ganges  delta,  in  1817,  to 
gain  a foothold  in  Europe  in  1827 
and  the  new  world  in  1832.  Its 
arrival  in  Europe  coincided  with 
an  interval  of  profound  social  un- 
rest and  local  famines.  The  first 
cholera  pandemic  proceeded 
then  to  entwine  iself  within  the 
fabric  of  intensifying  social  rev- 
olution. 

The  Irish  immigrant  of  the  1827- 
35  period  was  the  tragic  vector 
who  first  transported  cholera  from 
the  hovels  of  Europe  to  the  har- 
borside  tenements  of  America. 
And  these  early  Irish  refugees,  as 
well  as  those  who  shared  their 
waterfront  ghettos,  were  chol- 
era’s principal  new  world  victims. 
The  alcoholism,  called  then  in- 
temperance and  said  to  be  greater 
in  the  immigrant  Irish,  was  then 
incriminated  as  the  basis  for  the 
pestilence.  (To  quote  again  the 
sermon,"  ...  if  there  had  been  no 
intemperance  in  this  world,  this 
pestilence  would  not  have  been 
in  the  world.”) 

The  emergence  of  cholera  in 
the  English-speaking  United 
States  accelerated  the  growing 
evangelical  temperance  move- 
ment while  also  heightening  the 
fear  that  the  newly  immigrant  Irish 
threatened  the  jobs,  the  political 
stability,  the  religious  beliefs  and 
even  the  public  health  of  the  na- 
tive New  Englanders.  It  would  be 
another  50  years  before  certain 
clergy  would  speak  darkly  of  Rum, 
Romanism  and  Rebellion. 

In  1 832  the  wave  of  cholera  was 
regularly  equated  with  human  sin 
and  an  interventionist  God.  Chol- 
era was  proclaimed  as  the  resi- 
due of  sin,  a disorder  conferred 
by  God  upon  those  who  were  dis- 
solute, intemperate,  and  mind- 


less of  the  virtues  of  goodness, 
cleanliness  and  probity.  Death  in 
a cholera  hospital  was  regularly 
regarded  as  evidence  of  a life  mis- 
spent. 

Had  the  energies  behind  all  of 
this  nineteenth  century  righteous 
indignation  been  invested  in  bet- 
ter hospital  facilities,  better  epi- 
demiologic inquiry,  and  better 
laboratories  for  proper  research 
into  the  down-to-earth  etiology  of 
cholera,  our  understanding  of  the 
cause  and  cure  might  have  been 
sooner  achieved.  The  parallels 
between  cholera,  then,  and  AIDS, 
now,  are  uncomfortably  close  and 
certainly  worthy  of  thoughtful 
comparison.  AIDS  is  burdensome 
enough  without  our  adding  the 
weight  of  our  opprobrium. 

Stanley  M.  Aronson,  MD 
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Heterosexual  Behavior  and  HIV  Infection: 


The  New  England  Behavioral  Health  Study 
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Lisa  Feingold,  MSPH 
Ira  Kantrowitz-Gordon 
Charles  Carpenter,  MD 
Kenneth  Mayer,  MD 


. . . the  study  is  a five  year, 
population  based,  cohort 
study.  This  means  that  over 
its  duration,  people  contin- 
ually enter  the  study.  A sub- 
set of  these  participants, 
those  who  have  been  judged 
to  be  at  high-risk  for  HIV 
infection  or  who  entered  the 
study  with  serologic  evi- 
dence of  HIV  infection,  are 
seen  at  regular  intervals  for 
up  to  five  years. 


In  1986,  in  response  to  increasing 
evidence  of  heterosexual  spread 
of  HIV  infection  in  the  United 
States  and  the  unusual  propor- 
tion of  heterosexually  active  peo- 
ple with  AIDS  in  Rhode  Island,' 
we  proposed  a study  to  investi- 
gate the  pattern  and  determinants 
of  HIV  infection  among  hetero- 
sexually active  adults.  With 
promises  for  referral  from  a sup- 
portive network  of  health  care 
providers  and  visions  of  a public- 
ity campaign  that  was  fitting  for  a 
presidential  candidate  we  em- 
barked on  a quest  for  three  to  four 
thousand  heterosexually  active 
women  and  men  who  would  be 
willing,  if  not  eager,  to  be  stuck 
with  needles,  physically  exam- 
ined and  asked  to  discuss  every 
intimate  detail  of  their  sexual 
practices  imaginable  and  uni- 
maginable as  though  they  were 


discussing  last  night’s  Celtics’ 
game.  The  National  Institute  of 
Allergy  and  Infectious  Diseases  of 
the  National  Institutes  of  Health 
granted  our  request  and  funded 
what  one  reviewer  noted  could  be 
“an  administrative  nightmare.” 
We  named  the  project  the  New 
England  Behavioral  Health  Study 
(NEBHS),  and  refer  to  the  out- 
reach component  of  our  HIV  test- 
ing and  counseling  program  as 
Project  Prevent. 

Eor  six  months  we  built  our 
clinic,  hired  nurses,  interviewers, 
project  administrators,  data  man- 
agers and  worried  whether  any- 
body would  want  to  be  in  our 
study.  We  developed  question- 
naires, clinical  exam  forms,  fol- 
low up  protocols  and  laboratory 
forms.  We  gave  practice  inter- 
views to  friends  and  coworkers 
who  graciously  let  us  draw  blood 


and  counsel  them  about  HIV  an- 
tibody testing  and  about  preven- 


ABBREVIATIONS  USED: 
AIDS:  Acquired  Immune  De- 
ficiency Syndrome 
CDC:  Centers  for  Disease 
Control 

CODAC:  Community  Orga- 
nization for  Drug  Abuse 
Control 

ELISA:  Enzyme  Linked  Im- 
munosorbent Assay 
HIV:  Human  Immunodefi- 
ciency Virus 

HTLV:  Human  T-Cell  Leu- 
kemia Virus 

lUD:  Intra-Uterine  Device 
IV:  Intra-Venous 
NEBHS:  New  England  Be- 
havioral Health  Study 
STD:  Sexually  Transmitted 
Disease 


July,  1990  — Vol.  73 


285 


Sally  Zierler,  DrPH,  is  Assistant 
Professor  of  Medical  Science  with 
the  Department  of  Community 
Health,  Division  of  Biology  and 
Medicine,  Brown  University  Pro- 
gram in  Medicine,  Providence, 
Rhode  Island. 


Deborah  Laufer,  MSPH,  is  Project 
Director  for  The  New  England  Be- 
havioral Health  Study  at  The  Me- 
morial Hospital,  Pawtucket, 
Rhode  Island. 


Lisa  Feingold,  MSPH,  is  Research 
Associate  with  the  Department  of 
Community  Health,  Brown  Uni- 
versity Program  in  Medicine, 
Providence,  Rhode  Island. 


Ira  Kantrowitz-Gordon  is  Re- 
search Assistant  with  the  Depart- 
ment of  Community  Health, 
Brown  University  Program  in 
Medicine,  Providence,  Rhode  Is- 
land. 


Charles  Carpenter,  MD,  is  Physi- 
cian-in-Chief  with  the  Depart- 
ment of  Medicine,  The  Miriam 
Hospital  and  Professor  of  Medi- 
cine, Brown  University  Program 
in  Medicine,  Providence,  Rhode 
Island. 


Kenneth  Mayer,  MD,  is  Chief,  In- 
fectious Disease  Division,  The 
Memorial  Hospital,  Pawtucket 
and  Associate  Professor  of  Med- 
icine and  Community  Health, 
Brown  University  Program  in 
Medicine,  Providence,  Rhode  Is- 
land. 


tion  of  HIV  infection.  By  March  of 
1988  we  were  open  for  business. 
Armed  with  phlebotomy  gear 
packed  in  portable  ice  chests  and 
pages  of  questions  that  would 
make  Dr  Ruth  blush,  we  an- 
nounced our  presence  to  the  peo- 
ple of  Rhode  Island, ^ and  waited. 

This  article  tells  the  story  of  our 
experience  over  the  next  year  and 
a half.  We  share  this  story  be- 
cause we  have  learned  so  much 
about  heterosexually  active  adults 
in  Rhode  Island  — their  sexual, 
smoking,  drinking,  drug  using, 
and  interpersonal  behaviors  — 
behaviors  that  have  bearing  on 
people’s  risk  not  only  for  HIV-re- 
lated diseases,  but  for  many  other 
diseases  that  are  associated  with 
lifestyles  that  include  multiple 
sexual  partners  and  use  of  alco- 
hol, cigarettes  and  street  drugs. 
Many  of  these  people,  and  many 
more  like  them,  are  seen  by  local 
Rhode  Island  physicians  for  pri- 
mary care,  birth  control,  preg- 
nancy management,  and  medical 
management  for  symptoms  of 
common  medical  conditions. 
Some  of  these  people  are  infected 
with  HIV. 

We  have  also  learned  a lot 
about  human  fear  and  despera- 
tion, about  powerlessness  and 
hope.  What  began  as  a study  has 
evolved  into  a compassionate,  yet 
scientifically  rigorous,  experi- 
ence of  reaching  out  to  the  peo- 
ple of  Rhode  Island  who  are  con- 
cerned about  the  epidemic  of  HIV 
infection,  for  themselves  as  well 
as  for  others.  By  describing  the 
nature  of  the  information  we  are 
gathering  and  the  methods  that 
have  worked  (and  not  worked) 
during  this  process,  we  offer  a 
perspective  of  human  sexual  life 
that  is  only  euphemistically  and 
often  vaguely  discussed  in  clini- 
cal training.  In  the  midst  of  the 
horrors  of  AIDS,  the  clinician 
wants  to  know  what  to  ask,  and 
how  to  ask,  about  high  risk  sexual 
practices.  The  New  England  Be- 


havioral Health  Study  is  investi- 
gating these  issues. 

Methods 

The  overall  design  of  the  study  is 
a five  year,  population  based,  co- 
hort study.  This  means  that  over 
its  duration,  people  continually 
enter  the  study.  A subset  of  these 
participants,  those  who  are  judged 
to  be  at  high  risk  for  HIV  infection 
or  who  enter  the  study  with  sero- 
logic evidence  of  HIV  infection, 
are  seen  at  regular  intervals  for 
up  to  five  years. 

Study  Population:  Anyone  at 
least  18  years  old  and  sexually 
active  with  someone  of  the  op- 
posite sex  is  eligible  to  be  in  the 
study.  This  description  includes 
bisexual  women  and  men  who  are 
currently  heterosexually  active; 
HIV  serologic  status  is  not  part  of 
the  eligibility  criteria.  Most  of  the 
people  in  our  study  do  not  have 
evidence  of  HIV  infection.  People 
enter  the  study  either  because  a 
health  care  provider  recom- 
mends the  protocol  or  because 
publicity  about  the  study  moti- 
vates people  to  refer  themselves. 
This  publicity,  distributed  broadly 
throughout  Rhode  Island,  in- 
cludes a televised  public  service 
announcement,  print  ads  in 
newspapers,  brochures,  book- 
marks, matchbooks,  posters,  and 
word-of-mouth.  Information  about 
the  study  appears  in  health  care 
agencies  and  private  practices, 
bars,  libraries,  bookstores,  col- 
lege campuses,  drug  treatment 
centers,  hospitals,  community 
centers,  on  telephone  poles  and 
tee  shirts. 

Information  routinely  col- 
lected: A list  of  the  type  of  infor- 
mation that  people  provide  for  this 
study  is  given  in  Table  1.  In  gen- 
eral, the  data  include  laboratory 
observations  from  serologic 
specimens  with  plans  to  add  ure- 
thral and  vaginal  specimens  to  the 
protocol;  clinical  observations 
from  physical  examinations,  in- 
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Table  1.  Information  routinely  collected  in  the  New  England  Behavioral 
Health  Study. 

Demographic  information 
Age,  gender,  race,  ethnicity 
‘Socioeconomic  status 
Sexual  practice 

Number  of  sexual  partners,  sexual  preference,  contraceptive  practices 
‘Nature  of  sexual  activity,  extent  of  contact  with  genital  secretions,  nature  of 
sexual  activity  with  steady,  casual  and  paying  partners;  nature  of  sexual 
activity  with  HIV  infected  partner 
Medical  history 

Sexually  transmitted  diseases 

Past  and  current  use  of  psychoactive  drugs,  including  alcohol 
‘Viral  illnesses,  symptoms  related  to  HIV  infection,  use  of  therapeutic  drugs, 
reproductive  health,  genital  health,  duration  of  HIV  infection 
Physical  examination 

Temperature,  skin  lesions,  presence  of  adenopathy,  thrush,  herpes  zoster, 
genital  lesions,  cervicitis,  vaginitis,  urethritis,  perianal  lesions,  ‘Pap  smear 
Laboratory  investigation 

HIV  antibody  by  ELISA  and  confirming  Western  Blot,  HIV  antigens  (p24  and 
gp120) 

‘Hemoglobin  level,  platelet  count,  total  white  blood  count,  lymphocyte, 
monocyte,  polymorphonuclear  cell  count,  total  T-cell  number,  T helper  and  T 
suppressor  number,  T helperAT  suppressor  ratio,  HTLV-1  antibody,  HIV-II 
antibody,  HIV  cultures  of  peripheral  leukocytes  in  semen  and  cervico-vaginal 
secretions 


‘Refers  to  additional  information  collected  at  six  month  intervals  during  each  follow  up  visit 
among  participants  of  longitudinal  study. 


eluding  genital  examinations;  be- 
havioral observations  from  self- 
reported  information  on  sexual 
practice,  alcohol  and  other  drug 
use  patterns,  and  reported 
changes  in  behavior  that  have 
bearing  on  risk  of  acquiring  or 
transmitting  HIV  infection;  self- 
reported  medical  history;  and  self- 
reported  demographic  informa- 
tion. 

Protocol  schedule:  Essentially, 
two  protocols  are  offered.  Every- 
one in  the  study  is  offered  the  first 
protocol,  and  a subset  is  offered 
the  second.  The  intent  of  the  first 
protocol  is  to  assess  the  propor- 
tion of  people  who  enter  the  study 
with  evidence  of  HIV  infection. 
We  call  this  initial  protocol  the 
seroprevalence  study.  This  com- 
ponent involves  screening  for  HIV 
antibody  and  for  behavioral  risk 
factors  for  HIV  infection.  Typi- 
cally, an  individual  is  seen  only 
twice  during  this  protocol  — the 
first  time  for  counseling  about 
testing,  completion  of  a brief,  self- 


administered  questionnaire,  and 
HIV  antibody  testing.  About  two 
weeks  later,  the  person  returns  for 
test  results,  post-test  counseling, 
education  about  risk  reduction, 
and  referral  to  an  appropriate 
health  care  provider  if  the  HIV 
counselor  or  clinician  finds  a ba- 
sis for  this  or  the  client  requests 
a health  care  resource.  As  part  of 
this  protocol,  a physical  exami- 
nation is  offered,  but  is  not  re- 
quired. 

The  second  protocol  is  a fol- 
low-up study  of  a subset  of  peo- 
ple who  have  completed  the  first 
protocol.  Everyone  who  has  evi- 
dence of  HIV  infection  or  who  re- 
ports a recent  history  suggesting 
increased  risk  for  acquiring  HIV 
infection  is  invited  to  participate 
in  the  longitudinal  study.  Every  six 
months  at  least  until  the  present 
study’s  funding  ends  in  1992,  an 
individual  returns  for  continual 
serologic,  behavioral,  and  clini- 
cal monitoring.  The  follow  up 
protocol  includes  repeated  meas- 


urement of  the  information  gath- 
ered from  the  first  protocol,  but 
the  behavioral  questionnaire  is  a 
lengthy,  detailed  interviewer-ad- 
ministered  set  of  structured  ques- 
tions about  sexual  practices  since 
the  last  visit  and  other  relevant 
behaviors.  The  physical  and  lab- 
oratory examinations  are  more 
extensive  at  the  follow-up  visits, 
and  will  include  careful  genital 
examinations  and  specimen  col- 
lection during  the  third  project 
year. 

Study  Personnel:  Everyone  who 
works  on  this  study  has  been 
touched  by  the  strength  and  suf- 
fering of  the  people  walking  in  the 
door  for  information  and  guid- 
ance. A dynamic  tension  flows 
from  the  desires  of  our  clinicians 
and  counselors  to  work  as  care- 
givers, and  the  mandate  they  have 
to  enroll  hundreds  of  people  and 
collect  data  using  a structured, 
seemingly  impersonal  format. 
Juggling  the  research  goals  with 
the  day  to  day  clinical  and  psy- 
chosocial demands  of  the  people 
in  the  study  is  a situation  ripe  for 
staff  “burn-out.”  The  small  staff 
and  limited  resources  have  trans- 
lated into  a stretching  of  roles  and 
assumption  of  multiple  respon- 
sibilities. Everyone  has  worked  at 
some  point  as  babysitter,  coach, 
confidant,  counselor,  teacher,  re- 
ceptionist and  appointment 
scheduler  while  also  functioning 
in  the  roles  for  which  they  were 
presumably  hired. 

In  addition  to  coping  with 
highly  emotionally  charged  is- 
sues, the  staff  is  asked  contin- 
ually to  adapt  to  protocol  changes 
in  response  to  increasing  knowl- 
edge about  the  epidemic  and  its 
management,  such  as  develop- 
ments in  diagnostic  capabilities, 
treatment  modalities  and  identi- 
fication of  risk  factors. 

Recruitment  Strategies:  Our 
goal  has  been  to  recruit  a few 
thousand  people  so  that  we  would 
be  able  to  describe  statistically 
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valid  and  generalizable  observa- 
tions on  heterosexual  behaviors 
and  HIV  transmission.  This  goal 
has  had  to  be  revised  because  of 
obstacles  that  are  inherent  in  the 
nature  of  the  AIDS  epidemic. 
While  the  general  public  has  been 
barraged  with  information  about 
AIDS,  myths  still  abound.  Some 
people  continue  to  believe  that 
only  homosexual  men  or  intra- 
venous drug  users  become  in- 
fected. Others  are  too  afraid  to  be 
tested.  With  HIV  infection  per- 
ceived as  a death  sentence,  fear 
is  an  extremely  potent  obstacle  to 
recruitment  of  study  volunteers. 
Traditional  gender  roles,  reli- 
gious and  cultural  proscriptions 
against  open  discussion  of  sex 
and  language  barriers  combine  to 
limit  the  numbers  of  participants 
from  minority  communities. 

Some  obstacles  to  effective  re- 
cruitment relate  less  to  attitudes 
and  beliefs  about  AIDS  than  to  the 
study  protocol.  Multiple  visits, 
lengthy  questionnaires  in  the  fol- 
low-up period,  and  probing  about 
stressful  topics  cause  some  par- 
ticipants to  discontinue  partici- 
pation in  the  study.  Given  that  HIV 
antibody  testing  is  required  for 
study  participation,  there  is  con- 
cern regarding  confidentiality  and 
limits  of  data  accessibility. 

In  consideration  of  our  ambi- 
tious recruitment  goals  in  the 
context  of  these  obstacles,  two 
major  strategies  were  developed 
that  consisted  of  outreach  to  the 
provider  community  and  advertis- 
ing to  the  general  public  for  self- 
referral. 

We  discovered  that  generating 
referrals  for  the  study  was  a little 


like  running  for  an  elected  office: 
nonstop  presentations,  press  re- 
leases, mailings,  open  houses, 
and  lots  of  hand  shaking.  Before 
the  grant  proposal  was  submit- 
ted, we  consulted  with  many  cli- 
nicians and  administrators  from 
health  agencies  to  elicit  their  sup- 
port and  participation.  After  the 
grant  was  awarded,  meetings  too 
numerous  to  count  were  orga- 
nized to  develop  specific  referral 
protocols.  Initially,  at  least  ten 
different  Institutional  Review 
Boards,  each  with  unique  re- 
quirements, agreed  to  provide 
people  and  the  space  to  enroll 
them.  Many  more  individuals  have 
met  with  us  to  discuss  proce- 
dures for  referral  to  some  of  these 
sites.  We  have  met  with  clinical 
staff  from  virtually  every  Brown 
University  teaching  hospital  at  one 
time  or  another,  some  on  many 
occasions.  The  Rhode  Island 
Health  Department,  drug  treat- 
ment programs  including  Mara- 
thon House  and  CODAC,  and 
community  agencies  such  as  the 
Urban  League  and  the  Hispanic 
Social  Services  Association  have 
invested  hours  of  telephone  and 
personal  meeting  time  to  discuss 
recruitment  challenges. 

For  the  general  public  we  de- 
signed a print  ad  campaign  which 
has  appeared  in  a variety  of  news- 
papers. With  the  help  of  donated 
efforts  from  Brown  students  and 
WJAR  Channel  10,  we  produced 
a television  public  service  an- 
nouncement that  continues  to  mn 
on  local  television  stations.  Re- 
cently, we  have  introduced  a dra- 
matic radio  broadcast.  In  addi- 
tion to  these  media  ventures. 
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through  which  we  hoped  to  be- 
come familiar  and  well-seeded  in 
the  minds  of  a diverse  audience, 
we  have  also  distributed  AIDS  ed- 
ucation and  information  about  the 
study  on  brochures,  posters, 
bookmarks  and  matchbooks. 

Ethical  Protocol:  The  study  pro- 
tocol asks  a disparate  group  of 
individuals  to  confront  their  risk 
of  exposure  to  a deadly  virus,  and 
to  travel  to  a place  which  for  some 
may  be  a remote  part  of  the  state 
(Pawtucket)  to  share  this  infor- 
mation with  complete  strangers. 
Given  the  deeply  personal  nature 
of  the  contribution  we  are  asking 
from  people,  it  has  been  essential 
that  consent  to  participate  be  truly 
informed.  The  study  protocol  is 
only  the  skeleton  for  a fully 
fleshed  ethical  policy,  where  con- 
fidentiality is  a major  focus.  Our 
coding  system  is  designed  so  that 
no  one  outside  of  the  study  staff 
can  link  data  with  any  personal 
identifiers.  Study  participants 
must  provide  written  authoriza- 
tion for  disclosure  of  any  infor- 
mation related  to  their  medical  or 
laboratory  records,  and  only  after 
discussion  with  their  study  coun- 
selor about  the  possible  effects  of 
disclosure. 

Our  coding  system  is  de- 
signed so  that  no  one  out- 
side of  the  study  staff  can 
link  data  with  any  personal 
identifiers. 

Most  of  all,  the  people  in  our 
study  are  not  merely  research 
subjects.  We  are  continually 
grateful  for  their  willingness  to 
share  their  experience.  In  return, 
we  offer  counseling  and  the  op- 
portunity for  discussion  of  con- 
cerns that  may  be  outside  the 
realm  of  the  epidemic.  No  one 
leaves  the  study  sites  without  in- 
formation, and  when  needed,  ap- 
pointments for  triage  to  medical, 
social  and  psychological  serv- 
ices. 


Rhode  Island  Medical  Journal 


1 


Table  2.  Locations  in  Rhode  Island  and  Southeastern  Massachusetts 
for  Enrollment  into  the  New  England  Behavioral  Health  Study 

Location 

Number  Enrolled 

Per  Cent 

Memorial  Hospital 

312 

54 

New  Bedford  Area  Center  for  Human 
Services 

116 

20 

CODAC 

45 

8 

St.  Joseph  Hospital,  STD  Clinic 

39 

7 

Mobile  Van  (Providence  city  limits) 

34 

6 

Miriam  Hospital 

17 

3 

Rhode  Island  Hospital 

10 

2 

Other 

3 

<1 

Total 

576 

100% 

Results 

Recruitment  experience:  As  of 
September  1,  1989,  576  individ- 
uals have  entered  the  New  Eng- 
land Behavioral  Health  Study.  En- 
rollment began  slowly  with  two 
study  participants  entering  in 
February  of  1988  and  has  grown 
steadily  to  40-50  new  enrollees 
each  month. 

Individuals  entering  the  study 
are  either  referred  by  a health  care 
provider  or  are  selhreferred.  Fig- 
ure 1 shows  that  among  those  re- 
ferred by  a provider,  physicians 
(both  community  and  hospital 
based)  account  for  the  largest 
number  of  referrals.  This  is  true 
regardless  of  HIV  status.  Approx- 
imately 60%  of  the  people  who 
were  HIV-infected  at  the  time  of 
enrollment  into  the  study  were  re- 
ferred by  a physician. 

Among  those  entering  the  study 
on  a self-referred  basis,  slightly 
less  than  half  reported  hearing 
about  the  study  from  a friend  or 
from  the  AIDS  hotline,  while  the 
remaining  56%  reported  learning 
about  us  from  television  and  ra- 
dio public  service  announce- 
ments or  from  printed  advertise- 
ments. 

As  noted  earlier,  recruitment 
occurs  in  numerous  sites  in 
Rhode  Island  and  Southeastern 
New  England.  Table  2 describes 
the  proportion  of  people  seen  at 
different  study  locations.  Over  half 
of  those  enrolled  in  the  study  were 
seen  at  the  clinic  in  Memorial 
Hospital.  An  additional  28%  were 
recruited  at  methadone  mainte- 
nance clinics  (CODAC  and  in  New 
Bedford  Area  Center  for  Human 
Services),  and  another  12%  at  HIV 
and  STD  clinics  in  Rhode  Island 
hospitals. 

Detailed  descriptions  of  the  de- 
mographic, medical  and  sexual 
characteristics  of  the  study  pop- 
ulation appear  in  Table  3.  The  co- 
hort consists  mostly  of  people  be- 
tween the  ages  of  24-44  with  the 
majority  classifying  themselves  as 


white.  Forty-two  per  cent  of  those 
enrolled  reported  a history  of  in- 
travenous drug  use,  while  36%  re- 
ported having  had  a prior  sex- 
ually transmitted  disease. 

HIV  seroprevalence  in  this 
population  has  remained  fairly 
stable  over  the  past  year.  Cur- 
rently, 18%  of  the  study  popula- 
tion has  evidence  of  infection.  It 
is  important  to  note  that  the  fre- 
quency of  HIV  infection  in  the 
study  cohort  is  a reflection  of  our 
recruitment  strategies,  which 
overselect  for  individuals  who 
have  engaged  in  high-risk  behav- 
iors. In  other  samples  in  Rhode 
Island,  the  estimate  of  prevalence 
of  HIV  infection  varies  from  .015% 
in  blood  donors,  about  4%  in  the 
population  seeking  testing  at  the 
Health  Department’s  counseling 
and  testing  sites,  and  18%  among 
prisoners.^ 

As  of  September  I,  1989, 
576  individuals  have  en- 
tered the  New  England  Be- 
havioral Health  Study. 

In  fact,  over  three  quarters  of 
study  participants  perceived 
themselves  to  be  at  increased  risk 
of  HIV  infection  when  entering  the 
study,  and  most  others  did  not 
know  whether  or  not  they  were  at 
increased  risk.  While  a small  per- 
centage of  individuals  reported 
having  a current  sexual  partner 
who  is  HIV  infected,  approxi- 
mately 30%  of  the  women  and 
16%  of  the  men  did  not  know  if 


their  current  partner  had  HIV  in- 
fection. Almost  half  of  the  people 
reported  that  they  had  been  sex- 
ually active  in  the  last  year  with 
someone  they  knew  was  at  high- 
risk  of  being  HIV  infected.  For  the 
overwhelming  majority,  the  high- 
risk  behavior  of  these  sexual  part- 
ners was  use  of  intravenous  dmgs. 

Most  of  the  people  enrolled  in 
our  study  are  exclusively  hetero- 
sexual. Over  their  lifetimes,  two- 
thirds  of  our  population  reported 
having  had  more  than  10  sexual 
partners.  During  the  year  prior  to 
their  enrollment,  approximately 
half  reported  having  two  or  more 
different  sexual  partners.  Among 
those  reporting  at  least  one  sex- 
ual partner  in  the  last  year,  a va- 
riety of  birth  control  methods  were 
used.  Frequency  of  condom  use 
during  the  year  prior  to  enroll- 
ment was  similar  for  women  and 
men,  with  over  half  reporting  that 
they  never  used  condoms.  Only 
7%  of  the  study  group  reported 
using  a condom  during  all  sexual 
encounters.  Most  study  partici- 
pants reported  that,  at  least  once 
during  their  sexual  encounters  in 
the  six  months  prior  to  enroll- 
ment, no  effective  method  of  birth 
control  or  HIV  prevention  had 
been  used. 

Among  the  HIV  infected  peo- 
ple, the  majority  reported  multi- 
ple risk  factors.  Table  4 lists  the 
possible  modes  of  transmission 
of  HIV  infection  in  the  current 
study  population.  Given  the  prev- 
alence of  intravenous  drug  use 


July,  1990  — Vol.  73 


289 


Table  3.  Medical,  Sexual,  and  Demographic  Characteristics  of  Heterosexual  Cohort  at  Entry, 
March  1988-  September  1989,  by  gender. 

Women 

Men 

Total 

Characteristic 

n 

% 

n 

% 

n 

% 

Age: 

18-24 

53 

21% 

55 

18% 

108 

19% 

25-34 

137 

54 

133 

44 

270 

49 

35-44 

51 

20 

91 

30 

142 

26 

45-1- 

11 

4 

22 

7 

33 

6 

Total 

252 

— 

301 

— 

553 

— 

Race: 

White 

205 

81% 

224 

74% 

429 

77% 

Black 

15 

6 

14 

5 

29 

5 

Latino 

16 

6 

33 

11 

49 

9 

Other 

16 

6 

31 

10 

47 

9 

Total 

252 

— 

302 

— 

554 

— 

HIV  Status: 

Antibody  Positive 

53 

21% 

49 

16% 

102 

18% 

Antibody  Negative 

199 

79 

253 

84 

452 

82 

Total 

252 

— 

302 

— 

554 

— 

History  of  IV  Drug  Use: 

Yes 

93 

37% 

137 

45% 

230 

42% 

No 

159 

63 

165 

55 

324 

58 

Total 

252 

— 

302 

— 

554 

— 

Self-perception  of  Risk  for 
HIV  Infection: 

Increased  Risk 

200 

79% 

220 

73% 

420 

76% 

No  Risk 

18 

7 

42 

14 

60 

11 

Don't  Know 

29 

12 

35 

12 

64 

11 

Has  AIDS 

5 

2 

4 

1 

9 

2 

Total 

252 

— 

301 

— 

553 

— 

History  of  STDs: 

No 

164 

65% 

189 

63% 

353 

64% 

Yes 

87 

35 

112 

37 

199 

36 

Total 

251 

— 

301 

— 

552 

— 

Current  Partner  HIV-infected: 

Yes 

17 

7% 

23 

8% 

40 

7% 

No 

160 

64 

229 

76 

389 

71 

Don't  Know 

71 

29 

50 

16 

121 

22 

Total 

248 

— 

302 

— 

550 

— 

Sexual  Preference: 

Exclusively  Heterosexual 

228 

90 

254 

85 

482 

88 

Not  Exclusively 

10 

4 

26 

9 

36 

6 

Heterosexual 

No  Sex  in  Last  Year 

14 

6 

20 

7 

34 

6 

Total 

252 

— 

300 

— 

552 

— 

# Sex  Partners  in  Last  Year: 

0 

14 

6% 

21 

7% 

35 

6% 

1 

123 

49 

105 

35 

228 

41 

2-9 

100 

40 

152 

50 

252 

46 

10-H 

12 

5 

23 

8 

35 

6 

Total 

249 

— 

301 

— 

550 

— 

# Lifetime  Sexual  Partners: 

1 

10 

4% 

2 

1% 

12 

2% 

2-9 

102 

41 

72 

24 

174 

32 

10-^ 

138 

55 

225 

75 

363 

66 

Total 

250 

— 

299 

— 

549 

— 

Sex  with  High  Risk  Person  in  Last 
Year: 

No 

133 

53% 

185 

61% 

318 

57% 

Yes,  with  IV  Drug  User 

97 

38 

89 

29 

186 

34 

Yes,  with  other 

22 

9 

28 

9 

50 

9 

Total 

252 

— 

302 

— 

554 

— 

Age  at  First  Sexual  Experience: 

6-13  years 

29 

11% 

71 

23% 

100 

18% 

14-17 

143 

57 

168 

56 

311 

56 

18-21 

75 

30 

57 

19 

132 

24 

22  + 

5 

2 

5 

2 

10 

2 

Total 

252 

— 

301 

— 

553 

— 

Contraceptive  Use  in  Last  Six 
Months: 

Condom  (n  = 512) 

94 

40% 

125 

45% 

219 

43% 

Diaphragm  (n  = 509) 

16 

7 

14 

5 

30 

6 

Vaginal  Foam,  etc. 

20 

9 

17 

6 

37 

7 

(n  = 509) 

Oral  Contraceptive 

47 

20 

62 

22 

109 

21 

(n  = 511) 

Rhythm  (n  = 511) 

20 

8 

13 

6 

33 

8 

Withdrawal  (n  = 509) 

37 

16 

55 

20 

92 

18 

lUD  (n  = 507) 

3 

1 

7 

3 

10 

2 

None  (n  = 510) 

103 

44 

152 

55 

255 

50 
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among  the  HIV  infected  people, 
it  is  likely  that  most,  if  not  all  of 
the  intravenous  drug  using  in- 
fected individuals  acquired  their 
infection  from  sharing  needles. 

. . . In  Rhode  Island,  the  es- 
timate of  prevalence  of  HIV 
infection  varies  from 
0.015%  in  blood  donors, 
about  4%  in  the  population 
seeking  testing  at  the 
Health  Department's  coun- 
seling and  testing  sites,  and 
18%  among  prisoners. 

Among  infected  men,  8%  re- 
ported a history  of  bisexuality 
only,  while  an  additional  24%  re- 
ported a history  of  both  bisex- 
uality and  intravenous  drug  use. 
Twenty  per  cent  of  the  people  with 
infection  reported  that  their  only 
risk  factor  was  heterosexual  sex. 
Women  were  nearly  twice  as  likely 
to  attribute  their  infection  to 
heterosexual  transmission  com- 
pared to  men  (26%  vs.  14%,  re- 
spectively). Most  of  the  individ- 
uals in  this  category  reported 
heterosexual  activity  with  an  in- 
travenous drug  user,  a known  HIV 
infected  person,  or  a bisexual 
man  in  the  year  prior  to  enroll- 
ment. One  person  indicated  that 
he  had  received  a blood  transfu- 
sion before  1985  that  he  sus- 
pected was  contaminated  with 
HIV. 

Discussion 

To  date,  nearly  600  people  have 
given  important  information  to 
help  us  evaluate  the  potential  for 
spread  of  HIV  infection  in  the 
Rhode  Island  area.  In  return,  we 
have  provided  education,  com- 
passionate counseling  and  con- 
doms — lots  of  condoms.  To- 
gether, we  hope  to  increase 
understanding  of  how  this  virus 
is  heterosexually  transmitted  and 
what  the  characteristics  are  of  the 
people  who  are  most  likely  and 


least  likely  to  become  infected 
after  exposure  to  the  virus. 

Some  of  this  understanding  is 
already  evident.  Heterosexual 
transmission  of  HIV  in  Rhode  Is- 
land is  no  longer  hypothetical.  It 
is  a reality.  Spread  of  the  virus  is 
bidirectional,  going  from  men  to 
women  and  from  women  to  men. 
Because  these  data  are  based  on 
self-reports  in  the  context  of  con- 
siderable stigma  attached  to  male 
homosexual  activities  and  to  drug 
use,  the  possibility  exists  that 
some  of  the  individuals  may  be 
misrepresenting  their  exposure 
histories.  However,  many  of  the 
infected  individuals  are  part  of  the 
longitudinal  study,  and  have  de- 
veloped a trusting  relationship 
with  the  clinical  staff.  During  each 
six  month  visit,  the  clinicians  re- 
peat questions  about  high-risk 
behaviors  to  assess  the  reliability 
of  reporting.  To  date,  no  one  in 
the  follow-up  study  has  sug- 
gested that  the  original  classifi- 
cation of  mode  of  transmission 
should  be  altered. 

. . . the  current  educational 
initiatives  to  prevent  the 
spread  of  HIV  transmission 
do  not  seem  to  be  effective 
in  changing  behaviors. 

Our  data  also  suggest  the  high 
potential  for  spread  of  HIV  among 


the  heterosexual  community  in 
Rhode  Island.  Among  infected 
people  who  are  also  intravenous 
drug  users,  approximately  one- 
third  report  having  had  more  than 
one  sexual  partner  in  the  last  year 
and  there  is  a widespread  lack  of 
condom  use  in  this  population. 

Another  disturbing,  yet  clarify- 
ing, finding  from  these  data  is  that 
the  current  educational  initiatives 
to  prevent  the  spread  of  HIV  trans- 
mission do  not  seem  to  be  effec- 
tive in  changing  behaviors.  Ap- 
proximately half  of  all  study 
participants,  including  infected 
and  uninfected  individuals,  re- 
port never  using  a condom  in  the 
last  year,  and  only  7%  report  al- 
ways using  a condom.  In  re- 
sponse to  this  observation,  we 
have  introduced  a set  of  ques- 
tions to  a subset  of  the  study  co- 
hort to  investigate  reasons  why 
people  choose  not  to  use  con- 
doms once  they  have  been  edu- 
cated about  the  risks  of  transmis- 
sion of  HIV  infection. 

Although  this  is  a natural  his- 
tory study  in  that  we  are  observing 
the  progression  and  transmission 
of  HIV  infection  over  time,  we  do 
not  feel  that  it  is  ethical  to  be  non- 
interventional.  Thus,  we  appraise 
all  HIV-infected  study  partici- 
pants of  the  need  to  seek  ongoing 
medical  attention  and  to  consider 
antiretroviral  chemotherapy  if 


Table  4.  Probable  mode  of  transmission  of  HIV  infection  among 
heterosexually  active  participants  in  the  New  England  Behavioral 
Health  Study 


Reported  high  risk  exposures 

Heterosexually  active  and 

Women  (%) 

Men  (%) 

Total  (%) 

intravenous  drug  use 

39  (74) 

25  (51) 

64  (63) 

Heterosexually  active  only 
Among  men,  bisexually 
active  and  intravenous 

14  (26) 

7(14) 

21  (20) 

drug  use 

— 

12  (24) 

12(12) 

Among  men,  bisexually 
active 

— 

4 (8) 

4 (4) 

Blood  transfusion  before 
1985 

0 (0) 

1 (2) 

1 (1) 

Total 

53  (100) 

49  (100)* 

102  (100) 

'column  may  not  add  to  100%  because  of  rounding  error 
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their  T helper  lymphocyte  counts 
are  low.  We  also  continue  to  ed- 
ucate uninfected  people  in  ways 
to  avoid  HIV  infection.  Thus,  we 
must  be  careful  about  generaliz- 
ing about  behaviors  that  we  ob- 
serve in  the  study  population.  We 
do  not  assume  that  study  volun- 
teers necessarily  are  identical  to 
those  individuals  who  do  not 
choose  to  participate  in  the  study. 

Recently,  we  received  addi- 
tional funding  to  implement  two 
new  protocols.  The  first,  funded 
by  the  Centers  for  Disease  Con- 
trol, enables  us  to  look  more 
closely  at  heterosexual  couples 
where  one  individual  is  HIV  in- 
fected and  the  other  has  no  evi- 
dence of  infection.  From  these 
HIV  serologically  discordant  cou- 
ples, we  hope  to  learn  more  about 
the  factors  involved  which  en- 
hance or  discourage  transmis- 
sion of  HIV  between  sexual  part- 
ners. 

People  enrolled  in  the  couples’ 
study  are  seen  three  to  four  times 
a year.  In  addition  to  the  basic 
protocol,  the  couples  provide  ad- 
ditional behavioral  data  that  are 
specific  to  their  relationship  with 
their  sexual  partner  who  is  also 
enrolled.  Additionally,  they  re- 
ceive free  screening  for  sexually 
transmitted  diseases  and  provide 
the  study  with  cervico-vaginal  or 
semen  specimens  for  immuno- 
logic investigations  to  identify  co- 
factors that  influence  infectious- 
ness of  genital  secretions. 

A second  protocol,  about  to  be 
implemented,  involves  expan- 
sion of  screening  for  the  most 
common  sexually  transmitted 
diseases.  Provided  that  federal 
funding  sources  are  sufficient, 
testing  will  be  conducted  for 
chlamydia,  gonorrhea,  syphilis 
and  herpes.  In  addition,  women 
will  receive  Pap  smears.  From  this 
additional  information,  we  hope 
to  learn  more  about  possible  bi- 
ologic and  virologic  cofactors  in- 
volved in  the  sexual  transmission 


of  HIV.  All  people  with  evidence 
of  genital  pathology  will  be  re- 
ferred to  an  appropriate  health 
care  provider  for  treatment. 

Based  on  current  enrollment 
figures,  we  expect  to  have  en- 
rolled 1500  people  in  the  sero- 
prevalance  study  by  the  end  of 
our  recruitment  in  December, 
1991.  Currently,  approximately 
200  people  are  being  followed  up 
at  least  every  six  months  for  the 
longitudinal  study,  and  the  aim  is 
to  double  the  size  of  this  cohort. 

The  New  England  Behavioral 
Health  Study  is  one  of  a few  na- 
tionally funded  studies  that  is  in- 
vestigating heterosexual  spread 
of  the  human  immunodeficiency 
virus.  It  is  the  largest  study  ad- 
dressing this  question  in  the 
northeast  United  States  outside  of 
the  New  York  metropolitan  area. 
We  expect  that  as  the  study  pop- 
ulation increases,  we  will  be  able 
to  identify  important  biologic,  vi- 
rologic and  behavioral  cofactors 
that  affect  transmission  of  and 
susceptibility  to  this  infection. 
Furthermore,  together  with  the 
many  health  care  providers  who 
work  with  us  to  educate,  counsel, 
and  care  for  those  enrolled  in  our 
study,  we  have  been  given  an  un- 


usual opportunity  to  have  an  im- 
pact on  the  public  health  of  the 
people  in  Rhode  Island  and 
Southeastern  Massachusetts. 

Another  initiative  currently  un- 
der way  is  to  increase  enrollment 
of  individuals  from  Hispanic  and 
African-American  communities, 
not  only  because  these  commu- 
nities typically  are  underserved  by 
the  health  care  system,  but  also 
because  of  the  disproportionate 
representation  of  heterosexual 
people  with  AIDS  from  these  eth- 
nic groups. 
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Work-up  of  the  Patient  with  HIV  Infection 


Alvan  E.  Fisher,  MD 


. . . the  sexual  history  (of 
patients)  should  include  a 
discussion  of  the  number 
and  sex  of  partners,  con- 
tact with  prostitutes  or 
known  IV  drug  users,  and 
specific  sexual  practices. 


The  management  and  evaluation 
of  patients  with  HIV  infection  re- 
quires a multidisciplinary  effort. 
Medical  evaluation  can  only  oc- 
cur after  identification  of  infec- 
tion; this  evaluation  must  include 
attention  to  social  and  psycho- 
social factors.  After  the  evalua- 
tion, education,  observation,  and 
intervention  follow. 

Identification  of  HIV  Infection 

Identification  of  patients  with  HIV 
infection  begins  with  awareness 
by  the  physician  of  the  risk  be- 
haviors associated  with  HIV 
transmission.  The  medical  his- 
tory needs  to  include  a full  and 
free-ranging  discussion  of  sexual 
and  drug  history.  Heterosexual 
contact  has  become  increasingly 
important  in  HIV  transmission;  the 
sexual  history  should  include  a 
discussion  of  the  number  and  sex 
of  partners,  contact  with  prosti- 
tutes or  known  IV  drug  users,  and 
specific  sexual  practices.  The 
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geographical  areas  where  sexual 
contacts  have  occurred  is  very 
important  because  of  the  highly 
variable  prevalence  of  HIV  infec- 
tion.' The  use  of  barrier  tech- 
niques with  or  without  spermi- 
cide will  have  bearing  on  the  risk 
of  acquisition  of  HIV  infection  as 
well.  A complete  drug  history 
must  include  the  obvious  ques- 
tions about  use  of  intravenous 
drugs  and  needle-sharing.  Occu- 
pational exposure  by  health  care 
workers  through  needle  puncture 
accidents  is  common  but  is  still 
rarely  associated  with  HIV  trans- 
mission.^ 

Certain  clinical  symptoms  or 
findings  should  suggest  the  pos- 
sibility of  HIV  infection  even  with- 
out a history  of  high-risk  behav- 
ior. These  include  the  presence 
of  lymphadenopathy,  oral  candi- 
diasis or  hairy  leukoplakia  as  well 
as  a history  of  unexplained  fevers 
or  weight  loss.'^  Unexplained 
thrombocytopenia  may  occur 
prior  to  other  laboratory  or  clini- 
cal findings  of  HIV  infection.^'  Any 
of  these  findings  should  be  con- 
sidered an  indication  of  under- 
lying HIV  infection  and  should 
lead  to  a discussion  of  HIV  test- 
ing. 

Counseling  prior  to  testing  in- 
volves encouraging  those  pa- 


tients with  any  risk,  history,  symp- 
tom, or  sign  suggestive  of  HIV 
infection  to  consent  to  HIV  test- 
ing. Concerns  about  confiden- 
tiality and  discrimination  have  to 
be  addressed  as  do  the  advan- 
tages of  early  identification  and 
early  intervention.  The  recently 
reported  benefits  of  early  treat- 
ment with  the  antiretroviral  drug 
zidovudine  is  a major  induce- 
ment to  early  testing  and  should 
be  discussed  especially  with 
those  unwilling  or  uncertain  about 
testing. 

An  appointment  for  post-test 
counselling  and  discussion  of  re- 
sults is  necessary;^  an  in-person 
meeting  of  adequate  time  to  dis- 
cuss the  significance  of  both  pos- 
itive or  negative  HIV  test  results 
is  advisable  to  avoid  misconcep- 
tions (especially  for  those  with 
negative  results)  and  to  begin  fur- 
ther evaluation  and  intervention 


ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
CMV:  Cytomegalovirus 
HIV:  Human  Immunodefi- 
ciency Virus 

HSV:  Herpes  Simplex  Virus 
PCP:  Pneumocystis  carinii 
Pneumonia 
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(for  those  with  positive  results). 
It  is  inappropriate  to  give  such  in- 
formation by  telephone  as  it  is  im- 
possible to  predict  an  individu- 
al’s response  to  these  results. 

Medical  Evaluation 

After  identification  of  HIV  infec- 
tion, a full  medical,  social,  and 
psychological  evaluation  is  nec- 
essary. The  medical  evaluation 
includes  obtaining  a history  of 
symptoms  related  to  HIV  infec- 
tion or  its  complications.  The  sys- 
temic symptoms  of  weight  loss, 
fever,  and  night  sweats  can  be  re- 
lated to  progressive  HIV  infection 
itself  or  be  the  harbinger  of  HIV- 
related  complications  such  as 
opportunistic  infections  or  malig- 
nancies.® Skin  disorders,  head- 
ache, disturbances  of  thinking, 
vision,  respiratory  or  gastrointes- 
tinal function  may  be  the  first 
symptom  of  complications  of  HIV 
infection.  Prior  exposures  to  other 
infectious  diseases  may  compli- 
cate the  management  of  HIV  in- 
fection. Herpes  simplex  virus, 
tuberculosis'^  and  syphilis®  may  all 
reactivate  after  HIV-related  im- 
munosuppression and  may  re- 
quire chemoprophylaxis.  Hepa- 
titis B may  increase  the  risk  of 
liver  disease  in  patients  with  HIV 
infection. 

An  appointment  for  post- 
test counselling  and  discus- 
sion of  results  is  necessary 
...  it  is  inappropriate  to 
give  such  information  (ie, 
blood  test  for  HIV)  by  tele- 
phone as  it  is  impossible  to 
predict  an  individuals  re- 
sponse to  these  results. 

Psychosocial  dysfunction  is 
common  in  patients  with  HIV 
infection^  and  can  be  detected 
and  discussed  during  history  tak- 
ing. Family  ties  may  be  strained 
or  nonexistent  in  many  patients 
at  risk  for  HIV  infection.  Symp- 
toms of  anxiety,  depression,  or 


denial  should  be  discussed  as 
should  referral  for  intervention  if 
necessary.  Many  patients  benefit 
from  HIV-related  support  groups. 

During  the  physical  examina- 
tion special  attention  must  be 
given  to  areas  that  are  frequently 
affected  by  complications  of  HIV 
infection.  The  most  important  of 
these  are  the  oropharynx  and  the 
skin.  Multiple  complications  of 
HIV  infection  occur  in  the  oral 
cavity;'®  most  of  these  can  be 
presumptive  evidence  of  progres- 
sion of  HIV  infection  from  early 
to  more  advanced  stages.  Oral 
candidiasis  and  oral  hairy  leu- 
koplakia are  the  most  common  of 
these  and  usually  occur  when  sig- 
nificant immunosuppression  has 
occurred."  Oral  herpes  sim- 
plex infection  may  occur  at  any 
time  but  may  become  refractory 
to  therapy  with  progressive  im- 
munosuppression. Kaposi’s  sar- 
coma frequently  presents  with 
oral  lesions  or  occurs  concur- 
rently on  the  skin  and  in  the  oral 
cavity.'®  Many  other  HIV  related 
complications  affect  the  skin  such 
as  molluscum  contagiosum, 
eczematous  dermatitis,  herpes 
simplex  infection,  and  herpes 
zoster.  The  recurrent  or  pro- 
tracted nature  of  these  lesions  is 
directly  related  to  HIV  induced 
immunosuppression  and  may  be 
a clue  to  progression  of  the  im- 
munosuppression. The  remain- 
der of  the  exam  must  include 
close  attention  to  the  presence  of 
lymphadenopathy,  hepatomegaly 
or  splenomegaly,  as  well  as  the 
status  of  cardiopulmonary  func- 
tion. Careful  genitorectal  exami- 
nation looking  for  the  presence 
of  prior  or  current  sexually  trans- 
mitted disease  (including  herpes 
simplex)  completes  the  general 
examination.  Perianal  infection 
with  HSV  is  frequently  misiden- 
tified  by  both  patients  and  phy- 
sicians but  is  very  common  and 
readily  identified  clinically  or  by 
viral  culture.''' 


Lymphadenopathy  is  a com- 
mon finding  in  patients  with  HIV 
infection  and  may  indicate  more 
rapid  progression  to  AIDS;'®  the 
lymph  nodes  generally  are  dif- 
fuse, small,  soft  and  nonfixed. 
Lymph  node  biopsy  is  usually  un- 
necessary unless  there  is  clinical 
suspicion  of  either  a complicat- 
ing infection  or  malignancy  as 
with  unexplained  constitutional 
symptoms  when  specific  nodes 
are  greatly  enlarged,  fixed  or  firm. 

The  laboratory  testing  estab- 
lishes baseline  results  in  such 
tests  as  complete  blood  count, 
platelet  count,  biochemistries 
(hepatic,  renal,  metabolic),  chest 
radiography,  and  pulmonary 
function  testing.  Anemia,  leuko- 
penia and  elevated  erythrocyte 
sedimentation  are  seen  in  pa- 
tients with  more  advanced  HIV  in- 
fection and  may  relate  to  pro- 
gression of  HIV  infection.'® 
Thrombocytopenia  frequently  oc- 
curs earlier  and  may  be  both  quite 
severe  and  responsive  to  zido- 
vudine or  other  therapies.  Spe- 
cific tests  of  past  infections  that 
may  reactivate  due  to  HIV  infec- 
tion include  serological  testing  for 
CMV,  toxoplasmosis,  syphilis, 
and  hepatitis  B.  Tuberculin  test- 
ing may  reveal  evidence  of  occult 
past  infection  with  tuberculosis; 
cutaneous  anergy  is  present  in 
many  patients  (especially  those 
with  more  advanced  immuno- 
suppression). 

Evaluation  of  immune  function 
is  primarily  accomplished  with 
measurement  of  absolute  counts 
of  T4  and  T8  lymphocytes."’  The 
T4  lymphocyte  count  is  the  most 
important  as  it  reveals  both  the 
current  status  of  immune  func- 
tion and  the  immediate  and  long- 
term prognosis  of  the  patient.  The 
T4  lymphocyte  is  the  target  cell 
of  HIV  infection  and  is  more  fre- 
quently infected  with  HIV  than 
other  white  blood  cells.'®  A di- 
minished T4  lymphocyle  count 
(less  than  200)  has  been  clearly 
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shown  to  correlate  with  an  in- 
creased risk  of  HIV-related  op- 
portunistic infection  and  progres- 
sion of  HIV  infection.'®' A normal 
level  of  T4  lymphocytes  (greater 
than  500)  correlates  with  a neg- 
ligible short-term  (one  to  two 
year)  risk  of  such  complications. 
Prophylaxis  for  Pneumocystis 
carinii  pneumonia  (PCP)  as  well 
as  intervention  with  zidovudine 
or  other  antiretroviral  drugs  is 
based  primarily  upon  the  level  of 
T4  lymphocytes  especially  in 
asymptomatic  patients. 

The  systemic  symptoms  of 
weight  loss,  fever,  and  night 
sweats  can  be  related  to 
progressive  HIV  infection 
itself  or  be  the  harbinger  of 
HIV-related  complications 
such  as  opportunistic  infec- 
tions or  malignancies. 

The  HIV  p24  antigen  is  consid- 
ered a marker  for  progression  of 
HIV  infection.2'  This  antigen  is 
generally  nondetectable  during 
the  asymptomatic  stage  but  may 
become  detectable  as  HIV  infec- 
tion progresses.  Quantification  of 
p24  antigen  can  be  used  to  mon- 
itor progression  of  HIV  infection 
as  well  as  response  to  antiretro- 
viral therapy.  The  serum  beta-2- 
microglobulin,  a nonspecific 
marker  of  immune  function,  also 
correlates  with  progression  of  HIV 
infection.  The  combination  of  di- 
minishing T4  lymphocyte  count, 
rising  p24  antigen  and  beta-2-mi- 
croglobulin  levels  may  be  the 
strongest  current  laboratory  evi- 
dence of  progression  of  HIV  in- 
fection.'® 

Patient  Education 

Prevention  of  transmission  of  HIV 
needs  to  be  discussed  with  the 
patient;  contraception  and  “safer 
sex”  techniques  need  to  be  de- 
scribed in  detail  to  avoid  misun- 
derstanding. Voluntary  or  anon- 
ymous notification  of  past  sexual 


or  drug  sharing  partners  can  be 
discussed  at  this  time  as  well. 

If  patients  learn  about  the  nat- 
ural history  and  complications  of 
HIV,  unnecessary  fears  over  un- 
related or  trivial  problems  can  be 
avoided.  In  addition  the  patient 
can  help  the  physician  in  the  early 
recognition  of  complications.  Pa- 
tients need  to  be  instructed  in 
techniques  of  self  care  to  avoid 
illness  of  further  complications.^^ 
Many  volunteer  groups  are  avail- 
able across  the  United  States  to 
provide  education  and  support  to 
individuals  with  HIV  infection; 
printed  materials  and  support 
groups  can  be  very  helpful  for 
many  patients. 

The  health  care  provider  should 
monitor  the  patient  for  progres- 
sion of  HIV  infection  so  that  ap- 
propriate and  early  intervention 
can  be  accomplished.  There  is  an 
increasing  volume  of  evidence 
that  patients  survive  longer  if  ma- 
jor complications  are  evaluated 
and  treated  aggressively  as  early 
as  possible.  Early  intervention 
with  antiretroviral  drugs  results  in 
delay  of  progression  to  AIDS.^® 
Prophylactic  therapies  to  avoid 
AIDS-related  complications  have 
become  routine  for  PCP  and  may 
enlarge  in  scope  in  the  next  few 
years.  Patients  who  develop  sub- 
tle signs  or  symptoms  of  compli- 
cations such  as  low  grade  fever 
or  mild  cough,  decreased  exer- 
cise tolerance,  unexplained  rapid 
weight  loss  need  an  aggressive 
diagnostic  approach  to  detect 
AIDS-related  complications. 

The  management  and  evalua- 
tion of  patients  with  HIV  infection 
is  similar  to  that  of  other  chronic 
diseases  involving  identification, 
examination,  education  and  ob- 
servation and  can  be  accom- 
plished by  the  patient’s  primary 
health  care  provider  without  other 
referral  until  or  unless  compli- 
cations ensue.  An  understanding 
of  the  natural  history  of  HIV  in- 
fection enables  both  health  care 


provider  and  patient  to  partici- 
pate in  this  management. 
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AMA’s  Guidelines  on  HIV  Blood 
Test  Counseling 


Robert  C.  Rinaldi,  PhD 
John  j.  Henning,  PhD 


. . . medical  literature  con- 
tains little  in  the  way  of  spe- 
cific guidelines  to  conduct 
this  (HIV  antibody  testing) 
counseling. 


This  manuscript  provides  physi- 
cians with  a brief  outline  of  pre- 
test and  post-test  counseling  to 
accompany  HIV  testing. 


HIV  Blood  Test  Counseling 

The  impact  of  human  immuno- 
deficiency virus  (HIV)  disease  on 
the  health  care  system  is  increas- 
ing. Specialized  centers  alone  are 
unable  to  provide  all  required 
services.  Physicians  and  other 
health  professionals  will  encoun- 
ter a growing  number  of  con- 
cerned individuals  and  family 
members  who  need  counseling 
about  possible  exposure  to  HIV. 

Although  counseling  related  to 
HIV  antibody  testing  has  been 
widely  recommended,'-^  the  med- 
ical literature  contains  little  in  the 
way  of  specific  guidelines  to  con- 


Drs  Rinaldi  and  Henning  are  on 
the  staff  of  the  American  Medical 
Association’s  Group  on  Science 
and  Technology.  This  manuscript 
is  based  upon  the  AMA  publica- 
tion entitled,  “HIV  Blood  Test 
Counseling:  AMA  Physician 

Guidelines.  ” The  authors  can  be 
reached  at  AMA,  535  N Dearborn 
St,  Chicago,  IL  60610. 


duct  this  counseling.  The  follow- 
ing provides  a brief  outline  of 
some  essential  elements  required 
to  conduct  HIV  antibody  blood 
test  counseling. 


Pretest  Procedures 

During  the  pretest  session  the 
physician  must  provide  informa- 
tion about  HIV,  AIDS,  and  the  test, 
conduct  a sex  and  drug  history, 
and  provide  counseling.  The  pa- 
tient should  be  told  about  the  vi- 
rus, HIV  related  diseases,  routes 
of  transmission,  and  methods  of 
reducing  the  risk  of  infection.  This 
can  be  accomplished  through  a 
variety  of  mediums  including  vid- 
eotape, audiotape,  printed  mat- 
ter, group  lecture,  and  one-to-one 
interaction. 

The  pretest  session  also  must 
include  a patient  history  of  sexual 
behavior  and  drug  use.  The  phy- 
sician should  use  frank,  nonjudg- 
mental,  open-ended  questions  to 
determine  the  patient’s  risk  of  HIV 
infection.  The  physician  must  be 
sure  that  the  patient  understands 
the  words  being  used. 

Discussing  sexual  behavior  is 
difficult  for  many  patients  and 
physicians.  The  interview  style 
and  terminology  used  should  be 


tailored  to  suit  the  comfort  of  the 
individual  patient  and  physician. 
The  patient’s  sexual  orientation  is 
less  important  than  the  specific 
sexual  practices  in  which  he  or 
she  engages. 

Discussing  drug  use  with  pa- 
tients also  may  be  difficult.  How- 
ever, information  on  intravenous 
drug  use  and  needle  sharing  is 
essential.  A full  drug  use  history 
including  substances  such  as  al- 
cohol and  marijuana  also  can  be 
helpful. 

Pretest  counseling  should  in- 
clude discussion  of  medical,  psy- 
chological, and  social  implica- 
tions of  the  HIV  antibody  blood 
test.  Specific  recommendations 
for  behavior  change  must  be 
based  on  the  physician’s  assess- 
ment of  risk.  Finally,  the  physi- 
cian can  assist  the  patient  in  de- 
ciding whether  or  not  to  be  tested. 

Essential  elements  of  the  pre- 
test counseling  session  include: 

• Ask  directly  why  the  patient  be- 
lieves he/she  needs  to  be 
tested. 

ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
HIV:  Human  Immunodefi- 
ciency Virus 
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• Explain  that  the  test  deter- 
mines the  presence  or  absence 
of  antibodies  to  the  virus. 

• Discuss  the  meaning  of  a pos- 
itive test  result:  The  individual 
is  infected  and  assumed  con- 
tagious but  does  not  necessar- 
ily have  AIDS. 

• Discuss  the  meaning  of  a neg- 
ative test  result:  An  individual 
is  not  currently  demonstrating 
infection  but  is  not  “protected” 
against  the  virus. 

• Discuss  the  possibilities  of 
false-positive  or  indeterminate 
results. 

• Discuss  ways  to  modify  behav- 
ior to  reduce  risks. 

• Discuss  the  confidentiality  of 
test  results  in  relation  to  office/ 
clinic  procedures  and  state  re- 
porting requirements. 

• Discuss  potential  benefits  of 
anonymous  testing. 

• Discuss  the  stress  often  related 
to  waiting  for  test  results  and 
possible  reactions  to  learning 
results  (eg,  depression  and 
anxiety). 

• Discuss  potential  negative  so- 
cial consequences  of  being 
tested  and/or  being  seroposi- 
tive (employment,  housing,  in- 
surance, and  personal  relation- 
ship ramifications). 

• Assist  the  patient  in  making  a 
decision  about  testing. 

• Obtain  consent  before  volun- 
tarytesting is  conducted  (local 
statutes  pertaining  to  adults  and 
minors  should  be  consulted). 

• Make  an  appointment  for  a re- 
turn face-to-face  visit  to  give 
and  discuss  test  results. 


Post-test  Counseling 

Disclosure  of  the  test  result  is  best 
done  at  the  beginning  of  the  post- 
test session  in  a direct  manner. 
Many  patients  anxiously  antici- 
pate the  test  result  and  are  eager 
to  learn  the  findings.  After  the  re- 
sult is  disclosed,  the  patient 
should  be  encouraged  to  express 


feelings.  Repeating  the  patient’s 
remarks  and  labeling  his  or  her 
underlying  feelings  is  often  help- 
ful. 

Reporting  a positive  result  can 
be  difficult.  If  the  patient  had  pre- 
dicted a positive  result  during  the 
pretest  counseling  session,  the 
physician  might  say,  “Well  your 
prediction  was  right.  Your  tests 
show  that  you  have  the  virus.”  Al- 
though it  is  important  to  be  hon- 
est and  straightforward  in  report- 
ing a positive  result,  it  is  equally 
important  to  give  the  seropositive 
patient  hope.  Quoting  the  annual 
percentage  of  seropositive  indi- 
viduals who  actually  become  ill 
(approximately  7%  to  10%  per 
year)  and  mentioning  the  ongo- 
ing scientific  search  for  effective 
treatments  and  vaccines  might 
prove  helpful. 

The  physician  must  assess  the 
patient’s  understanding  of  the  re- 
sult by  asking  a question  such  as 
“Now  that  you  know  you  are  an- 
tibody positive  (or  negative) , what 
does  this  test  result  mean  for 
you?”  The  physician  must  help  the 
patient  understand  and  assimi- 
late the  information.  A review  of 
the  information  conveyed  in  the 
pretest  session  should  be  con- 
ducted. 

When  the  result  is  negative,  the 
patient’s  understanding  of  how  to 
prevent  future  infection  must  be 
assessed.  When  the  result  is  pos- 
itive, the  patient  must  be  advised 
on  how  to  avoid  infecting  others. 
He  or  she  must  understand  that 
infection  is  probably  lifelong  but 
that  having  a positive  antibody  test 
alone  does  not  mean  one  has 
AIDS.  It  is  also  important  to  com- 
municate to  seropositive  individ- 
uals that  they  are  probably  infec- 
tious to  others  by  the  established 
routes  of  transmission  and  that 
there  is  currently  no  way  to  pre- 
dict with  certainty  when  and  if 
clinical  symptoms  will  develop. 
Antibody-positive  persons  should 
be  told: 


• Do  not  donate  blood,  semen, 
or  body  organs. 

• Employ  what  have  come  to  be 
known  as  “safer  sex  prac- 
tices.” 

• Do  not  share  personal  hygiene 
items  (eg,  razors,  tooth- 
brushes). 

• Inform  physicians  and  dentists 
of  serologic  status. 

• Encourage  sexual  partners  and 
needle  contacts  to  seek  eval- 
uation and  serologic  testing. 

The  physician  must  be  sensi- 
tive to  the  wide  range  of  psycho- 
logical reactions  possible  when 
the  test  result  is  given.  For  sero- 
negative patients,  an  immediate 
reaction  of  surprise  and  relief  may 
occur,  followed  by  an  overall  re- 
duction of  psychological  distress 
and  anxiety.  Seropositive  individ- 
uals may  react  with  expression 
and  disbelief,  anger,  fear,  guilt, 
or  self-recrimination.  Clinical 
depression  often  occurs  among 
those  testing  positive  for  HIV  an- 
tibody.^® In  some,  the  depression 
may  lead  to  suicidal  thoughts  or 
attempts.^ 

Seropositive  patients  some- 
times require  repeated  sessions, 
supportive  services,  and  monitor- 
ing of  psychological  functioning. 
A psychiatric  referral  should  be 
made  for  patients  who  require  as- 
sistance in  adapting  to  current 
conditions  or  managing  feelings 
of  depression  or  anxiety  beyond 
what  the  primary  care  physician 
can  offer.  A patient  may  also  ben- 
efit from  counseling  hotlines,  HIV 
support  groups,  and/or  psycho- 
therapy. A schedule  to  monitor 
medical  status  must  be  deter- 
mined as  well. 

The  post-test  session  also 
should  include  an  assessment  of 
the  patient’s  commitment  to  al- 
tering high-risk  behaviors.  The 
physician  must  work  with  the  pa- 
tient to  promote  behavior  change 
by  reiterating  routes  of  transmis- 
sion, discussing  risks,  and  high- 
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lighting  methods  of  risk  reduc- 
tion. 

In  summary,  essential  ele- 
ments of  the  post-test  counseling 
session  include: 

• Provide  the  test  result. 

• Allow  the  patient  to  express 
feelings  and  reactions. 

• Assess  the  patient’s  under- 
standing of  the  test  results. 

• Review  routes  of  transmission. 

• Assess  the  patient’s  psycholog- 
ical condition. 

• Recommend  psychiatric  fol- 
low-up when  appropriate. 

• Assess  risk  behavior  and  com- 
mitment to  risk  reduction  strat- 
egies. 

• Recommend  medical  follow- 
up. 

• Recommend  additional  sup- 
port services  as  needed. 


Conclusion 

The  need  for  HIV  antibody  blood 
test  counseling  has  been  widely 
acknowledged.'' 2 Physicians  must 
be  prepared  to  provide  such  serv- 
ices for  their  patients.  The  brief 
guidelines  presented  here  serve 
as  an  outline  for  HIV  antibody 
blood  test  counseling  to  pa- 
tients.® 
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Because  safety 

cannot  be  taken  for  granted 

in  H2~antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
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Indications  and  Usage;  y . Active  duodenal  ulcer -\o\  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General-^.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide.  lorazepam,  lidocame.  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg 
b i d . was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enlerochromaffin-like  (ECL)  cells  in  the  gastnc  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
/^id*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy- Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg.  It  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  In  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  ft  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -S\ud\es  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  t/se-Safety  and  effectiveness  iri  children  have  not  been 
established. 

Use  in  Elderly  Patients -HeaUng  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  Important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions;  Clinical  trials  of  varying  durations  included  almost 
5.000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1.900  nizatidine  patients  and  over  1.300 
on  placebo,  sweating  (1%  vs  O.^o),  urticaria  (().5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

/Vxid"  (nizatidine.  Lilly) 


Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  /\xid. 

Cardiovascular -\r\  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-CWrwcal  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-Fa\a\  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  Hj-receptor  antagonist  This  patient 
had  previously  expenenced  thromboc^openia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -SweaUng  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity-As  with  other  H^-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed.  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reac^ns 
(eg,  bronchospasm.  laryngeal  edema,  rash,  and  eosmophilta)  have  been 
reported. 

Of/7er- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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AIDS  and  Hospice  Care  of  Rhode  Island 
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David  Rehm,  MSW 


AIDS  patients  now  repre- 
sent over  7^0  of  our  current 
caseload  and  HCRI  has 
given  comprehensive  nurs- 
ing and  medical  care  for 
14%  of  all  persons  who 
have  died  of  AIDS  in  Rhode 
Island. 


Hospice  Care  of  Rhode  Island 
(HCRI),  like  many  hospice  pro- 
grams around  the  country,  first 
encountered  the  reality  of  the  AIDS 
epidemic  in  1985.  Until  then, 
HCRI  had  devoted  itself  exclu- 
sively to  the  care  of  terminally  ill 
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Judy  Gordon,  RN,  is  Director  of 
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cancer  patients  and,  as  aware- 
ness of  the  hospice  option  grew, 
had  been  struggling  to  meet  the 
growing,  daily  demand  for  its 
services.  Nevertheless,  in  1985 
HCRI  joined  a then  small  number 
of  hospice  programs  who  moved 
toward  serving  persons  with  AIDS. 
At  that  time  the  HCRI  Board  ap- 
proved an  alteration  in  our  mis- 
sion statement  which  allowed  us 
to  include  noncancer  patients  as 
space  became  available  in  the 
program.  We  then  undertook  a 
series  of  intramural  training  ef- 
forts to  educate  as  well  as  sen- 
sitize our  staff  and  volunteers  to 
the  serious  issues,  some  unique, 
in  providing  care  for  persons  with 
AIDS.  Having  thus  made  these 
preparations,  we  admitted  our  first 
patient  with  AIDS  on  January  8, 
1986,  learning  quickly  that  to  pro- 
vide the  level  of  care  needed  by 
these  patients  would  entail  an 
even  more  intense  and  personal 
level  of  education  for  our  staff  and 
volunteers. 

In  retrospect,  our  initial  deci- 
sion to  admit  and  care  for  these 
patients  was  both  ambivalent  and 


naive.  The  first  referrals  were  slow 
in  coming,  and  eventually  our 
agency  was  forced  to  inspect 
again  our  established  policies  and 
objectives.  In  the  ensuing  two 
years,  HCRI  adjusted  its  guide- 
lines and  program  goals  to  reflect 
the  realities  of  caring  for  AIDS  pa- 
tients. The  first  major  change  was 
to  abolish  our  admissions  crite- 
rion that  life  expectancy  be  six 
months  or  less.  Predicting  life  ex- 
pectancy for  AIDS  patients  is  both 
difficult  and  demonstrably  unre- 
liable. Further,  in  contrast  to  our 
philosophic  premise  of  providing 
only  palliative  care  for  cancer  pa- 
tients, we  now  began  to  offer  more 
aggressive  treatment  regimens 
which  were  clearly  appropriate  for 
persons  with  AIDS.  Finally,  as  an 
agency,  we  undertook  to  become 
a full  and  active  partner  in  the 
developing  Rhode  Island  care- 
network  for  persons  with  AIDS.  As 

ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
HCRI:  Hospice  Care  of  Rhode 
Island 
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a result  of  these  revised  agency 
policies  and  a more  realistic 
commitment,  there  has  been  a 
steady  increase  in  the  number  of 
AIDS  patients  served  by  fICRI. 
AIDS  patients  now  represent  over 
7%  of  our  current  caseload  and 
HCRI  has  given  comprehensive 
nursing  and  medical  care  for  14% 
of  all  persons  who  have  died  of 
AIDS  in  Rhode  Island. 

Our  first  AIDS  patient  was  a 41- 
year-old  male  with  multiple  and 
aggressive  opportunistic  infec- 
tions. He  survived  75  days  and 
died  of  Pneumocystis  pneu- 
monia. Since  early  1986,  HCRI  has 
admitted  24  patients  with  con- 
firmed AIDS.  Sixteen  of  these  pa- 
tients have  since  died,  10  at  home 
and  6 in  the  hospital.  Length  of 
stay  in  Hospice  Care  has  varied 
from  as  little  as  3 days  to  as  long 
as  240  days.  The  demographic 
and  medical  profile  of  our  24  pa- 
tients, including  identified  risk 
factors,  differs  inappreciably  from 
the  much  larger,  published  series 
of  AIDS  cases  in  the  United  States. 
The  great  majority  of  our  patients 
are  male  (23  of  24),  their  ages 
ranging  from  a one-year-old  in- 
fant to  a 53-year-old  man.  The  en- 
countered opportunistic  orga- 
nisms include:  Pneumocystis 
carinii,  Candida  albicans.  Toxo- 
plasma gondii,  avian  Mycobac- 
terium infection,  and  cytomega- 
lovirus. Cases  of  Kaposi’s 
sarcoma,  lymphoma  and  pancy- 
topenia have  also  been  identi- 
fied. 

Our  experience  to  date  has 
convinced  us  that  hospice  serv- 
ices are  both  helpful,  appropriate 
and  cost-effective  in  the  terminal 
care  of  persons  with  AIDS.  The 
common  misconception  of  hos- 
pice as  an  agency  focussed  nar- 
rowly on  death  rather  than  on  the 
enhancement  of  the  quality  of  life 
has  been  an  especially  frustrating 
barrier  in  reaching  this  popula- 
tion. Understandably,  AIDS  pa- 
tients, who  are  primarily  quite 
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young,  find  such  an  association 
unsettling  and  many,  therefore,  do 
not  take  advantage  of  our  serv- 
ices. Another  area  of  concern  is 
the  fact  that  only  9 of  the  179 
AIDS  patients  discharged  from  our 
regional  hospitals  in  1988  were 
referred  for  subsequent  home- 
care.  This  statistic  is  troubling  for 
two  reasons:  First,  that  these  pa- 
tients were  deprived  of  consid- 
erable support,  assistance  and 
case  management  potentially 
available  to  them  through  hos- 
pice; and  second,  that  their  in- 
patient stay  might  have  been 
shortened  if  a coordinated  home- 
care  followup  had  been  offered. 

Our  experience  to  date  has 
convinced  us  that  hospice 
services  are  helpful,  appro- 
priate and  cost  effective  in 
the  terminal  care  of  per- 
sons with  AIDS. 


The  role  of  the  hospice  physi- 
cian in  treating  AIDS  is  no  differ- 
ent than  in  the  management  of 
other  diseases  for  which  there  is 
no  cure.  The  medical  care  of  hu- 
mans with  AIDS  is  customarily 
complex;  and  toward  the  end  of 
life,  two  major  issues  remain 
which  require  continuing  atten- 
tion — the  control  of  pain  and 
the  alleviation  of  confusion.  The 
control  of  pain  should  be  no  dif- 
ferent than  in  other  circum- 
stances. The  fear  of  generating 
addiction  through  the  use  of  opi- 
ates has  been  shown  to  be  base- 
less. The  correct  titration  of  oral 
morphine  should  proceed  in  the 
same  manner  as  with  pain  of  other 
causes,  the  goal  being  to  prevent 
breakthrough  pain. 

Anxiety,  depression  and  de- 
mentia may  increase  the  under- 
lying pain.  And  the  attending  phy- 
sician may  be  so  involved  in  the 
immediate  medical  issues  that  it 
becomes  the  place  of  the  pallia- 
tive care  physician  to  work  with 


the  patient  on  the  problems  of 
[)ain,  depression  and  confusion, 
fulfilling,  in  a promise  made  by 
all  physicians:  “To  cure  some- 
times; to  comfort  always.” 
Further  information  may  be  ob- 
tained by  calling  the  Hospice  Care 
of  Rhode  Island  central  office 
(401)  272-4900. 


When  people 
don^payyou, 
dontgetmad. 

Get  even. 

If  you're  billing  people 
who  persist  in  not  paying,  you 
have  every  reason  to  be  upset. 

The  collection  specialists  at 
I.C.  System  will  see  that  you 
get  satisfaction. 

What’s  more,  we'll  see  that 
you  get  justice.  By  reporting 
your  delinquent  debtors  to  the 
five  national  reporting  services, 
we  could  severely  impact  their 
ability  to  get  credit. 

We're  I.C.  System,  and  we 
promise  results.  In  fact,  our 
work  is  endorsed  by  over  1,200 
professional  and  trade  associ- 
ations, including  yours.  And  no 
matter  where  you're  located 
or  where  your  debtors  live,  we 
have  local  representatives  to 
service  your  account. 

But  most  important,  we 
guarantee  results,  by  collecting 
at  least  ten  times  the  amount 
of  our  retainer. 

To  find  out  how  the  I.C. 
System  approach  can  work  for 
you,  call  toll  free  (800)  824-9469, 
ext.  330.  In  Minnesota,  call 
(612)  483-8201,  ext.  330. 

® LC  System 

The  System  J Works? 
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YOUR  OFFICE  STAFF  WOULD 
LIKE  TO  HAVE  A WORD  WITH  YOU. 


If  you’re  suffering  from  an  upset  staff  due  to 
overexertion,  VERSYSS  has  the  right  prescrip- 
tion for  a healthier  practice — MENDS®II. 
MENDS  II  is  the  praaice  management  system 
designed  with  your  practice  in  mind.  It  can 
help  you  eliminate  problems  associated  with 
patient  tracking  and  follow-up,  giving  you  bet- 
ter control  of  appointments,  patient  histories, 
and  treatment  scheduling.  VERSYSS  is  your 
single-source  solution.  From  automatic  insur- 
ance billing,  electronic  claims  submission,  and 
general  accounting,  to  medical  records,  data 
base  analysis,  and  word  processing,  we  take 
care  of  your  business  so  you  can  take  care  of 
your  patients.  We  accept  full  responsibility  for 
your  entire  computer  system — including 
hardware  and  software  selection,  installation, 

\^RSYS,S 

The  Computer  Solutiom  Comjxtmi 
for  Sen'iee  and  Support. 

VERSYSS  Incorporated,  333  Elm  St,,  Dedham,  MA 02026-4595 


training,  service,  forms  and  support  through  a 
network  of  over  125  branch  and  independent 
locations  worldwide.  If  you  think  your  practice 
could  beneht  from  our  single-source  expertise, 
call  us  at  401-722-0303  or  617-329-7800.  Or  hll 
out  the  coupon  below.  Because,  when  it  comes 
to  curing  practice  management  problems,  we’re 
specialists. 


Help!  I'm  suffering  from  an  upset  staff  and  I need  a cure, 

□ Please  send  me  more  information  about  VERSYSS'  Medical 
Practice  Management  System, 

□ Have  a representative  call  me  for  a free  needs  analysis. 

Name. 

Title. 

Practice  Name. 

Specialty. 

Address. 

City. 

State /Zip. 

Telephone. 


Best  time  to  call  is. 


VERSYSS  is  a trademark  of  VERSYSS  Incorporated 
MENDS  is  a registered  trademark  of  VERSYSS  Incorporated 


Elder  Care  Resources 
The  Compassionate  Alternative 


Professional  Dependable  Home  Care  Management 

for  Older  Patients 

PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
fields.  Each  member  of  the  Elder  Care  team  is  fully  trained  and  fully  committed  to  providing  quality 
care.  As  a result,  clients  are  assured  of  reliable,  responsive  performance  24  hours  a day,  seven  days 
a week.  Every  aspect  of  each  client's  care  is  supervised  by  a director  of  nursing  and  a professional 
social  worker,  to  provide  appropriate  attention  and  action  on  every  level,  and  to  prevent  problems 
from  becoming  crises. 

A PROVEN  TRACK  RECORD.  Since  1985,  our  unique  program  has  provided  professional  compre- 
hensive care  management  to  hundreds  of  clients  throughout  Rhode  Island.  This  agency  began 
doing  care  management  and  progressed  to  a full  continuum  of  direct  services.  Working  in  con- 
junction with  medical  professionals,  legal  guardians  and  concerned  family  members.  Elder  Care 
Resources  provides  continual  assessment  and  indepth  reporting.  Our  enviable  reputation  for 
dependable,  conscientious  service  has  been  earned  the  hard  way;  client,  after  client,  after  client. 

Provide  your  older  patients  and  their  families  with  a compassionate  alternative.  Introduce  them  to 
Elder  Care  Resources.  For  more  information,  call  Terry  Peck  today  at  751-0360.  To  maintain  the 
quality  of  life  for  older  patients,  there's  no  place  like  home. 

Elder  Care  Resources,  inc. 

One  Richmond  Square 
Providence,  Rl  02906 
401-751-0360 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  Increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors.  Its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*-  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ■3  '^  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AIDS  in  Africa:  A Personal  Perspective 


Seth  Berkley,  MD 


. . . cases  of  a wasting  ill- 
ness with  a high  mortality 
and  of  unknown  etiology, 
hut  clearly  a new  disease, 
appeared  in  some  villages 
of  Central  Africa. 


The  first  cases  of  the  Acquired  Im- 
munodeficiency Syndrome  (AIDS) 
were  recognized  in  homosexual 
men  in  San  Francisco  in  1981.' 
Soon  thereafter  cases  were  iden- 
tified in  other  parts  of  the  United 
States  and  Europe  in  homosexual 
men  and  in  intravenous  drug 
users.2  The  etiology  of  the  illness 
was  unknown  until  isolation  of  the 
causative  agent  in  late  1984. 

During  this  same  time  period, 
cases  of  a wasting  illness  with  a 
high  mortality  and  of  unknown 
etiology,  but  clearly  a new  dis- 
ease, appeared  in  some  villages 
of  Central  Africa.  Physicians  ac- 
customed to  examining  the  oral 
cavity  as  part  of  their  normal 
physical  examination  noted  the 
association  of  oro-pharyngeal 
candidiasis,  a condition  they  had 
never  seen  before  in  adults,  with 
this  wasting  syndrome.  It  was  only 
with  development  of  a serologic 
test  for  the  Human  Immunodefi- 
ciency Virus  (HlV-1)  in  1985  that 
this  illness  in  Africa  was  con- 
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firmed  to  be  caused  by  the  same 
agent  as  AIDS  in  the  United  States. 

In  1986,  a new  virus,  HlV-2  — 
genetically  related  but  distinct 
from  HlV-1  was  isolated  from  a 
patient  from  West  Africa  with  an 
AIDS-like  illness.'^  Much  less  is 
known  about  the  biology  of  this 
agent,  its  distribution  or  the  re- 
sultant illness.  It  causes  a similar 
clinical  illness  to  HIV-1  but  the 
course  of  infection  seems  to  be 
less  fulminant.  It  is  primarily  seen 
in  West  Africa  and  currently  is  less 
common  than  HIV-1  infection.  For 
these  reasons,  this  paper  will 
confine  its  discussion  to  the  ep- 
idemiology of  HIV-1 . 

Prior  to  the  availability  of  the 
serologic  test  for  HIV-1  public 
health  workers  were  only  able  to 
monitor  clinical  cases  of  AIDS,  the 
end-stage  of  HIV  infection.  The 
advent  of  serologic  testing  now 
permitted  the  direct  monitoring 
of  the  growing  epidemic  of  HIV 
infection.  Early  studies  done  in 
Africa  with  the  initial  generation 
of  HIV  test  procedures  were 
fraught  with  problems  of  cross- 
reactivity. This  led  to  wildly  high 
and  unreliable  estimates  of  infec- 
tion. Over  time,  improved  test  re- 
agents have  significantly  reduced 
this  problem.  Recent  studies  with 
highly  specific  tests  have,  never- 
theless, demonstrated  the  dra- 
matic magnitude  of  the  HIV  epi- 
demic in  sub-Saharan  Africa.  This 


paper  will  attempt  to  provide  a 
broad  perspective  on  the  epi- 
demic of  HIV  in  Africa  today. 

Diagnosis  of  AIDS 

Differences  in  the  presentation  of 
the  disease  (see  below)  as  well 
as  the  unavailability  of  sophisti- 
cated diagnostic  facilities  have 
made  use  of  the  standard  CDC/ 
WHO  Case  Definition  for  AIDS 
problematic.  As  a result,  the 
World  Health  Organization  con- 
vened a meeting  in  Bangui,  Cen- 
tral African  Republic,  in  1985  to 
develop  a simple  clinical  case 
definition  for  use  in  Africa.'*  This 
clinical  definition  requires  no 
laboratory  or  pathologic  testing 
to  establish  the  diagnosis.  The 
definition  is  primarily  used  for 
surveillance  and  reporting  of  dis- 
ease and  is  moderately  specific 
for  HlV-1  infection  but  is  not  sen- 


ABBREVIATIONS  USED: 

AIDS:  Acquired  Immune  Defi- 
ciency Syndrome 
CDC:  Centers  for  Disease  Con- 
trol 

HIV:  Human  Immunodefi- 
ciency Virus 

PCP:  Pneumocystis  carinii 
pneumonia 

STD:  Sexually  transmitted  dis- 

GQS6S 

WHO:  World  Health  Organi- 
zation 
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sitive.*  The  definition  has  been 
subsequently  modified  in  certain 
countries  to  increase  its  useful- 
ness. In  Uganda,  a modified  def- 
inition (table  1)  had  a specificity 
for  HlV-1  infection  of  92%  and  a 
sensitivity  of  52%.^  As  a result  of 
the  imperfection  of  the  definition, 
the  diagnosis  of  AIDS  in  a specific 
patient,  must  be  individually  as- 
sessed by  the  health  care  worker 
and  is  determined  by  multiple 
factors  including  the  criteria  of  the 
clinical  definition. 

The  clinical  diagnosis  of  pe- 
diatric cases  of  AIDS  in  Africa  pre- 
sents even  greater  problems.  A 
similar  clinical  case  definition  for 
pediatric  cases  had  a sensitivity 
of  35%  and  a specificity  of  87%.^ 
Modifications  of  the  definition 
have  not  led  to  substantial  im- 
provement. Even  inclusion  of  HIV 
serologic  testing,  which  is  not 
available  in  most  areas  in  Africa, 
does  not  solve  the  diagnostic  dif- 
ficulties since  infants  of  infected 
mothers  may  carry  passively 
transferred  maternal  antibodies 
against  HIV  for  months  after  birth 
without  infection.  New  tests  to 
define  pediatric  HIV  infection  are 
desperately  needed.** 

AIDS  Surveillance 

Routine  disease  reporting  sys- 
tems in  most  African  countries  are 
extremely  limited.  Case  reporting 
for  AIDS  is  also  a politically  sen- 
sitive issue.***  Despite  these 
problems,  AIDS  cases  have  been 
reported  in  48  (92%)  of  the  52 
African  countries.  In  some  coun- 
tries, like  Uganda,  attempts  are 
made  to  report  all  patients  with 
HIV  illness.  In  others,  like  Zim- 
babwe, stringent  criteria  for  di- 
agnosis means  that  AIDS  cases  are 


* For  this  definition,  sensitivity  is  the  proba- 
bility of  identifying  HIV  infection  using  the 
clinical  definition,  specificity  is  a measure  of 
the  probability  of  not  meeting  the  definition 
when  infection  is  not  present.  Since  many  per- 
sons are  asymptomatic  with  infection,  the  sen- 
sitivity of  a clinical  diagnosis  for  identifying 
HIV  infection  will  always  be  low. 


Table  1 


AIDS  in  an  adult  in  Uganda  is 
defined  by  the  existence  of  at  least 
2 of  the  major  signs  associated 
with  at  least  1 minor  sign,  in  the 
absence  of  known  causes  of 
immunosuppression  such  as 
cancer  or  severe  malnutrition  or 
other  recognized  etiologies. 

1.  Major  signs: 

a)  weight  loss  s 10%  of  body 
weight; 

b)  chronic  diarrhea  > 1 month; 

c)  prolonged  fever  > 1 month 
(intermittent  or  constant). 

2.  Minor  signs: 

a)  persistent  cough  for  > 1 
month  without  tuberculosis; 

b)  generalized  pruritic 
dermatitis; 

c)  herpes  zoster; 

d)  oro-pharyngeal  candidiasis; 

e)  chronic  progressive  or 
disseminated  herpes  simplex 
infection; 

f)  generalized  lymphadenopathy; 

The  presence  of  generalized 
Kaposi’s  sarcoma  or  cryptococcal 
meningitis  are  sufficient  by 
themselves  for  the  diagnosis  of 
AIDS. 


under-reported.  Health  care  facil- 
ities in  many  African  countries  are 
inadequate  and  largely  confined 
to  the  urban  areas.  The  dearth  of 
such  facilities  in  rural  areas  re- 
duces further  the  accuracy  of  re- 
porting. Finally,  the  lack  of  a 
standardized  and  accepted  case 
definition  for  AIDS/HIV  disease 
makes  comparison  of  case  rates 
and  prevalences  among  the  dif- 
ferent countries  difficult. 

As  of  1 February  1990,  40,519 
cases  of  AIDS  have  been  reported 
to  WHO  from  the  African  conti- 
nent. Under-reporting  of  cases  is 
a common  occurrence;  it  is  esti- 
mated that  there  have  been  about 
350,000  cumulative  cases  in  Af- 
rica (10%  reporting  of  the  cases). 

**  Polymerase  Chain  Reaction  (PCR)  and  HIV 
antigen  tests  hold  promise  in  improving  the 
diagnosis  in  infants.  However,  at  the  moment 
neither  will  be  of  sufficient  simplicity  or  in- 
expensive enough  to  be  considered  for  use  in 
a clinical  setting  in  Africa. 


This  compares  with  an  estimated 
62%  of  cases  reported  in  the 
Americas  and  78%  in  Europe.  De- 
spite these  problems  in  reporting, 
available  data  from  a number  of 
sources  confirms  a high  preva- 
lence of  HIV  infection  in  the  cen- 
ter of  the  continent  including  the 
nations  of  Kenya,  Tanzania, 
Uganda,  Zambia,  Zimbabwe,  Ma- 
lawi, Rwanda,  Burundi,  Zaire, 
Congo  and  the  Central  African  Re- 
public  (figure  1).  Conversely, 
there  are  nearby  areas  of  Africa 
with  lower  prevalence  of  HIV  in- 
fection. Nigeria  with  almost  one- 
fifth  of  the  sub-Saharan  popula- 
tion has  remained  relatively  free 
of  HIV  infections. 

. . . available  data  horn  a 
number  of  sources  confirms 
a high  prevalence  of  HIV 
infection  in  the  center  of  the 
continent  including  the  na- 
tions of  Kenya,  Tanzania, 
Uganda,  Zambia,  Zim- 
babwe, Malawi,  Rwanda, 
Burundi,  Zaire,  Congo  and 
the  Central  African  Repub- 
lic. 


The  Illness  in  Africa 

Although  the  HIV  isolated  from 
African  patients  is  phenotypically 
similar  to  virus  isolates  from  AIDS 
patients  in  the  United  States  and 
Europe,  the  resultant  presenta- 
tion of  AIDS  is  quite  different. 
Clinical  disease  in  AIDS  is  mostly 
a manifestation  of  the  underlying 
opportunistic  infections.  The 
most  common  presentation  for 
AIDS  in  the  United  States  is  pul- 
monary disease.  Opportunistic 
infections  are  most  commonly 

***  For  example,  the  country  of  Zaire,  which 
has  one  of  the  most  extensive  AIDS  research 
programs  with  large  documented  cohorts  of 
AIDS  cases,  reported  no  AIDS  cases  to  the 
World  Health  Organization  from  June  1987  to 
November  1989.  During  the  same  period, 
hundreds  of  cases  from  Zaire  were  reported 
in  the  medical  literature.  They  recently  began 
reporting  cases  again. 
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Figure  1 


REPORTED  AIDS  CASES  IN  AFRICA 


FEBRUARY  1.  1990 


10  OR  MORE  PER  100,000 


1 TO  9 PER  100,000 


□ 


LESS  THAN  1 PER  100,000 


Pneumocystis  carinii  pneumonia 
(PCP),  tuberculous  and  non-tu- 
berculous  mycobacterial  infec- 
tions and  Kaposi’s  sarcoma.  In 
contrast,  African  patients  tend  to 
present  with  a wasting  disease  as- 
sociated with  chronic  gastroin- 
testinal involvement  (locally 
known  as  slim  disease)  and 
dermatologic  involvement.  In 
Uganda,  82%  of  the  cases  pre- 
sented with  weight  loss  and  60% 
with  diarrhea.'^  Tuberculosis  and 
salmonellosis  are  common  su- 
perimposed infections.  Herpes- 
zoster,  a common  disease  in  de- 
veloped countries  in  persons  not 
HIV-infected  was  almost  un- 
known in  general  practice  in  Af- 
rica prior  to  the  appearance  of 
HIV.  It  has  appeared  in  an  epi- 
demic fashion  with  very  high 
specificity,  approaching  100%  for 
HIV  infection.*  PCP  is  rare  and 
non-tuberculous  mycobacterial 
infection  almost  unreported  in  Af- 
rica. Neurologic  manifestations, 
such  as  dementia  and  psychoses, 
which  are  felt  to  be  direct  mani- 


* In  Uganda,  herpes-zoster  is  locally  called 
“belt  disease”  due  to  the  dermatomal  distri- 
bution. The  significance  of  its  appearance,  even 
in  a healthy  person  is  rapidly  becoming  known 
and  dreaded. 


festations  of  neurologic  infection 
with  HIV  are  seen  in  both  areas. 

African  patients  (with 
AIDS)  tend  to  present  with 
a wasting  disease  associ- 
ated with  chronic  gastroin- 
testinal involvement  (lo- 
cally known  as  slim  disease) 
and  dermatologic  involve- 
ment. 

The  regional  variability  in  clin- 
ical presentation  of  AIDS  proba- 
bly represents  differences  in  pa- 
tient’s exposure  to  environmental 
pathogens  as  well  as  differences 
in  nutritional  status.  Missed  di- 
agnoses may  also  play  some  role 
since  sophisticated  diagnostic  fa- 
cilities are  often  not  available  in 
many  African  countries.  Never- 
theless, when  studies  of  African 
AIDS  patients,  using  state-of-the- 
art  technology,  are  carefully  per- 
formed these  differences  in  pres- 
entation have  been  confirmed. 

The  HIV  epidemic  is  becoming 
a major  challenge  to  physicians 
(and  other  health  care  workers) 
in  Africa  where  they  are  encoun- 
tering HIV  infection  combined 
with  numerous  acute  infectious 


and  parasitic  diseases.  It  is  be- 
coming commonplace  for  health 
care  workers  to  question  HIV  in- 
fection in  any  atypical  presenta- 
tion of  a disease.  In  some  hos- 
pital wards  in  cities  in  central 
Africa,  50%  or  more  of  the  in-pa- 
tients are  HIV  infected.  This 
means  that  physicians  and  other 
health  workers  have  had  to  learn 
new  diagnostic  and  therapeutic 
skills  without  the  benefit  of  con- 
tinuing medical  education  and 
relevant  medical  literature. 

In  the  developed  world  the 
mean  interval  from  HIV  infection 
to  the  onset  of  AIDS  is  felt  to  be 
about  10  years  (ie,  approximately 
50%  of  HIV  infected  persons  will 
develop  AIDS  in  10  years).  Al- 
though data  from  Africa  are  not 
complete,  the  length  of  time  from 
the  onset  of  HIV  infection  to  the 
development  of  AIDS  is  probably 
shorter  and  the  time  from  onset 
of  AIDS  to  death  is  dramatically 
reduced.  Most  AIDS  patients  in 
Africa  will  die  with  their  first  op- 
portunistic infection. 

Transmission 

Africa  is  an  ethnically  and  geo- 
graphically heterogeneous  conti- 
nent with  over  50  countries.  This 
paper  will  confine  itself  to  het- 
erosexual (type  II  [see  below]) 
transmission  in  sub-Saharan  Af- 
rica since  it  is  the  most  important 
of  the  transmission  methods  on 
the  continent.  However,  we 
should  not  forget  that  all  three 
patterns  (as  described  by  WHO*) 
of  HIV  transmission  have  been 
described  on  the  continent:  Pat- 
tern 1 (primarily  homosexual  and 
bisexual  males  and  intravenous 
drug  users)  in  South  Africa;  Pat- 
tern II  (primarily  heterosexual)  in 
sub-Saharan  Africa;  and  Pattern 
III  (newly  introduced  HIV  infec- 
tion from  travellers  and  visitors 
but  not  yet  spread  to  the  general 
population)  in  North  Africa. 

Only  three  routes  of  HIV  trans- 
mission have  been  successfully 
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defined;  from  (1)  blood  and  blood 
by-products,  (2)  mother  to  child 
and  (3)  sexual  activity. 

Although  data  horn  Africa 
are  not  complete,  the  length 
of  time  from  onset  of  HIV 
infection  to  the  develop- 
ment of  AIDS  is  probably 
shorter  and  the  time  from 
onset  of  AIDS  to  death  is 
dramatically  reduced. 


1.  Blood  and  blood  by-prod- 
ucts; Prior  to  the  development  of 
blood  screening  in  1985,  a rela- 
tively large  percentage  of  HIV  in- 
fections were  transmitted  by  con- 
taminated blood  and  blood  by- 
products. As  an  example,  it  was 
estimated  that  516  HIV-seroposi- 
tive blood  transfusions  were  given 
annually  to  children  with  malaria 
in  but  one  pediatric  hospital  in 
Zaire.®  Blood  screening  has  now 
virtually  eliminated  this  risk  in  de- 
veloped countries.  In  contrast,  in 
Africa,  transmission  by  contami- 
nated blood  transfusion  still  oc- 
curs in  some  areas  despite  heroic 
attempts  by  the  Red  Cross  and  the 
WHO’s  Global  Program  on  AIDS 
to  bring  blood  screening  to  as 
many  transfusion  centers  as  pos- 
sible. However,  transmission  by 
blood  now  only  represents  a small 
percentage  of  instances  of  HIV 
transmission.  This  is  particularly 
true  since  sophisticated  health  fa- 
cilities are  the  first  to  receive  HIV 
screening  equipment  and  they  do 
the  bulk  of  the  transfusions.  For- 
tunately, less  well  equipped  rural 
health  units  that  are  less  likely  to 
have  functioning  HIV  screening 
are  also  less  likely  to  give  blood 
transfusions. 

Initial  claims  of  extensive  HIV 
transmission  from  blood  contam- 
inated instruments  used  for  tra- 
ditional scarification  have  not 
been  substantiated.  Use  of  non- 
sterilized  needles  and  syringes 


may  be  responsible  for  some  HIV 
transmission  but  this  does  not 
currently  seem  to  be  a major 
route. 

2.  Mother  to  child;  Infection 
may  be  transmitted  from  the  in- 
fected mother  to  the  infant  in 
utero,  during  delivery  or  in  the 
neonatal  period.  Initial  estimates 
of  a mother-to-child  HIV  trans- 
mission rate  of  50%  have  now 
been  reduced  to  25-30%.  Factors 
such  as  the  clinical  stage  of  ma- 
ternal HIV  infection  may  be  an 
important  factor  determining 
transmission.  Although  a few  well- 
documented  cases  of  HIV  trans- 
mission by  breast  milk  have  been 
documented  in  the  developed 
world,  the  attributable  risk  of  this 
route  is  unknown.  Since  in- 
creased childhood  mortality  is 
known  to  occur  when  breast  milk 
is  withheld,  all  international  au- 
thorities have  continued  to 
strongly  recommend  breast  feed- 
ing in  Africa,  even  when  the 
mother  is  HIV  infected. 

3.  Sexual  route;  In  the  initial 
cases  in  developed  countries  the 
primary  route  of  transmission  was 
sexual,  primarily  between  male 
homosexuals  and  was  particu- 
larly linked  in  individuals  having 
receptive  anal  intercourse.  In  fact, 
there  had  been  doubts  expressed 
as  to  whether  the  infection  could 
be  transmitted  by  vaginal  inter- 
course from  females  to  males. 
With  increasing  knowledge,  it  is 
quite  clear  that  bidirectional  het- 
erosexual transmission  can  oc- 
cur in  developed  countries  even 
after  only  one  sexual  encounter. 

In  Africa,  bidirectional  hetero- 
sexual transmission  was  dem- 
onstrated early  in  the  epidemic. 
Homosexual  relations  and  intra- 
venous drug  use  are  less  com- 
mon in  sub-Saharan  Africa  and 
therefore  do  not  contribute  sub- 
stantially to  transmission.  Heter- 
osexual anal  intercourse  in  many 
African  countries  is  also  reported 
to  be  uncommon  and  is  not  sus- 


pected to  play  a major  role  in 
transmission. 

Models  of  HIV  Spread  in  Africa 

Although  the  epidemiology  of  HIV 
transmission  is  complex,  three 
waves  of  spread  may  be  hypoth- 
esized in  sub-Saharan  Africa.* 

(1  j Initially,  a small  number  of 
female  prostitutes  became  in- 
fected. In  many  areas  of  Africa 
prostitutes,  especially  low-priced 
ones  with  a very  large  number  of 
partners,  have  developed  very 
high  infection  rates.  In  Nairobi, 
Kenya,  the  infection  rate  was  doc- 
umented to  rise  from  no  infec- 
tions in  1981  to  greater  than  90% 
of  the  prostitutes  infected  in  1987. 
Similar  patterns  are  seen  in  other 
sub-Saharan  countries.  Serosur- 
veys  in  these  areas  during  this  pe- 
riod of  the  epidemic  would  show 
seropositivity  only  in  prostitutes 
and  certain  other  high  risk  groups 
such  as  prostitute-clients  as  seen 
in  STD  Clinics. 

(2)  Over  time,  these  prostitutes 
infect  a large  number  of  male  sex- 
ual partners.  Males  with  money 
to  spend  on  prostitutes,  such  as 
business  persons  or  truck  drivers 
are  the  first  to  acquire  infection 
thus  explaining  the  early  occu- 
pation-specific differences  in  in- 
fection rates.  High  numbers  of 
male  sexual  contacts  with  these 
prostitutes  result  in  a predomi- 
nance of  HIV  infection  in  males. 
This  is  currently  postulated  to  be 
the  pattern  in  Abidjan,  Ivory  Coast 
where  the  sex  ratio  of  AIDS  cases 
in  the  hospital  is  4.8  males  to  1 
female.'® 

(3)  These  infected  males  go 
home  to  their  villages  and  towns 
and  infect  their  stable  and  casual 
female  sexual  partners  resulting 
in  large  numbers  of  seropositive 
persons  in  the  general  public.  At 


* This  is  obviously  an  oversimplification  of  a 
very  complicated  issue.  In  fact  in  most  coun- 
tries all  three  waves  are  occurring  simulta- 
neously in  different  areas  and  even  sometimes 
in  the  same  community. 
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this  point  the  concept  of  targeting 
“high-risk”  persons  for  control  ef- 
forts becomes  meaningless.  All 
persons  in  non-monogamous  re- 
lationships in  the  population  must 
be  seen  as  potentially  infected. 
During  this  phase,  gender  infec- 
tion rates  are  close  to  equal  or 
with  a slight  predominance  of  in- 
fection in  females.  This  appears 
to  be  the  case  in  Uganda  where 
the  sex  ratio  of  infected  persons 
is  approximately  1.4  females  to 
every  male. 

Ease  of  Heterosexual 
Transmission 

Studies  in  developed  countries 
have  suggested  that  heterosexual 
HIV  transmission  is  a relatively 
inefficient  route  of  infection.  It  is 
estimated,  for  example,  that  the 
risk  of  transmission  in  the  United 
States  during  a single  unpro- 
tected heterosexual  encounter 
with  an  infected  partner  is  1 :500.'^ 
HIV  transmission  from  male  to  fe- 
male has  been  felt  to  be  more  ef- 
ficient than  transmission  from  fe- 
male to  male.'^ 

. . . researchers  have  the 
impression  that  the  effi- 
ciency of  HIV  transmission 
in  sub-Saharan  African 
heterosexuals  is  higher  than 
that  determined  in  Europe 
and  the  United  States. 

Although  comparable  data  are 
not  yet  available  from  Africa,  re- 
searchers have  the  impression 
that  the  efficiency  of  HIV  trans- 
mission in  sub-Saharan  African 
heterosexuals  is  higher  than  that 
determined  in  Europe  and  the 
United  States.  The  reason  for  this 
difference  has  yet  to  be  ade- 
quately explained.  Viral  strains 
have  not  been  shown  to  be  of  dif- 
ferent virulence  and  there  has  not 
been  any  convincing  evidence  of 
a genetic  difference  in  suscepti- 
bility to  HIV.  The  presence  of  cer- 
tain risk  factors  (described  as  co- 


factors by  some  authors)  have 
been  postulated  to  increase  the 
efficiency  of  transmission  by  fa- 
cilitating the  transfer  of  viable  vi- 
rus during  coitus.  This  can  be  a 
result  of  an  increased  suscepti- 
bility to  infection  with  the  virus 
and/or  an  increased  infectious- 
ness of  a person.  These  factors 
include  male  non-circumcision, 
STDs  (particularly  genital  ulcer- 
ative diseases),  an  immune  sys- 
tem chronically  stimulated  by 
chronic  parasitic  and  infectious 
burdens,  and  use  of  oral  contra- 
ceptives in  females.  However,  a 
recent  and  disturbing  report  from 
Belgium  raises  questions  as  to  the 
necessity  of  these  co-factors  for 
high  efficiency  transmission. 
The  paper  describes  a cluster  of 
HIV  infections  transmitted  from  a 
single  African  male  where  1 1 
(56%)  of  1 8 women  having  sexual 
contact  became  infected,  two  after 
having  only  one  sexual  contact 
with  the  patient. 

The  Demographic  Impact  of 
HIV  Infection 

The  first  documented  evidence  of 
HIV  infection  in  Africa  is  from  a 
1959  serologic  specimen  from 
Zaire  in  which  HIV  antibodies 
were  detected.'^  The  earliest  virus 
isolate  was  obtained  from  a spec- 
imen stored  in  1976,  also  from 
Zaire.'®  This  suggests  that  the  vi- 
rus has  been  circulating,  to  some 
degree,  in  Africa  for  at  least  a few 
decades. 

Initial  reports  of  an  exclusive 
urban  location  for  HIV  infection 
have  been  misleading.  National 
and  sentinel  serologic  surveys 
have  shown  high  rates  of  HIV  in- 
fection throughout  many  sub-Sa- 
haran countries  particularly  in  the 
countries  described  above.  Al- 
though urban  infection  rates  are 
substantially  higher  than  rural 
rates,  the  predominant  rural  lo- 
cation of  the  population  means 
that  the  disease  is  important  in 
both  areas.  For  example  in 


Uganda  it  is  estimated  that  80% 
of  the  HIV  infected  persons  live 
in  the  rural  areas  despite  an  in- 
fection rate  in  the  cities  which  is 
twice  as  high."'  This  pattern  is  not 
seen  in  all  areas.  In  a small  rural 
isolated  community  in  Zaire,  the 
seroprevalence  for  HIV  remained 
steady  at  0.8%  over  a 10  year  pe- 
riod from  1976-1986.'*  This  sug- 
gested that  a traditional  village  life 
carries  a low  risk  of  infection. 
However,  by  1986,  prostitutes  in 
the  area  had  a seroprevalence  of 
1 1%  suggesting  that  the  seroprev- 
alence would  probably  begin 
soon  to  rise. 

The  first  documented  evi- 
dence of  HIV  infection  in 
Africa  is  from  a 1959  ser- 
ologic specimen  from  Zaire 
in  which  HIV  antibodies 
were  detected. 

Infection  rates  in  certain  groups 
such  as  prostitutes,  STD  patients 
and  truck  drivers  tend  to  be  much 
higher  than  the  general  popula- 
tion, but  in  most  countries  in  cen- 
tral sub-Saharan  Africa  the  con- 
cept of  HIV  infection  restricted  to 
such  high-risk  groups  is  no  longer 
valid.  Infection  rates  in  the  gen- 
eral population  are  1.3%  to  17.8% 
in  rural  and  urban  Rwanda'"  and 
2.7%  to  14.5%  in  rural  to  urban 
Uganda."’  Limited  serologic  sur- 
veys in  subgroups  in  other  coun- 
tries in  the  region  suggest  infec- 
tion rates  may  be  similar,  but  data 
from  these  other  countries  must 
be  considered  as  yet  inadequate 
for  a representative  comparison. 

Information  on  the  speed  of 
spread  of  the  epidemic  is  also 
limited.  In  Uganda,  in  one  mis- 
sionary antenatal  clinic  in  Kam- 
pala, the  capital  city,  infection 
rates  have  increased  dramati- 
cally. Regular  random  sampling 
of  clinic  attendees  have  shown 
infection  rates  to  increase  from 
10.6%  (1985),  13.6%  (1986)  to 
24.1%  (1987). 20 
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There  is  a biphasic  age  distri- 
bution of  HIV  infection.  There  is 
a small  peak  in  the  0-4  year  old 
group  then  almost  no  infection  in 
children  5-12  years  of  age.  Infec- 
tion rates  tend  to  peak  in  adults 
of  reproductive  age.  In  Uganda, 
the  peak  age  of  HIV  infection  for 
females  is  20-24  years  versus  25- 
29  years  for  males."  A similar  age- 
specific  distribution  is  seen  in 
other  central  African  countries. 
This  means  that  the  bulk  of  AIDS 
morbidity  and  mortality  will  oc- 
cur in  the  most  economically  pro- 
ductive age  group.  At  a time  when 
these  countries  are  struggling  to 
improve  their  economies,  AIDS 
will  have  a profoundly  negative 
effect  on  development.^' 

The  higher  infection  rate  in 
women  and  the  earlier  age-spe- 
cific peak  of  female  infection  has 
implications  for  families  and  their 
social  structure.  There  will  be  a 
substantial  number  of  HIV-in- 
fected infants  born  in  the  next  few 
years.  Most  of  these  will  die  of 
HIV-related  disease  in  the  first  few 
years  of  life.  Furthermore,  even  in 
those  children  born  to  an  infected 
mother  who  are  fortunate  enough 
to  remain  uninfected,  we  can  ex- 
pect an  increase  in  childhood 
mortality  because  of  the  illness  of 
the  infant’s  traditional  caretaker, 
its  mother.  With  infection  rates  in 
childbearing  age  women  as  high 
as  20-25%  in  some  African  cities, 
this  epidemic  has  the  potential  to 
reverse  the  great  gains  made  in 
reducing  childhood  mortality  by 
the  GOBI*  child  survival  revolu- 
tion. 

There  will  be  yet  other  effects 
on  the  nuclear  family.  With  HIV/ 
AIDS,  unlike  some  other  causes 
of  parental  mortality,  when  one 
parent  is  infected  there  is  a high 
likelihood  that  the  other  is  simi- 


* GOBI  is  an  acronym  for  growth  monitoring, 
oral  rehydration  for  diarrhea,  breast  feeding 
and  immunization  — programs  that  have  been 
at  the  heart  of  the  movement  for  international 
child  survival. 
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larly  infected.  In  polygamous  so- 
cieties, all  members  of  the  nu- 
clear family  may  be  infected.  This 
means  that  the  number  of  chil- 
dren with  both  parents  dying  will 
be  increasing.  Traditionally,  or- 
phans are  cared  for  by  the  ex- 
tended family,  but  with  the  high 
burden  of  AIDS  in  some  areas, 
how  will  families  care  for  the  large 
number  of  orphans?  In  Rakai,  a 
particularly  affected  district  in 
Southeastern  Uganda,  there  are 
estimated  to  be  over  23,000  HIV- 
related  orphans  out  of  a popula- 
tion of  165,000  children  below  15 
years  of  age."' 

In  Rakai,  a particularly  af- 
fected district  in  South- 
eastern Uganda,  there  are 
estimated  to  be  over  23,000 
HIV-related  orphans  out  of 
a population  of  165,000 
children  below  IS  years  of 
age. 

The  World  Health  Organiza- 
tion estimates  that  of  the  approx- 
imately 6 million  persons  cur- 
rently infected  with  HIV,  more 
than  3,000,000  live  in  Africa  and 
that  there  have  been  350,000 
cases  of  AIDS.  Therefore,  at  the 
present  time,  more  than  half  of 
all  HIV-infected  persons  are  liv- 
ing in  sub-Saharan  Africa.  Even 
more  alarming  is  the  estimate  that 
over  75%  of  the  world’s  HlV-in- 
fected  females  live  in  sub-Sa- 
haran Africa.  Women  are  ex- 
tremely important  in  most  African 
societies,  performing  a large  part 
of  the  agricultural  work  as  well  as 
the  raising  of  their  children.  The 
numbers  of  HIV-infected  women 
who  will  become  ill  with  AIDS  and 
die  over  the  next  decade  will  pro- 
foundly change  some  African  so- 
cieties. 

In  developed  countries,  rates 
of  transmission  in  non-intrave- 
nous  drug-using  homosexual 
males  have  dramatically  de- 


creased and  transmission  via 
blood  products  has  virtually 
ceased.  Rates,  unfortunately, 
continue  to  rise  in  intravenous 
drug  users.  However,  as  the  num- 
ber of  drug  users  represents  but 
a small  fraction  of  the  population, 
the  rate  of  new  infections  in  the 
developed  world  is  decreasing 
while  rates  in  the  developing 
world  are  increasing.  With  the 
burden  of  disease  shifting  to- 
wards Africa  there  is  the  danger 
that  HIV/AIDS  will  begin  to  be 
seen  as  another  “tropical  dis- 
ease” in  the  future  with  the  re- 
sulting loss  in  attention  and  re- 
search activity. 

Can  we  be  optimistic?  Even  in 
countries  most  severely  affected 
by  the  AIDS  epidemic  such  as 
Uganda,  it  is  estimated  that  94% 
of  the  general  population  re- 
mains un-infected.'^  With  50%  of 
the  population  under  15  years  of 
age  in  many  African  countries, 
there  is  a new  un-infected  cohort 
entering  the  sexually  active  age 
group  each  year.  This  group  must 
be  protected.  Africans  with  the 
assistance  of  international  agen- 
cies and  voluntary  organizations 
are  diligently  working  to  slow  and 
stop  the  transmission  of  the  virus. 
These  immense  efforts  must  be 
undertaken  within  the  framework 
of  an  overworked,  overburdened 
and  under-compensated  health 
care  team  and  infrastructure. 
There  is  also  an  opportunity  here. 
Using  the  worldwide  interest  and 
funds  generated  by  the  interna- 
tional community  for  AIDS,  we 
can  mobilize  resources  and  in- 
frastructure not  only  for  AIDS,  but 
towards  the  general  improvement 
of  health  for  the  population. 

Sexuality  in  African  culture  is 
poorly  understood.  With  health 
education  as  our  only  effective 
weapon  at  this  point,  new  and  in- 
novative methods  to  change  sex- 
ual behaviour  are  desperately 
needed.  These  must  be  devel- 
oped, tested  and  widely  dissem- 
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inated  until  a vaccine  or  effective 
and  practical  therapy  can  be 
found.  In  the  meantime,  African 
health  care  workers  and  policy 
makers  will  be  required  to  deal 
with  treatment  issues  for  the  half 
or  more  of  the  three  million  HIV- 
infected  persons  who  will  be- 
come AIDS  cases  during  the  next 
decade. 

With  the  burden  of  disease 
shifting  towards  Africa 
there  is  the  danger  that 
HIV! AIDS  will  begin  to  be 
seen  as  another  **tropical 
disease”  in  the  future  with 
the  resulting  loss  in  atten- 
tion and  research  activity. 
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The  Rhode  Island  Department  of 
Health  (RIDH)  designated  AIDS 
as  a reportable  disease  in  1983. 
Seven  cases  were  reported  in  that 
year  with  5 new  cases  of  AIDS  di- 
agnosed in  1984,  13  in  1985,  37 
in  1986,  75  in  1987,  85  in  1988, 
86  in  1989,  and  27  reported  cases 
as  of  April  30,  1990. 

Males  dominate  (84%)  among 
reported  cases  in  Rhode  Island; 
however,  the  percentage  of  fe- 
male cases  (16%)  is  significantly 
higher  than  the  national  figure 
(9%).  Despite  representing  less 
than  7%  of  the  total  population  in 
Rhode  Island,  the  proportion  of 
AIDS  cases  in  Blacks  and  Hispan- 
ics  has  remained  substantial  and 
relatively  constant  (31%  1987; 
33%  1988;  33%  1989;  30%  1990). 

An  analysis  of  selected  trans- 
mission categories  by  year  shows 
a slight  increase  in  the  categories 
of  Homosexual  IV  Drug  User  and 
Heterosexual  Contact  in  1989, 
while  the  percentages  of  cases  in 
Homosexual/Bisexual  Males  and 
Heterosexual  IV  Drug  Users  have 
experienced  a slight  decrease 
(Table  1). 


Counseling  and  Testing  Site 
Activity 

As  of  August  1,  1989,  state  law 
mandated  HIV  antibody  testing  of 
prisoners,  prostitutes,  and  per- 
sons convicted  of  possession  of 
IV  drug  use  equipment.  It  also  re- 
quired that  physicians  and  other 
health  care  providers  offer  testing 
to  women  seeking  prenatal  care 


Table  1:  RHODE  ISLAND  AIDS  CASES  BY 
SELECTED  TRANSMISSION  CATEGORIES:  BY  YEAR 

1983-1989 

Number  of  Cases 


■ >!<■  ■ rV  Drug  Use 
— 0—  Homosexual  Contact 


Homosexual  & IVDU 


Heterosexual  Contact 


Year  of  Report 


Table  2:  RHODE  ISLAND  HIV  TESTING  DATA 
August  1,  1989  through  April  30,  1990 

Number  Number  (%) 

Test  Site  Categories  Tested  Positive 


Anonymous* 

1,065 

26 

(2.4) 

Routine** 

4,301 

50 

(1.2) 

Mandatory  (Prison) 

4,530 

213 

(4.7) 

Private  MDs/Labs 

4,019 

25 

(0.6) 

Other*** 

4,808 

118 

(2.5) 

TOTAL 

18,723 

432 

(2.3) 

*inclu<ies:  Department  of  Health  sites  at  Cannon  Building 
in  Providence  and  Benjamin  Rush  Building  in  Cranston. 
**lncludes:  Health  Centers.  Hospital  Clinics.  Drug  Treatment 
Centers,  and  STD  Clinics. 

***lncludes;  Colleges,  Inpatient  Hospital  Tests, 
and  Free-Standing  Clinics. 
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or  family  planning  services,  to 
persons  suspected  of  having  a 
sexually  transmitted  disease,  per- 
sons involved  in  a service  offered 
at  a facility  for  IV  drug  users,  and 
marriage  license  applicants.  The 
reporting  of  positive  HIV  test  re- 
sults by  unique  client  code  to  the 
RIDH  was  also  required  by  this 
legislation.  This  program  became 
effective  on  September  1,  1989 
and  compliance  to  date  exceeds 
70%.  The  routine  testing  sites, 
which  include  agencies  under 
contract  with  the  RIDH,  as  well  as 
private  settings,  are  in  compli- 
ance (Table  2). 

HIV  Seropositivity 

Of  the  330  reported  cases  to  date 
of  HIV  infection  in  Rhode  Island, 
253  (77%)  were  males  and  77 
(23%)  were  females.  Ninety-five 
Blacks,  63  Hispanics  and  2 Asians 
represent  48%  (160/330)  of  the  to- 
tal cases.  No  known  cases  of  HIV 
infection  have  been  reported  in 
Native  Americans  (Table  3).  The 
principal  behavior  associated 
with  transmission  of  the  virus  is 
IV  Drug  Use  (51%),  followed  by 
Homosexual  Contact  (14%)  and 
Heterosexual  Contact  (13%). 
There  have  been  no  reported 
cases  of  HIV  infection  in  persons 
with  Hemophilia  or  other  related 
coagulation  disorders  (Table  4). 


Table  3:  RHODE  ISLAND  HIV  INFECTION: 
RACE  &c  SEX; 

September  1,  1989  - April  30,  1990 
N = 330 


Black  Male  n=:74 


All  Others  n = 13 
Hispanic  Female  n=12 

Hispanic  Male  n = 51 


While  Female  n=40 


Black  Female  n=21 


Table  4:  RHODE  ISLAND  HIV  INFECTION: 
RISK  CATEGORY; 

September  1,  1989  - April  30,  1990 
N = 330 


IVDU  n = 168 


Other  n=3 


Homosexual 
Contact  n=46 


Undetermined  n=41 


Horn 
IVDU  n=8 


Transfusion 

n=3 


Pediatric  n=18 

Heterosexual 
Contact  n=43 


Submitted  by  the  Office  of  Disease  Control,  AIDS/STD  Division,  Barbara  A.  DeBuono,  MD,  MPH,  Medical  Director,  and  Mary  Lou  DeCiantis, 
PhD.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and  William  J.  Waters,  Jr,  PhD. 
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MonthlyTYttaf  Statistics  Report 


'ryt  Y^j 


Provisional  Occurroncel  Data  From  the 
Division  oliVitar  Records 


-V 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


HOPE 


Roberta  A. 
State 


Chevoya 

Registrar 


Reporting  Period 

12  Months  Ending  with  March  1990 

March  1990 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,377 

15,689 

15.8* 

Deaths 

845 

9,679 

9.7* 

Infant  deaths 

(9) 

(153) 

9.8t 

Neonatal  deaths 

(6) 

(125) 

8.0t 

Marriages 

382 

8,343 

8.4* 

Divorces 

379 

3,780 

3.8* 

Induced  Terminations 

700 

7,994 

509.5t 

Spontaneous  Fetal  Deaths 

81 

1,082 

69.0t 

Under  20  weeks’  gestation 

(79) 

(977) 

62.3t 

20  + weeks’  gestation 

(2) 

(96) 

6.1t 

‘Rates  per  1,000  estimated  population. 

tRates  per  1,000  live  births. 

Underlying  Cause  of 

Reporting  Period 
December  1989 

12  Months  Ending  with  December  1989 
Number  (a)  Rates  (b)  YPLL  (c) 

Death  Category 

Diseases  of  the  Heart 

Number  (a) 

346 

3,447 

347.1 

4,431.5 

Malignant  Neoplasms 

230 

2,452 

246.9 

6,647.0 

Cerebrovascular  Diseases 

56 

592 

59.6 

882.0 

Injuries  (Accident,  Suicide,  Homicide) 

32 

439 

44.2 

10,058.0 

COPD 

32 

317 

31.9 

450.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Fifty  Years  Ago 
(July,  1940) 

The  lead  article,  entitled  “Medical 
Service  and  the  National  Health 
Program,”  is  written  by  Dr  W.  G. 
Phippen,  President  of  the  Mas- 
sachusetts Medical  Society.  The 
author  reviews  the  Social  Security 
Act  of  1935,  its  provisions  for  ma- 
ternal and  child  welfare  and  the 
outcome  of  subsequent  federal 
legislative  action  pertaining  to 
health  insurance.  In  answer  to 
“.  . . an  undercurrent  of  criticism 
of  and  antagonism  to  the  Ameri- 
can Medical  Association,”  he  out- 
lines the  steps  taken  and  the  be- 
liefs expressed  by  “organized 
medicine”  in  response  to  this  crit- 
icism. Amongst  these  beliefs,  he 
lists: 

They  believe  that  any  system  of 
prepayment  sickness  insurance 
should  allow  the  insured  free 
choice  of  physicians. 

They  accept  the  idea  of  pre- 
payment hospitalization  insur- 
ance such  as  we  know  as  the 
“Blue  Cross”  in  Massachusetts. 

They  have  no  quarrel  with  the 
expenditure  of  government  funds 
for  grants  in  aid  to  states  for  pub- 
lic health,  child  welfare  and  ma- 
ternity services,  provided  they  are 
under  local  control. 

They  have  no  objection  to  fed- 
eral funds  for  hospital  construc- 
tion, provided  all  available  beds 
are  first  used  and  a need  for  more 


is  shown,  and  provided  that  pri- 
vate as  well  as  public  hospitals 
are  aided. 

They  believe  that  the  care  of  the 
indigent  is  a public  charge.  They 
believe  that  this  care  varies  in  dif- 
ferent states  and  that  it  should  be 
considered  a local  problem,  and 
that  the  granting  of  federal  funds 
should  be  based  upon  such  local 
needs. 

Drs  C.  A.  McDonald  and 
M.  Korb  publish  the  case  report 
of  a 36-year-old  woman  with  a 
right  post-frontal  astrocytoma, 
verified  by  surgical  intervention. 
Despite  the  previously  published 
observations  by  others  “finding 
slow  waves  in  cases  of  cerebral 
tumors’’  the  electroencephalo- 
gram in  this  case  was  non-con- 
tributory. 

Drs  R.  G.  Murphy  and  E.  Da- 
marjian  describe  “a  case  of  ri- 
boflavin deficiency  with  idi- 
opathic hypochromic  anemia, 
presenting  typical  skin  lesions, 
with  bilateral  transverse  fissures 
on  a greasy,  scaly  base  at  the  an- 
gles of  the  mouth,  extending  to- 
ward the  cheek,  and  dry  scaly 
desquamation  of  the  lower  lip. 
The  satisfactory  response  to  treat- 
ment with  synthetic  riboflavin  and 
characteristic  remission  of  the 
idiopathic  hypochromic  anemia 
has  been  shown.” 


This  issue  of  the  Journal  sum- 
marizes the  proceedings  of  the 
1940  Annual  Meeting  of  the  Med- 
ical Society  chaired  by  its  presi- 
dent, Dr  Lucius  C.  Kingman.  The 
reports  of  the  various  Society 
committees  are  offered,  includ- 
ing the  report  of  the  Committee 
on  Nominations.  (Note:  Of  the 
many  physicians  proposed  for  the 
various  standing  committees,  only 
the  name  of  Dr  J.  P.  Eddy,  3rd,  is 
still  on  the  roster  of  the  Society.) 
The  evening  ended  with,  “.  . . an 
excellent  dinner  at  the  Pomham 
club.  . . . The  speaker  of  the  eve- 
ning, The  Reverend  Roberts  A. 
Seilhamer  described  a visit  to 
Helsinki,  ‘The  World’s  Most 
Northerly  Capital.’  ” 

In  his  annual  report,  the  Sec- 
retary of  the  Society  notes  that  the 
physician  membership  in  May, 
1939  was  484;  that  30  members 
were  lost  through  deaths  or  res- 
ignations, and  32  added,  result- 
ing in  a current  membership  of 
486. 

A report  from  Rhode  Island 
Hospital  lists  the  following  new 
interns:  Drs  Linus  A.  Sheehan, 
Malcolm  S.  Allan,  William  A.  Reid, 
James  H.  Crowley  and  Emil  J.  Ko- 
enig, Jr.  All  five,  coincidentally, 
are  graduates  of  Tufts  Medical 
College. 

Four  recent  texts  are  reviewed 
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in  this  issue  of  the  Journal.  One 
of  these  books,  by  W.  E.  Davis, 
describes  the  author’s  medical 
practice  in  the  Belgian  Congo.  “In 
one  year,”  summarizes  the  re- 
viewer, “65,000  patients  came  to 
his  clinic.  In  the  same  year  he  did 
536  major  operations.  He  did  not 
encounter  cancer,  appendicitis, 
gall-bladder  disease  or  typhoid 
fever.” 

* * * 

Twenty-Five  Years  Ago 
(July,  1965) 

The  lead  article  by  Dr  C.  L.  Dun- 
ham, Director  of  the  Division  of 
Biology  and  Medicine,  US  Atomic 
Energy  Commission,  is  entitled, 
“Atomic  Energy — Its  Present  Day 
Status  in  Medicine.”  The  article 
discusses  recent  developments  in 
metabolism  using  radioactive 
tracers  for  the  study  of  such  phys- 
iologic phenomena  as  blood  flow, 
cardiac  output,  liver  function,  al- 
bumin synthesis,  and  the  turn- 
over rates  of  various  metallic  ions 
in  the  body;  it  also  outlines  scan- 
ning techniques  of  the  brain  and 
other  organs,  using  a substance 
called  Technetium-99m.  The  au- 
thor talks  about  advances  in  the 
use  of  tracer  materials  which  may 
be  “on  the  verge  of  clinical  ap- 
plication.” For  example,  the  use 
of  immunologic  techniques  to  lo- 
calize radionuclides  in  specific 
tissues,  or  the  attempts  to  pro- 
duce radio-active  antibodies  to 
specific  neural  neoplasms.  The 
author  further  describes  neutron 
activation  analysis  for  the  identi- 
fication of  trace  substances.  In 
considering  whole  body  radiation 
injury  (ed.  note:  This  written  over 
two  decades  before  the  tragedy  of 
Chernobyl),  he  reviews  the  var- 
ious pathologic  reactions  includ- 
ing the  cessation  of  bone  marrow 
function,  and  speculates,  “Bone 
marrow  transplants  can  now  be 
accomplished  in  rodents;  but  it  is 
not  certain  that  they  would  be  life- 


saving or  even  desirable  in  hu- 
mans except  in  the  case  which 
had  enough  radiation  to  destroy 
essentially  all  of  the  marrow  per- 
manently.” 

M.  B.  Wilbur,  E.  E.  Healy  and 
E.  R.  Tighe  discuss  the  nursing 
needs  and  resources  of  Rhode  Is- 
land, based  upon  a state-wide 
survey  of  nurses.  During  the  early 
months  of  1964,  5,564  profes- 
sional nurses  were  registered  by 
the  Division  of  Professional  Reg- 
ulation of  the  Rhode  Island  De- 
partment of  Health.  Of  these  1,156 
neither  lived  nor  worked  in  Rhode 
Island.  Of  the  remaining  4,408,  the 
following  characteristics  are 
summarized  by  the  authors:  Only 
38  are  male;  of  the  4,370  female 
nurses,  67.5%  are  married,  8.2% 
widowed  or  divorced  and  24.3% 
single.  At  the  time  of  the  survey, 
74.8%  are  employed  in  nursing. 
The  recorded  sites  of  nursing  em- 
ployment include:  hospitals 

(69.9%),  private  duty  (10.1%), 
public  health  (6.1%),  school  or 
industrial  nursing  (5.9%),  office 
nursing  and  other  sites  (8.0%). 
The  article  concludes  by  making 
a number  of  strong  recommen- 
dations which,  by  one  means  or 
another,  are  designed  to  increase 
the  number  and  enrollments  of 
nursing  schools  within  Rhode  Is- 
land and  to  use  more  wisely  and 
prudently  the  skills  of  those  al- 
ready in  the  nursing  profession. 

In  another  page  of  this  issue  of 
the  Journal,  it  is  noted  that  there 
are  284,271  physicians  in  the 
United  States  as  of  Dec.  31,  1964. 
Licensing  board  examination  fail- 
ures in  1964  total  1,181.  Failure 
rates  for  US  medical  school  grad- 
uates, 1.7%;  for  Canadian  medi- 
cal school  graduates,  7.8%;  for 
graduates  of  schools  of  osteopa- 
thy, 9.4%;  and  for  foreign-trained 
physicians,  31.8%. 

A paper  by  M.  Silverman,  1.  J. 
Laszlo,  and  J.  Cramer,  describes 
the  development  of  a diagnostic 
and  treatment  program  for  de- 


viant pre-school  children  employ- 
ing the  facilities  of  a children’s 
neuropsychiatric  hospital  (Brad- 
ley Hospital)  and  a rehabilitation 
center  for  neurologically  im- 
paired youngsters  (Meeting  Street 
School).  The  article  notes  the  im- 
mense problems  in  aiding  se- 
verely disturbed  children,  the  role 
of  the  parents  in  the  therapeutic 
process,  and  the  modest  results 
achieved. 

R.  M.  Young,  the  microbiolo- 
gist at  the  Rhode  Island  Hospital, 
describes  new  and  promising  ap- 
proaches to  immunologic  diag- 
nosis through  the  use  of  fluores- 
cent dyes  attached  to  antibodies. 
The  author  describes  how  the 
laboratory  identification  of  cer- 
tain bacterial,  fungal,  parasitic 
and  even  viral  agents  may  be  fa- 
cilitated by  such  techniques. 

The  lead  editorial  commends 
Mt.  Sinai  Hospital  of  New  York  on 
the  imminent  opening  of  its  med- 
ical school.  The  editorial  states, 
“It  will  be  the  first  new  medical 
school  in  the  United  States  since 
before  World  War  I to  be  spon- 
sored by  a hospital  without  Uni- 
versity affiliation.”  The  editorial 
concludes,  this  being  1965,  “It 
(Mt.  Sinai  Medical  School)  pre- 
sents a striking  contrast  to  an- 
other interesting  project  in  med- 
ical education,  that  of  Brown 
University,  which  is  oriented  first 
to  basic  science,  with  clinical 
proliferations  only  indefinitely 
perceived  at  some  future  time.  It 
will  be  fascinating  to  compare  the 
progress  and  future  development 
of  these  two  interesting  experi- 
ments.” 

Further  editorials  talk  (1)  of  the 
need  for  a convention  center  in 
Rhode  Island,  (2)  the  miraculous 
flight  of  the  Gemini  astronauts  in 
space  and,  in  the  same  year,  the 
dreadful  carnage  on  the  Ameri- 
can highways  with  48,000  deaths 
and  3,840,000  injuries,  and  (3)  the 
increasing  hazards  of  truck  and 
bus  exhaust. 
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DO  YOU  HAVE 
AN  UNTAPPED  SOURCE 
OF  INCOME? 

You  do  if  you’re  not  sending  your  bad  debts 
to  a third  party  for  coiiection. 


Don’t  work  more  hours — Increase  your  net  income 
by  allowing  us  to  pursue  your  bad  debts. 


It  is  a business  fact  that  at  a certain  point 
your  billing  becomes  ineffective  in  regard  to 
overdue  debts.  If  several  months  of  your  bill- 
ing has  not  persuaded  a particular  patient  to 
pay  their  bill,  several  more  months  of  billing 
will  not  achieve  better  results. 

We  have  been  conducting  Medical  Collec- 
tions for  five  years  and  have  developed  a sys- 
tem that  is  designed  to  recover  as  much  of 
your  money  as  possible  while  trying  to  main- 
tain your  public  relations. 

By  conducting  your  Medical  Collections  we 


obtain  income  for  you  that  you  have  already 
earned  but  is  beyond  your  reach.  You  need 
not  perform  any  additional  services  to  obtain 
this  money.  Since  we  work  on  a contingency 
basis  you  only  pay  a portion  of  what  we  obtain 
on  your  behalf.  If  we  do  not  collect  we  do  not 
bill  you. 

The  third-party  collection  process  is  a reg- 
ular part  of  any  billing  process.  If  you  do  not 
have  a third  party  collecting  for  you,  you  are 
not  completing  your  billing  process. 


1524  Atwood  Avenue 


CALL  NOW  FOR 
MORE  INFORMATION 
(400)  351-2163 

CARL  P.  DELUCA,  ESQ. 

GENERAL  PRACTICE  OF  LAW 


Suite  222 


Johnston,  R.l.  02919 
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UNDERSTANDING  CME 


Edited  by 
Kimberly  Allyn, 

RIMS  CME  Coordinator 

Janice  Miller,  M.Ed., 
Director, 

Office  of  CME 
Brown  University 


ESSENTIAL  #3  — 
OBJECTIVES 

The  sponsor  shall  have  explicit 
objectives  for  each  CME  activ- 
ity. The  sponsor  shall: 

1)  State  the  educational 
need(s)  which  the  individual  ac- 
tivity addresses. 

2)  Indicate  the  physicians  for 
whom  the  activity  is  designed. 

3)  List  any  special  back- 
ground requirements  of  the  pro- 
spective participants. 

4)  Highlight  the  instructional 
content  and/or  expected  learn- 
ing outcomes  in  terms  of  knowl- 
edge, skill,  and/or  attitudes. 

5)  Make  these  objectives 
known  to  prospective  partici- 
pants. 

Objectives  are  a key  step  in 
helping  the  planning  committee 
develop  the  most  effective  edu- 
cational format  and  in  publiciz- 
ing and  evaluating  the  CME  pro- 
gram. Therefore,  the  objective 
should  be  written  before  deciding 
on  the  educational  format.  Well 
stated  objectives  help  clarify  the 
communication  process  with  the 
planning  committee,  the  program 
faculty  and  the  target  audience. 

Objectives  communicate  to  the 
selected  faculty  the  specific  needs 
of  the  target  audience.  Objectives 


inform  prospective  participants 
what  they  can  expect  to  learn 
while  attending  the  program  and 
whether  the  program  is  relevant 
to  their  needs  or  interests.  Refer- 
ring to  the  objective  when  com- 
pleting an  evaluation  determines 
whether  the  program  addressed 
what  it  planned. 

Educational  objectives  may  be 
broken  down  into  three  areas:' 

1.  Learner  objectives  reflect 
what  the  student  should  know  or 
be  able  to  do  at  the  end  of  a learn- 
ing period. 

2.  Instructional  objectives  re- 
flect what  the  instructor  intends 
to  accomplish. 

3.  Behavioral  objectives  reflect 
what  the  learner  might  be  ex- 
pected to  do  differently  (behavior 
change)  as  a result  of  what  has 
been  learned. 

When  writing  objectives  it  is 
important  to  use  specific  action 
verbs.  This  helps  clarify  what  the 
learner  is  expected  to  accom- 
plish. Avoid  words  that  are  vague 
and  general.  Of  course,  the  exact 
choice  of  words  will  depend  on 
the  material  being  presented.  Ex- 
ample: 

The  participant  will  be  able  to 
identify  the  psycho-social  factors 
important  in  the  development  of 
the  child  abuse  syndrome. 


ESSENTIAL  #4  — 
PLANNING  AND  DESIGN 

The  sponsor  shall  design  and  im- 
plement educational  activities 
consistent  in  content  and  method 
with  the  stated  objectives.  The 
sponsor  shall: 

1)  Design  and  implement  ed- 
ucational activities  responsive 
to  the  characteristics  of  pro- 
spective participants,  such  as, 
knowledge  levels,  professional 
experience,  and  preferred  learn- 
ing styles. 

2)  Document  use  of  system- 
atic planning  procedures. 

3)  Make  educational  content 
and  methods  known  to  prospec- 
tive participants. 

The  teaching  format  of  the  pro- 
gram should  be  planned  after  the 
objectives  have  been  developed 
as  these  indicate  what  format 
would  be  most  suitable.  For  ex- 
ample, an  objective  concerned 
with  learning  CPR  would  not  be 
accomplished  with  only  a lecture 
format. 

The  planning  committee  should 
look  at  three  areas  when  design- 
ing the  program: 

a)  What  will  be  the  most  effec- 
tive format  to  ensure  participants 
acquire  the  intended  knowledge? 

Though  the  lecture-slide  for- 
mat is  chosen  most  often,  a va- 
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riety  of  learning  approaches  can 
be  explored,  depending  on  the 
objective.  Discussion  groups  and 
simulations  are  just  some  of  the 
possibilities. 

b)  Who  is  the  most  knowl- 
edgeable speaker  to  present  the 
information? 

The  ideal  choice  for  a speaker 
is  someone  who  is  an  expert  in 
that  area  and  has  the  ability  to 
relate  to  an  audience. 

c)  What  facilities  and  equip- 
ment are  necessary  to  obtain  a 
successful  presentation? 

The  facility  should  be  well  lit, 
accoustically  adequate,  and  com- 
fortable with  opportunity  for 
speaker-audience  interaction. 

Other  important  considera- 
tions for  the  arrangement  of  a 
successful  program  are:  date  and 
time,  place  (accessibility),  space 
(potential  number  of  partici- 


pants), format,  audio-visual 
equipment  requested  by  speaker 
(make  sure  all  equipment  is 
working  correctly),  attendance  (a 
system  for  physician  sign-in  and 
distribution  of  evaluation  sheets), 
notification  and  publicity,  trans- 
portation (if  needed  by  speaker), 
and  budget  (based  on  program 
specifics  and  available  re- 
sources). 

Documentation  is  a vital  part  of 
any  CME  program.  Written  rec- 
ords of  committee/planning  group 
meetings,  faculty  correspond- 
ence, and  facility  or  financial  ar- 
rangements is  useful  information 
for  evaluating  the  overall  pro- 
gram, maintaining  continuity,  and 
future  planning.  In  addition,  as 
part  of  the  accreditation  require- 
ment, program  planning  records 
designated  as  Category  1 must  be 
kept  for  four  years. 
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Coming  up: 

Essential  #5  and  #6 

Questions  are  encouraged  and 
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106  Francis  Street 
Providence,  RI  02903 
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AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

CAPT  JAMES  COUNSMAN 
1-800-227-1721 
In  New  Hampshire  call 
603-430-1830 
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RADIOLOGY  ASSOCIATES,  INC. 


Frank  W.  Musche,  M.D. 
Anthony  R.  Potenza,  M.D. 
Vincent  A.  DeCesaris,  M.D. 

announces  the  addition  of 


NUCLEAR  MEDICINE 

to  its  full  service  imaging  facilities 


A new  complete  computerized  diagnostic 
facility  performing  all  nuclear  medicine 
procedures  in  a caring  private  office 


Cardiac  Studies 

including  thallium  stress 
and  ventriculograms 

Bone  Scans 

Thyroid  Scan  and  Uptake 

SOUTHSIDE  MEDICAL  BUILDING 

1 20  Dudley  Street 
Providence,  Rl  02905 

(directly  across  from  Women  & Infants  Hospital) 

751-2010 


Kidney  Scan 
Gallium  Imaging 
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Permission:  When  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
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ported from  a governmental  service  or  institution, 
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Elder  Care  Resources 
The  Compassionate  Alternative 


Professional  Dependable  Home  Care  Management 

for  Older  Patients 

PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
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On  Making  Mistakes 

There  is  one  certain  conclu- 
sion to  be  reached  by  watching 
someone  fall  through  a manhole 
— namely,  avoid  manholes. 
When  watching  others,  from  a 
distance,  struggle  through  their 
daily  lives,  it  is  a relatively  sim- 
ple matter  to  distinguish  right 
from  wrong,  to  see  the  proper 
path  to  take,  to  be  certain  in 
one’s  judgment.  Mistakes  are  so 
easy  to  identify,  so  self-evident, 
when  observed  from  the  iso- 
lated comfort  of  Journal  pages 
or  retrospective  reports. 
Rarely,  however,  do  these  re- 
ports convey  the  real  atmo- 
sphere of  confusing  and 
contending  circumstance,  the 
conflicting  urgencies  and  tra- 
vail as  well  as  the  problems 
which  both  color  the  fabric  of  a 
physician’s  working  conscious- 
ness and  provide  the  substrate 
for  rare  lapses  in  otherwise 
good  judgment.  It  is  neverthe- 
less essential  that  physicians 
seek  out  their  mistakes,  study 
them  and,  in  an  imperfect 
world,  devise  mechanisms  to 
lessen  them. 

This  issue  of  the  Journal  is  de- 
voted, for  the  most  part,  to  as- 
sessments of  4 brief  case 
histories  each  with  notable  eth- 
ical problems  and,  perhaps, 
mistakes  in  judgment  by  physi- 
cians. The  Rhode  Island  Medical 
Journal  has  adopted  a policy  of 
presenting  to  its  readers  the 
various  and  often  divergent 
views  of  the  State’s  professional 
leadership  in  matters  of  medi- 
cal ethics  and  policy.  In  order  to 


achieve  this  aim,  the  Journal  pe- 
riodically publishes  problem 
cases  followed  by  the  earnest 
commentaries  of  selected~phy-‘ 
sicians,  clergy  and  other  profes- 
sionals from  the  Rhode  Island 
community.  Typically,  these 
problem  cases  are  fraught  with 
moral  ambiguity  and  offer  no 
simple,  ethical  solution.  In  this 
issue,  the  views  of  10  physi- 
cians, 3 clergy  and  2 educators 
are  summarized. 

The  first  case  embodies  the 
painful  recollection  of  a Paw- 
tucket physician  when  during 
his  clerkship  in  another  state  he 
observed  a serious  lapse  in 
medical  care  followed  by  an 
equally  serious  lapse  in  judg- 
ment by  his  professional  supe- 
riors. We  are  provided  with  a 
skeletal  outline  of  the  pertinent 
clinical  events.  This  is  followed 
by  a thoughtful  and  assertive 
commentary  by  Professor  Ed 
Beiser.  Important  questions  are 
asked  — and  then  answered 
without  compromise  or  equivo- 
cation. To  provide  the  readers 
with  a still  wider  perspective, 
the  Journal  asked  4 prior  presi- 
dents of  the  Rhode  Island  Med- 
ical Society  and  the  current 
Chief  Administrative  Officer  of 
the  R1  Board  of  Medical  Licen- 
sure and  Discipline  to  offer  their 
personal  views  on  this  case. 
These  bluntly  realistic  com- 
mentaries by  Drs  Coustan, 
Mathieu,  Rakatansky,  Sullivan 
and  Hamolsky,  agree  on  one 
tenet:  That  medicine  adhere  to 
those  high  standards  to  which 


it  professes,  and  then  to  sup- 
port actively  the  newly  estab- 
lished system  designed  to  hear 
and  investigate  Sill  complaints 
of  unprofessional  conduct 
(from  whatever  source),  to  de- 
termine whether  there  is  any 
merit  to  the  charges,  and  finally 
to  recommend  sanctions  if  the 
charges  are  substantiated. 

The  continued  workings  of  the 
Board  of  Medical  Licensure  and 
Discipline,  and  its  uncompro- 
mising support  by  the  leader- 
ship of  the  Rhode  Island 
Medical  Society  is  truly  a trib- 
ute to  the  strength  and  integrity 
of  the  medical  profession  in  this 
state:  Zealous  enough  to  seek 
out  professional  mistakes;  com- 
passionate enough  to  protect 
confidentiality  until  judgment  is 
reached;  and  assertive  enough 
to  support  whatever  sanctions 
are  decreed. 

The  Editorial  Board  of  the 
Journal  believes  that  it  is  the 
Journal's  proper  role  to  raise 
and  discuss  disquieting  issues. 
A broad  representation  of  views 
will  be  solicited.  And  inevitably 
both  agreement  and  disagree- 
ment will  arise.  If  the  ethical 
problems  of  medicine  could  but 
be  reduced  to  some  numeric 
scale  of  judgment,  then  medi- 
cine will  have  retreated  to  the 
status  of  a trade:  a highly  so- 
phisticated and  learned  trade, 
but  nonetheless  a trade.  By  ac- 
cepting, struggling  with  and  de- 
fining our  views  concerning 
problems  of  moral  dimension, 
we  confirm  ourselves  as  mem- 
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bers  of  a learned  profession. 

Future  issues  of  the  Journal 
will  occasionally  address  prob- 
lems such  as  the  4 which  may 
be  found  in  these  pages;  and 
accompanying  commentaries 
will  be  supplied  by  a widening 
number  of  experienced  physi- 
cians practicing  in  this  state. 

“Experience  is  a wonderful 
thing,”  Mark  Twain  supposedly 
remarked,  “it  permits  you  to 
recognize  a mistake  when  you 
make  it  again.”  Medicine 
doesn’t  permit  such  casual- 
ness. Physicians  are  certainly 
not  perfect.  But  if  they  are  inca- 
pable of  learning  from  their  mis- 
takes, the  profession  now  has 
assured  means  that  such  mis- 
takes will  not  be  repeated 

Stanley  M.  Aronson,  MD 

Mistakes  (Benign 
Variety) 

Mistakes  come  in  all  shapes, 
sizes  and  denominations.  In 
medicine,  mistakes  are  unlikely 
sources  of  humor;  and  by  defi- 
nition they  are  deserving  only 
of  deliberate  and  searching  dis- 
cussion. But  in  one  corner  of  the 
stern  business  of  medicine 
there  remains  some  latitude  for 
laughter,  some  gentle  apprecia- 
tion of  our  personal  foibles.  The 
Journal  receives  a moderate, 
and  increasing,  number  of  sci- 
entific contributions  for  publi- 
cation. These  offerings  are 
serious  efforts  by  our  col- 
leagues, representing  much 
labor  in  designing  the  work, 
studying  the  writings  of  others, 
assembling  data  and  then  trans- 
lating all  of  this  to  a tightly  co- 
herent, logical  and  persuasive 
manuscript.  A mistake  or  two 
may  sometimes  go  undetected 
by  the  author;  which  allows  the 
editors  of  this  Journal  to  zeal- 
ously collect  such  slips  of  the 


328 


word-processor  — and  if  suffi- 
ciently delightful,  to  publish 
them  at  periodic  intervals.  The 
most  recent  ones,  without  attri- 
bution, are  printed  below; 


“ . . . the  patient  had  slowed, 
irregular  aspirations.” 

“ . . . examinations  of  the  GI 
track.” 

“ . . . and  in  two  cases,  sex  was 
not  available.” 

“ . . . the  high  cost  of  impatient 
care.” 

"...  in  the  gross  appearance 
of  the  sessile,  villainous  ad- 
enoma ...” 

Stanley  M.  Aronson,  MD 
Kimberly  J.  Allyn 

Another  Look  at  the 
New  State  Medicare 
Law 

The  original  version  of  this  arti- 
cle appeared  in  the  Rhode  Is- 
land Medical  News,  December 
1989.  It  is  reprinted  here  at  the 
request  of  the  Board  of  Medical 
Licensure  and  Discipline,  which 
notes  that  there  continues  to  be 
uncertainty  and  confusion  about 
the  new  state  Medicare  law,  in 
effect  since  January  1,  1990. 

While  only  about  7%  of  Medi- 
care claims  for  physician  ser- 
vices in  Rhode  Island  ever 
involved  any  balance  billing, 
that  small  percentage  presum- 
ably dropped  to  zero  after  De- 
cember 31,  1989.  The  reason  for 
the  drop  is  a new  state  law  that 
prohibits  balance  billing  of  all 
Medicare  beneficiaries,  regard- 
less of  their  age  or  financial 
means. 

It  is  important  for  physicians 
and  patients  alike  to  under- 
stand what  the  term  “balance 
billing”  means.  To  give  an  exam- 
ple: If  a physician’s  normal 


charge  for  a service  is  $75  and 
Medicare’s  so-called  “reason- 
able” or  “allowable”  fee  is  $50, 
Medicare  will  pay  $40  and  the 
patient  is  responsible  for  $10. 
Under  the  new  state  law,  the 
physician  may  not  “balance 
bill”  for  any  part  of  the  remain- 
ing $25  that  would  constitute 
his  or  her  normal  fee. 

Putting  it  another  way,  “bal- 
ance billing”  means  charging  a 
patient  more  than  100%  of 
Medicare’s  “reasonable”  or 
“allowable”  fee;  80%  of  that  fee 
comes  from  Medicare,  and  20% 
of  it,  as  well  as  the  annual  deduct- 
ible, comes  from  the  patient. 
While  balance  billing  is  pro- 
hibited in  Rhode  Island  as  of 
January  1,  1990,  there  is  no 
prohibition  on  charging  the  20% 
copayment  and  the  annual  de- 
ductible to  the  patient;  indeed, 
federal  Medicare  requires  phy- 
sicians to  collect  copayments 
and  deductibles  routinely  from 
Medicare  patients. 

A physician  who  does  “bal- 
ance bill”  a Medicare  patient 
after  December  31,  1989,  may  be 
found  guilty  of  “unprofessional 
conduct”  and  therefore  subject 
to  sanction  by  the  Board  of 
Medical  Licensure  and  Disci- 
pline. Unlike  a similar  measure 
in  Massachusetts,  the  Rhode  Is- 
land law  is  not  directly  tied  to 
licensure. 

In  particular,  the  new  statute 
states  that  “A  physician,  who,  if 
he  or  she  agrees  to  treat  a ben- 
eficiary of  health  insurance 
under  title  XVlll  of  the  Social 
Security  Act,  charges  or  col- 
lects from  such  beneficiary  any 
amount  in  excess  of  the  reason- 
able charge  for  that  service  as 
determined  by  the  United 
States  secretary  of  health  and 
human  services”  shall  be  guilty 
of  “unprofessional  conduct.” 

What  follows  below  repre- 
sents the  Society’s  best  judg- 
ment of  how  the  law  might 
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reasonably  be  understood  and 
what  physicians  should  do  and 
avoid  doing  in  order  to  comply: 


1 . Does  the  new  state  Medi- 
care law  require  me  to  see 
Medicare  patients?  No. 

2.  Does  it  require  me  to  sign 
a participation  agreement 
with  Medicare?  No. 

3.  Does  it  require  me  to  ac- 
cept assignment?  No.  You 
may  still  bill  the  patient  di- 
rectly, rather  than  Medi- 
care, as  long  as  you  do  not 
bill  for  more  than  100%  of 
Medicare’s  “allowed”  or 
“reasonable”  fee  (80%  of 
which  is  reimbursed  by 
Medicare,  and  20%  of  which 
is  paid  by  the  patient  or  the 
patient’s  supplemental  in- 
surance). Physicians 
should  note,  however,  that 
starting  Sept  1,  1990,  even 
unassigned  claims  must  be 
processed  and  submitted 
by  the  physician,  who  may 
not  charge  for  this  clerical 
service;  this  change  is  a fed- 
eral mandate. 

4.  What  does  it  mean  that  the 
new  state  law  prohibits 
“balance  billing”  of  Medi- 
care beneficiaries?  The 

term  “balance  billing’’ 
means  billing  for  more  than 
100%  of  Medicare’s  “al- 
lowed” or  “reasonable” 
fee,  20%  of  which  is  the 
patient’s  responsibility  and 
80%  of  which  is  reimbursed 
by  Medicare.  For  example, 
if  your  regular  fee  for  a cer- 
tain service  is  $175,  but 
Medicare’s  “allowable”  or 
“reasonable”  fee  is  $100, 
then  $100  is  all  you  may 
charge  or  collect:  $80  will 
come  from  Medicare  and 
$20  will  come  from  the  pa- 
tient or  the  patient’s  sup- 
plemental insurance.  The 


new  state  law  prohibits  you 
from  sending  the  patient  a 
“balance  bill”  for  all  or  part 
of  the  remaining  $75  of  your 
regular  fee. 

5.  Should  1 collect  the  20% 
copayments  and  annual 
deductibles  from  the  pa- 
tient? Yes.  Doing  so  does 
not  constitute  “balance 
billing.”  The  20%  is  in- 
cluded in  Medicare’s 
“allowable”  or  “rea- 
sonable” charge.  More- 
over, federal  Medicare 
requires  physicians  to  col- 
lect those  amounts  rou- 
tinely from  Medicare 
patients. 

6.  What  about  my  MAACs 
(Maximum  Actual  Allow- 
able Charges)  under  Medi- 
care? MAACs,  which  are 
federally  imposed  limits  on 
balance-billing,  became  ir- 
relevant in  Rhode  Island  on 
January  1,  because  all  bal- 
ance-billing is  now  prohib- 
ited. 

7.  How  can  I be  sure  that  I am 
in  compliance  with  the 
state’s  new  Medicare  law? 

It  is  difficult  to  be  sure  in  all 
cases.  On  occasions  when 
you,  as  a non-participating 
physician,  elect  to  collect 
from  a Medicare  patient 
without  yourself  submit- 
ting a claim  to  Medicare, 
you  must  be  careful  neither 
to  charge  nor  collect  more 
from  the  patient  than  100% 
of  Medicare’s  “allowed”  or 
“reasonable”  fee  (80%  of 
which  the  patient  can  re- 
cover from  Medicare).  As- 
suming in  addition  that  the 
intent  of  the  new  law  is  to 
limit  out-of-pocket  ex- 
penses for  Medicare  pa- 
tients, it  seems  reasonable 
to  assume  that  you  may  bill 
for  your  customary  charge 
in  some  instances,  particu- 
larly: a)  whenever  you  take 


Medicare  assignment,  and 
b)  if  you  “participate”  in 
Medicare  and  thus  always 
take  assignment.  (Taking 
assignment  means  you  sub- 
mit the  claim  to  the  Medi- 
care carrier,  which  is  Blue 
Cross/Blue  Shield  of  Rhode 
Island,  receive  80%  of 
Medicare’s  “allowable”  or 
“reasonable”  charge  from 
that  carrier,  and  collect  the 
remaining  20%  from  the  pa- 
tient or  from  the  patient’s 
supplemental  insurance, 
assuming  the  patient  has  al- 
ready met  the  annual  de- 
ductible.) 

8.  If  1 do  not  take  assignment, 
how  do  I know  what 
Medicare’s  “allowed”  or 
“reasonable”  fee  is  for  a 
given  service?  The 
“allowed”  or  “reasonable” 
fee  is  defined  as  the  lowest 
of  these  three:  the  “pre- 
vailing” fee  locally,  your 
own  “customary”  fee,  or 
your  actual  charge.  The 
local  Medicare  carrier.  Blue 
Cross/Blue  Shield  of  Rhode 
Island,  notifies  physicians 
annually  of  the  prevailing 
and  customary  fees  for  the 
various  services  performed 
in  each  practice.  The  car- 
rier last  sent  notice  of  pre- 
vailing fees  and  customary 
fees  to  physicians  in  March 
1990.  If  you  lack  current  in- 
formation for  your  prac- 
tice, you  may  request  it 
from  the  Medicare  office  of 
Blue  Cross/Blue  Shield  of 
Rhode  Island.  As  a practical 
alternative,  you  may  wish 
to  instruct  your  office  staff 
to  keep  a record  of  pay- 
ments you  receive  from 
Medicare  in  instances 
where  you  do  take  assign- 
ment, then  use  that  infor- 
mation as  a guide  when  you 
elect  not  to  take  assign- 
ment. 
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9.  If  I do  not  take  assignment 
and  bill  only  for  100%  of 
Medicare’s  “allowable”  or 
“reasonable”  fee,  how  do  1 
maintain  my  Medicare  pro- 
file? You  cannot;  your  pro- 
file will  stagnate.  For 
practical  purposes,  how- 
ever, your  profile  of 
“customary”  charges  will 
almost  always  be  higher 
than  the  out-dated  “pre- 
vailing” charges  anyhow; 
therefore  (since  Medi- 
care’s “allowed”  or  “rea- 
sonable” fee  is  defined  as 
the  lowest  of  the  prevailing, 
customary,  or  actual  charges) 
your  profile  of  customary 
charges  is  likely  to  be  irrele- 
vant to  your  actual  reim- 
bursement. (Moreover,  as  the 
RBRVS  is  phased  in  begin- 
ning in  1992,  personal  pro- 


files will  be  phased  out.  In 
addition,  beginning  Septem- 
ber 1,  1990,  physicians  will 
be  required  to  perform  the 
paper  work  even  on  unas- 
signed Medicare  claims  with- 
out being  able  to  charge  for 
that  service;  thus  that  remain- 
ing advantage  of  nonpartici- 
pation in  Medicare  will  dis- 
appear.) 

10.  Will  my  Medicare  profile 
affect  my  Blue  Shield  pro- 
file? No.  The  two  are  sepa- 
rate. 

1 1 . What  if  1 bill  for  services 
that  are  not  covered  by 
Medicare?  Services  for 
which  Medicare  has  not  de- 
veloped “prevailing,” 
“customary,”  or  “allowed” 
fees  are  outside  the  Medi- 
care system;  since  the  new 


state  law  refers  specifically 
to  Medicare’s  “reasonable” 
(=  “allowable”)  fee,  it 
would  appear  safe  to  as- 
sume that  the  law  is  inappli- 
cable to  services  that  are 
not  covered  by  Medicare, 
such  as  cosmetic  plastic 
surgery. 


Newell  E.  Warde.  PhD 

Executive  Director 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
Hs-antagonist  therapy 

■ Most  patients  experience 
pain  reiief  with  the  first  dose^ 

■ Heais  duodenai  uicer 
rapid iy  and  effectiveiy"^^ 

■ Dosage  for  aduits  with  active 
duodenai  uicer  is  300 mg  once  nightiy 
(150  mg  b.i.d.  is  a iso  avaiiabie) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
information. 

Indications  and  Usage:  Active  duodena!  ulcer-tot  up  to  eight  weeks 
ol  treatmenl  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  Genera/- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ol  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insutficiency. 

3.  In  pahents  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposihon  of  nizatidine  is  similar  to  that  in  normal 
subiects. 

Latroratoiy  Tesfs-False-positive  tests  for  urobilinogen  with  Multistix" 
may  occur  during  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  ot  hepahe  metabolism  are  not  expected 
to  occur.  In  pahents  given  very  high  doses  (3,900  mg)  ol  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  o(  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ot  enterochromattin-like  (ECL)  cells  in  the  gastric  oxynhe 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplashc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepahe  carcinoma  and  hepahe  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  ol  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevahons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproduchve  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Stodies  in  lactaling  women  have  shown  that 
0.t%  of  an  oral  dose  is  secreted  in  human  milk  in  proporhon  to  plasma 
concentrabons.  Because  ol  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  L/se-Salety  and  effectiveness  iii  children  have  not  been 
established. 

Use  ih  Elderly  Patients -Healing  rates  in  elderly  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funchon. 

Adverse  Reactions:  Clmical  trials  of  varying  durahons  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  O.W),  urticaria  (().5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  ol  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine.  Lilly) 


Hepafic-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pahents.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGFT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevahons  of  up  to  three  hmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  aher  discontinuation  of  /Vxid. 

Cardiovascular -to  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/I/S- Rare  cases  ot  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hemalologic-fata\  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonisL  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental-Svieattog  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  H^-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensihvity  to  these  agents.  Rare  episodes  of  hypersensihvity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/ier-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported,  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  It  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 
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QUESTION: 

WHAT  ARE  THE  THREE  MOST 
IMPORTANT  THINGS  TO 
CONSIDER  WHEN  CHOOSING 
AN  INSURANCE  AGENCY? 

ANSWER; 

EXPERIENCE,  EXPERIENCE, 
EXPERIENCE 


INSURANCE  SINCE  1879 

STARKWEiffHER  & SHEPLEY  INC.  ■ (401)  421-6900 

Morton  Smith,  Inc.  - (401)  861-6800 

155  South  Main  Street 
Providence,  Rhode  Island  02903 


HARD  CHOICES:  Medical  Ethics,  Law 
and  Health  Policy 


Reporting  Physicians’  Mistakes 


Edward  N.  Beiser,  PhD,  JD 


A prachcing  physician  in  Rhode 
Island  recalls  the  following  case 
which  took  place  when  he  was 
a fourth-year  medical  student 
clerking  at  a busy  teaching  hos- 
pital in  another  state.  The  phy- 
sician, who  prefers  to  remain 
anonymous,  continues  to  be 
troubled  by  the  experience.  Be- 
cause of  the  importance  of  the 
issues  it  raises,  he  is  willing  to 
share  the  case  for  discussion  by 
his  colleagues. 

Case  Presentation:  The  patient  was 
a 58-year-old,  employed  male  who 
came  to  the  emergency  room  of  a 
university  hospital.  His  wife  stated 
that  he  had  been  increasingly  con- 
fused over  the  last  few  days.  He 
seemed  “not  quite  himself,”  lethar- 
gic, forgetful,  not  recognizing  famil- 
iar people,  and  neglectful  of  his 
personal  hygiene.  She  stated  fur- 
ther that  he  was  a smoker,  occa- 
sionally used  alcohol,  had  no 
significant  medical  problems  and 
was  taking  no  medication.  She  was 
not  aware  of  any  history  of  trauma, 
signs  of  infection,  vomiting,  head- 
ache or  visual  changes  in  her  hus- 
band. 

A complete  physical  examination 
by  the  medical  student  revealed  a 
disheveled,  lethargic  male  in  no 
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distress.  He  did  not  cooperate  in  or 
resist  physical  examination,  was 
oriented  to  person  only,  and  was 
able  to  answer  simple  questions  in 
a monotone.  Vital  signs  were  nor- 
mal as  was  the  general  physical  ex- 
amination. No  focal  neurologic 
signs  were  found  and  no 
papilledema  was  noted.  Labora- 
tory tests,  including  serum  alcohol, 
serum  ammonia,  electrolytes,  and 
arterial  blood  gases  were  in  the 
normal  range. 

The  patient  was  assigned  to  the 
neurology  service.  A CT  scan  of  the 
head  was  ordered  and  obtained 
within  2 hours  of  admission  and 
the  intern  went  to  radiology  to 
have  the  scan  interpreted.  The 
patient’s  CT  scan  was  read  as  nor- 
mal by  the  resident  physician  in 
radiology  and  the  intern  then  re- 
ported this  finding  to  the  neurol- 
ogy team.  A lumbar  puncture  was 
then  performed  showing  a grossly 
elevated  opening  pressure.  The  pa- 
tient was  now  increasingly  unre- 
sponsive with  slowed,  irregular 
respirations.  And  despite  vigorous 
attempts,  the  patient  lapsed  into 
an  irreversible  coma  and  died  sev- 
eral days  later. 

Upon  reviewing  the  patient’s  CT 
scan  on  a later  occasion,  it  was 
found  that  the  intern  had  brought 
the  wrong  films  to  the  radiology 
resident  for  interpretation.  The  ac- 
tual CT  showed  a large,  left  fronto- 
parietal mass,  consistent  with 
subdural  hematoma,  causing  sig- 
nificant shift  of  the  midline.  The 
patient’s  family  was  told  by  the  se- 
nior resident  physician  of  the  team, 
however,  that  “the  patient’s  condi- 
tion had  deteriorated  because  of 
the  seriousness  of  his  disease.”  At 


no  time  during  the  patient’s  hospi- 
tal stay  or  after  his  death  did  any 
physician  indicate  to  the  family 
that  a mistake  had  been  made. 

Discussion 

What  is  a physician  properly  to 
do  when  he  either  observes  or 
discovers  evidence  of  a signifi- 
cant error  by  another  physician 
in  the  treatment  of  a patient, 
where  that  error  resulted  in  real 
harm  to  the  patient,  and  where 
the  physician  who  made  the 
mistake  declines  to  inform  the 
patient  (or  the  patient’s  family), 
whether  by  outright  lying  or  by 
failing  to  call  relevant  informa- 
tion to  the  patient’s,  or  family’s, 
attention?  To  put  this  complex 
question  more  directly:  What 
should  a physician  do  when  he 
discovers  that  a fellow  physi- 
cian is  covering  up  a mistake 
which  hurt  a patient? 

The  case  presented  above  is 
distinctive  in  a number  of  re- 
spects which  serve  to  differen- 
tiate it  from  other  situations 
involving  mistakes. 

First,  there  is  no  doubt  that  a mis- 
take was  made.  The  wrong  CT 
films  were  read.  Apparently  the 
hospital  was  extremely  busy 
and  there  were  2 patients  on  the 
same  service  with  the  same  fam- 
ily name.  The  intern  produced 
“Peter  Smith’s’’  film,  so  to 
speak,  when  his  patient 
was  really  “Paul  Smith.”  The 
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term,  “mistake,”  is  sometimes 
ap[)lied  to  the  situation  in 
which  a judgment  call  proved, 
after  the  fact,  to  be  wrong.  Fail- 
ure to  order  a test,  failure  to 
recognize  a sign  or  symptom, 
failure  to  treat  aggressively, 
may  result  from  poor  practice. 
But  such  situations  will  some- 
times result  from  honest  differ- 
ences in  professional  judgment. 
Physicians  who  know  all  too 
well  that  every  maloccurrence 
can  unfairly  be  labeled  malprac- 
tice, may  be  reluctant  to  make 
judgments  about  “mistakes.” 
Here,  however,  the  existence  of 
a mistake  is  beyond  dispute  — 
the  wrong  film  was  read.  But 
even  where  matters  of  judg- 
ment are  involved,  certainly 
there  are  situations  in  which  an 
intellectually  honest  physician 
will  conclude  that  a colleague’s 
action  (or  inaction)  was  beyond 
the  pale  of  reasonable  practice, 
and  deserves  to  be  called  a 
“mistake.” 

Second,  there  is  no  doubt  that  the 
patient's  death  was  hastened  by 
the  mistake.  Had  this  patient’s 
CT  scan  been  read  properly,  the 
lumbar  puncture  would  never 
have  been  undertaken.  He  died 
because  the  team,  in  this  set- 
ting, did  not  know  that  the  lum- 
bar puncture  was  contraindi- 
cated. The  case  is  all  the  more 
troublesome  because  had  the 
correct  CT  scan  been  read,  it  is 
likely  that  the  subdural  hema- 
toma could  have  been  evacu- 
ated. Medicine  had  something 
good  to  offer  this  patient.  In- 
stead, because  of  a mistake,  a 
diagnostic  procedure  was  un- 
dertaken which  hastened  his 
death.  Consider,  by  way  of  con- 
trast, a case  discussed  at  a 
teaching  conference,  some 
years  ago,  at  a Brown-affiliated 
hospital.  Because  the  wrong 
EKG  strip  was  read  in  the  emer- 
gency room,  a patient  with  seri- 


ous heart  disease  was  dis- 
charged. This  time  the  patient 
and  the  doctors  were  lucky.  The 
patient  was  admitted  by  her  pri- 
vate physician  several  days 
later,  apparently  none  the 
worse  for  the  delay.  Should  that 
patient  have  been  told?  Should 
her  family  have  been  told? 
Should  the  administration  of 
the  hospital  or  of  the  relevant 
residency  training  program 
have  been  told? 

Why  Report  Mistakes?  To  Whom 
to  Report  Mistakes?  Most  basic 
is  the  need  to  report  mistakes  to 
the  one  who  made  them.  How 
can  physicians  grow,  how  can 
they  perfect  their  methods,  if 
they  are  unaware  of  what  they 
have  done?  That  this  is  obvious 
does  not  make  it  easy  in  prac- 
tice. Certainly  physicians,  and 
others  in  positions  of  authority, 
have  a strong  obligation  to  in- 
form those  that  they  supervise 
of  their  mistakes.  Thus,  in  the 
case  presented,  the  senior  resi- 
dent physician  or  the  chief  of 
the  service  were  obliged  to  in- 
form the  intern. 

Physicians  in  private  practice 
sometimes  become  aware  of  er- 
rors committed  by  physicians 
for  whose  work  they  bear  no 
particular  supervisory  respon- 
sibility. It  may  be  a doctor  in 
another  state  (the  easiest  case 
to  complain  about).  It  may  be 
another  doctor  with  privileges 
in  your  hospital.  It  may  be  a 
doctor  funded  by  the  insurance 
program  that  you  participate  in. 

One  doesn’t  make  friends  by 
calling  the  shortcomings  of  oth- 
ers to  their  attention.  One 
doesn’t  enhance  business,  and 
increase  referrals,  by  calling  the 
shortcomings  of  others  to  their 
attention,  But  certainly,  with 
due  deference  to  differences  in 
medical  judgment,  one  contrib- 
utes to  the  quality  of  care,  and 
to  the  standards  of  the  profes- 


sion, if  one  sensitively  informs 
another  physician  of  evidence 
of  a mistake.  The  physician  who 
wishes  to  improve  the  quality  of 
care  offered  to  his  or  her  pa- 
tients will  at  least  in  some  sense 
welcome  information  about  his 
or  her  own  errors. 

Mistakes  can  also  be  reported 
to  persons  in  positions  of  au- 
thority. This  is  perhaps  most 
obvious  in  a formal  training  set- 
ting such  as  a residency  pro- 
gram. Hospitals  employ  a 
variety  of  mechanisms  to  main- 
tain quality  control.  And  of 
course  there  are  boards  of  li- 
censure and  discipline,  boards 
which  are  widely  thought  to  ex- 
ercise very  weak  supervision 
over  the  profession.  The  logic  of 
reporting  someone  else’s  error 
to  such  a board  or  governing 
body  is  to  permit  the  determi- 
nation of  whether  a particular 
mistake  is  part  of  a systematic 
pattern  requiring  remediation. 
Is  the  physician  impaired?  Is  his 
technic  substandard?  Or  is  he, 
perhaps,  working  under  unac- 
ceptable conditions?  Were  the 
interns  in  the  university  hospi- 
tal involved  in  this  case-report 
so  overworked  that  it  was  to  be 
expected  that  they  might  well 
grab  the  wrong  CT  film?  Was 
there  a problem  in  the  way  that 
the  hospital  kept  its  records,  or 
labeled  its  films?  Such  issues 
can  only  be  addressed  if  mis- 
takes are  reported. 

Rhode  Island  physicians  will 
be  acutely  aware  of  a much  pub- 
licized case  involving  a physi- 
cian who  went  to  prison  for 
installing  pacemakers  in  pa- 
tients who  did  not  require 
them.  Public  outcry  against  the 
“conspiracy  of  silence,”  and  the 
assertion  that  doctors  “cov- 
ered up”  for  each  other,  led  to 
legislation  creating  the  Board  of 
Medical  Licensure  and  Disci- 
pline. The  statute  requires  that 
certain  events  be  reported  to 
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the  Board  — such  as  limitations 
on  physicians’  privileges,  or 
malpractice  claims.  The  statute 
further  authorizes  complaints 
about  unprofessional  behavior. 
My  reading  of  the  statute  is  that 
physicians  (and  others)  are  per- 
mitted to  report  unprofessional 
conduct;  they  are  not  legally 
obliged  to  do  so.  If  they  do  file  a 
complaint  in  good  faith,  the 
statute  seeks  to  immunize  them 
from  liability  or  retaliation. 

The  statute  creating  the 
Rhode  Island  Board  of  Medical 
Licensure  and  Discipline  went 
into  effect  on  January  1,  1987. 
Since  then,  fewer  than  5 com- 
plaints have  been  filed  by  phy- 
sicians alleging  non-profes- 
sional conduct  by  other  physi- 
cians. The  reading  of  the  wrong 
CT  scan  in  the  case  reported 
above  (which,  1 repeat,  took  place 
in  another  state)  was  clearly  “un- 
professional conduct”  within  the 
meaning  of  the  Rhode  Island 
statute.  Moreover,  the  outright 
lie  told  by  the  senior  resident 
physician  to  the  family  would, 
in  and  of  itself,  appear  to  be 
unprofessional  conduct  within 
the  meaning  of  the  Rhode  Island 
statute.  (The  definition  of  un- 
professional conduct  includes 
the  willful  filing  and  making  of 
false  reports  in  the  practice  of 
medicine.)  If  the  Board  of  Medi- 
cal Licensure  and  Discipline  is 
to  play  a meaningful  role  in  the 
assurance  of  quality  care  in 
Rhode  Island,  then  a case  such 
as  this  one  most  certainly  ought 
to  have  been  reported.  To  say 
this,  to  be  sure,  says  nothing 
about  what  action  the  Board 
might  properly  have  taken. 

If  an  unambiguous  error 
(reading  the  wrong  film)  with  an 
unambiguous  result  (a  contra- 
indicated diagnostic  procedure 
was  performed,  death  ulti- 
mately resulting)  is  not  re- 
ported to  a board  of  licensure, 
if  an  outright  lie  to  the  deceased 


patient’s  family  is  not  reported 
to  the  board,  then  the  general 
public  is  entitled  to  have  no 
confidence  in  the  board’s  abil- 
ity to  regulate  the  standards  of 
medical  practice.  A question 
which  remains  open  in  Rhode 
Island  is  whether  physicians 
should  be  required,  as  distinct 
from  being  permitted,  to  file 
complaints  about  the  unprofes- 
sional conduct  of  others. 


When  to  Tell  the  Patient  or  the 
Family.  The  fourth-year  medical 
student,  confronted  with  what 
he  conceived  to  be  a cover-up  of 
blatant  malpractice,  went  to  see 
the  chief  of  the  service  in  which 
he  was  training.  He  was  essen- 
tially told  to  remain  silent.  “We 
have  learned  all  we  can  from 
this  case;  nothing  good  will 
come  of  upsetting  the  family.”  1 
find  this  reaction  extremely  un- 
satisfactory for  at  least  4 rea- 
sons: 

First,  from  a totally  pragmatic 
point  of  view,  such  a cover-up 
may  well  buy  trouble  in  the 
years  ahead.  Professionals  in 
the  field  of  risk-management  re- 
port that  one  way  to  minimize 
losses  is  to  admit  mistakes  and 
offer  credible  compensation. 
Families  who  discover  later  that 
they  have  been  lied  to,  and  ju- 
ries who  smell  a cover-up,  are 
likely  to  react  in  a punitive  way. 

Second,  and  most  impor- 
tantly, the  patient’s  family  is  le- 
gitimately entitled  to  com- 
pensation. Perhaps  the  intern,  the 
hospital  and  the  training  program 
can  learn  nothing  more  from  this 
case.  But  a 58-year-old  breadwin- 
ner has  died.  His  family’s  legiti- 
mate entitlements  are  hardly  off- 
set by  the  embarrassment  to  the 
intern  and  the  hospital. 

Third,  the  patronizing  atti- 
tude that  doctors  know  best 
what  patients  and  their  families 
are  entitled  to  be  told  is  no 


longer  acceptable  in  the  prac- 
tice of  ethical  medicine.  A fam- 
ily is  entitled  to  know  the  true 
cause  of  death.  A patient  is  enti- 
tled to  know  the  true  cause  of 
prolonged  pain  or  suffering.  Pa- 
tient autonomy,  respect  for  the 
patient  as  a competent  adult, 
requires  that  he  be  told  the 
truth,  even  if  his  doctor  feels 
uncomfortable  in  imparting  this 
truth. 

And  fourth,  1 am  troubled  by 
the  message  being  sent  to  the 
intern  by  his  chief’s  decision  to 
lie  to  the  family.  No  one  is  per- 
fect. Doctors  will  make  mistakes 
— good  doctors,  caring  doc- 
tors. And  sometimes  those  mis- 
takes will  have  grave  conse- 
quences. The  decision  to  lie  about 
the  mistake  in  no  way  helps  the 
intern  come  to  grips  with  what  he 
has  done.  Perhaps  it  even  en- 
courages him  to  accept  an  un- 
realistic view  of  doctor  as  Super- 
man. 

Conclusion 

This  case  was  presented  by  a 
physician  because,  years  later, 
he  still  worried  about  whether 
he  had  done  the  right  thing.  1 
told  him  that  his  initial  re- 
sponse was  correct.  He  had 
gone  through  channels  and  had 
consulted  with  the  chief  of  the 
service.  Having  done  this,  and 
having  received  no  satisfaction, 
ought  he  have  gone  further? 
Certainly  it  seems  inappropri- 
ate to  hold  a medical  student  to 
a higher  standard  than  that 
which  his  superiors  — the  se- 
nior resident  and  the  chief  of 
service  — were  abiding  by. 

My  conclusion  is  that  the  re- 
sponse of  this  unnamed  univer- 
sity teaching  hospital  was 
significantly  deficient.  This  mis- 
take ought  not  to  have  been 
swept  under  the  rug;  both  the 
family  and  public  authorities 
ought  to  have  been  notified. 
This  would  have  permitted 
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compensation  to  the  patient’s 
family,  and  would  have  permit- 
ted professional  evaluation 
both  of  the  conduct  of  the  in- 
tern, and  the  conduct  of  the 
hospital. 

It  is  difficult  to  imagine  that 
parallel  cases  do  not  occur  in 
Rhode  Island  from  time  to  time. 
It  is  the  hope  of  the  physician 


Commentaries 

Mistakes 


Donald  R.  Coustan,  MD 

1 am  in  total  agreement  with  Dr 
Beiser  that  the  medical  student 
in  the  case  in  question  per- 
formed appropriately,  and  that 
the  response  of  the  chief  of  ser- 
vice was  deficient.  Our  ethical 
standards  as  physicians  re- 
quire that  we  tell  the  truth  to 
our  patients,  and  1 believe  that 
includes  the  families  of  patients 
who  have  died.  If  physicians 
cannot  be  relied  upon  to  be 
truthful,  then  we  cannot  expect 
the  trust  that  is  absolutely  es- 
sential to  the  practice  of  medi- 
cine. In  the  case  in  question,  the 
fact  that  the  wrong  CT  scan  was 
analyzed  was  withheld  from  the 
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who  reported  this  case,  and  the 
author  of  this  discussion,  that 
readers  of  the  Journal  will  con- 
sider their  own  reactions. 
Would  you  report  such  an  inci- 
dent? Would  you  want  to  be  re- 
quired to  report  such  an 
incident?  Do  physicians,  as 
members  of  an  honorable  pro- 
fession, have  a particular  obli- 


gation to  help  to  ensure  the 
quality  of  medical  care  received 
by  the  general  public? 


on  Reporting  Physicians’ 


family,  and  that  is  reprehensi- 
ble. An  appropriate  way  for  the 
chief  of  service  to  have  handled 
the  situation  would  have  been 
to  ask  the  family  to  confer  about 
the  results  of  the  autopsy  once 
available  (as  is  done  routinely 
at  our  hospital,  and  I suspect 
many  others),  and  to  inform 
them  of  the  problem  at  that 
time. 

Dr  Beiser  asks,  “Do  physi- 
cians, as  members  of  an  honor- 
able profession,  have  a 
particular  obligation  to  help  to 
ensure  the  quality  of  medical 
care  received  by  the  general 
public?”  Of  course  we  do.  The 
case  in  point  does  not  seem  to 
be  a difficult  ethical  question, 
since  it  hinges  on  the  conceal- 
ment of  facts.  However,  there  is 
a much  broader  issue  to  be  con- 
sidered. It  has  been  my  experi- 
ence that  such  obvious  cases  of 
patients  suffering  major  disas- 
ters as  a result  of  gross  mis- 
takes are  rare,  and  it  is  rarer  still 
for  the  facts  not  to  be  obvious 


to  the  patient  or  the  family. 
What  is  much  more  common  is 
an  adverse  outcome  in  which 
there  is  disagreement  about  the 
actions  of  a particular  physi- 
cian, whether  before  or  after 
the  fact.  If  I,  as  a medical  stu- 
dent, house  officer,  or  perhaps 
a colleague,  disagree  with  the 
care  given  by  another  physi- 
cian, do  I have  an  obligation  to 
tell  that  patient  or  that  family 
about  my  concerns?  I think  that 
this  is  a distinctly  different 


ABBREVIATIONS  USED: 

AMA:  American  Medical  As- 
sociation 

CT:  Computerized  tomogra- 
phy 

DO:  Doctor  of  Osteopathy 

EKG:  Electrocardiogram 

HMO:  Health  Maintenance 
Organization 

PRO:  Professional  Review  Or- 
ganization 

RIMS:  Rhode  Island  Medical 
Society 
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question  from  the  preceding 
one. 

Physicians  fulfill  their  obliga- 
tion to  help  ensure  the  quality 
of  medical  care  received  by  the 
public,  in  many  ways  every  day. 
Adverse  outcomes  are  rou- 
tinely reviewed  by  quality  as- 
surance committees  in  every 
hospital  of  our  state.  The  Rhode 
Island  Medical  Society  has  com- 
mittees which  are  designed  to 
protect  the  public  as  well  as  to 
help  physicians  cope  with  prob- 
lems of  alcohol  and  drug  depen- 
dence or  competence.  The 
State  Board  of  Medical  Licen- 
sure and  Discipline  was  created 
to  protect  the  public  from  un- 
professional conduct  by  physi- 
cians. Any  physician,  even  a 
medical  student,  who  questions 
the  conduct  of  another  physi- 
cian may  go  to  any  of  these 
sources  and  ask  for  an  investi- 
gation. Hospitals  have  cre- 
dentialling  committees.  Al- 
though our  system  isn’t  perfect  by 
any  means,  I don’t  think  that  any 
other  profession  is  constantly  un- 
der the  scrutiny  that  is  experi- 
enced by  practicing  physicians  in 
the  90s. 

1 don’t  believe  that  a medical 
student,  house  officer  or  col- 
league should  go  directly  to  a 
patient  or  family  to  report  a dis- 
agreement with  the  responsible 
physician’s  management  of 
their  care.  When  I worked  as  an 
orderly  and  nurse’s  aide,  before 
medical  school,  I heard  the 
nurses  second-guessing  the 
house  staff  and  attendings  fre- 
quently. When  1 was  a medical 
student  and  house  officer  I 
found  myself  second-guessing 
my  superiors  with  some  regu- 
larity. This  kind  of  criticism  is 
part  of  growing  up  in  medicine, 
but  an  important  part  of  the  ma- 
turing process  is  learning  not  to 
make  snap  judgments  based 
upon  incomplete  information. 
Things  often  seem  to  be  obvi- 


ous when  one’s  knowledge  base 
is  limited.  If  we  think  one  of  our 
colleagues  has  performed  inap- 
propriately in  a particular  case, 
we  ought  to  go  to  the  chief  of 
service  or  the  appropriate  qual- 
ity assurance  committee  and 
ask  that  the  case  be  reviewed, 
so  that  all  of  the  facts  can  be 
available.  If  poor  care  was 
given,  the  particular  physician 
should  be  made  aware  of  the 
finding  and  suggestions  should 
be  made  for  improvement. 

**  Although  our  system 
isn^t  perfect  by  any 
means,  / don*t  think  that 
any  other  profession  is 
constantly  under  the 
scrutiny  that  is  experi- 
enced by  practicing  phy- 
sicians in  the  90s” 


It  is  my  view  that  differences 
in  judgment  are  much  more 
common  than  is  the  sequestra- 
tion of  facts  from  patients. 
While  our  responsibility  for 
truth  telling  dictates  that  facts 
not  be  hidden,  and  that  medical 
records  must  be  accurate.  I do 
not  believe  that  society  is  well 
served  if  a medical  student, 
house  officer  or  attending  phy- 
sician feels  compelled  to  inform 
the  patient  of  another  physi- 
cian, or  their  family  when  they 
disagree  with  the  judgments  or 
actions  of  that  other  physician. 

Facts  must  not  be  withheld 
from  a patient  or  family.  Facts 
and  opinion  are  not  the  same 
thing.  The  medical  profession 
best  fulfills  its  obligation  to  the 
public  by  supporting  strong 
quality  assurance  mechanisms, 
and  by  viewing  hospital  quality 
assurance  as  a method  for  help- 
ing physicians  provide  the  best 
possible  care  by  informing 
them  when  they  are  not  doing 
so. 


1 

I 


Peter  L.  Mathieu,  Jr.  MD 


There  are  many  problems  in  the 
protocol  as  presented  to  us  by 
Professor  Beiser.  The  unnamed 
physician  has  been  struggling 
with  what  he  conceives  to  be 
his  implicit  guilt  by  way  of  a 
decision  made  years  ago.  There 
were  many  errors  of  judgment 
and  the  former  medical  student 
has  tempered  his  guilt  by  focus- 
ing on  the  errors  of  his  superi- 
ors. 

The  medical  student  examina- 
tion noticed  no  papilledema,  an 
unlikely  situation  in  view  of  the 
very  high  spinal  fluid  pressure. 
While  the  protocol  focuses  on 
the  misreading  of  the  CT  scan 
(because  they  had  the  wrong 
patient’s  films),  it  misses  the 
problem  that  no  adequate  med- 
ical examination  seems  to  have 
been  made.  A “doctor’s”  exam- 
ination, given  the  patient’s  his- 
tory, would  have  included 
asking  him  to  stand  with  his 
eyes  closed.  His  poor  balance 
would  have  led  the  way  to  the 
proper  diagnosis  through  sub- 
sequent neurological  mapping. 
Testing  and  technology  exist  to 
confirm  or  disprove  a diagno- 
sis, not  as  a substitute  for  the 
professional  interaction  of  phy- 
sician and  patient.  Thus  the  de- 
partment chief  failed  in  his  most 
significant  duty  of  physician  re- 
sponsibility to  the  patient  and 
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proper  supervision  of  the  phy- 
sicians entrusted  to  his  teach- 
ing program. 

Technology  itself  is  neither 
good  nor  evil.  Things  like  CT 
scans  do  all  we  tell  them,  but 
our  human  resources  and  our 
technologies  should  be  di- 
rected to  protecting  and  caring 
for  the  patient:  A “mission 
impossible”  that  is  truly  per- 
son-oriented and  less  case-di- 
rected. Each  health  care  worker 
must  have  a meaningful  and 
self-perceived  role  in  the 
patient’s  need.  Administrators 
need  to  be  in  the  hospital  ac- 
tively overseeing  and  auditing 
for  mistakes.  The  relationship 
between  ethics,  human  nature, 
progress,  and  practice  must  be 
addressed. 

The  family’s  loss  is  much 
more  important  than  the  em- 
barrassment of  the  hospital 
staff.  The  Chief  of  the  Depart- 
ment sent  a very  poor  signal, 
“don’t  talk  about  it,”  to  the  med- 
ical student,  intern,  and  to  the 
family.  People  in  authority  were 
basically  false  witnesses  in  this 
instance. 

Somewhere  along  the  line,  I 
learned  that  a man  acts  well  ac- 
cording to  reason.  St.  Thomas 
Aquinas,  disciple  of  Aristotle, 
who  was  pupil  of  Socrates,  said 
a well  disciplined  soul  required 
guidelines.  I embrace  Plato’s 
cardinal  virtues  for  human  con- 
tact of  temperance,  justice,  pru- 
dence, and  compassion.  Had 
these  been  applied  to  the  pres- 
ent case,  the  actions  taken 
would  have  been  different. 

If  we  place  the  “mistake”  in  a 
more  social  context,  it  becomes 
clear  that  somehow  silence  has 
become  oddly  moral  when  a 
wrong  has  been  done.  It  does 
not  make  sense.  A person  of 
good  will  will  strive  to  clarify, 
and  to  apply  certain  guidelines 
by  which  responsible  action  in 
the  face  of  wrong  done  is  made 


clear.  Judgment  and  wisdom 
are  based  on  common  princi- 
ples and  character  of  the  judge. 
Jacques  Maritain  believed  in 
judgment  by  inclination  and  not 
by  reason.  1 believe  the  family 
has  a right  to  know  — as  it  hap- 
pened. Who  made  the  mistake? 
Who  was  in  charge  and  what  is 
the  name  of  the  physician(s) 
that  reports  to  the  patient?  He 
should  identify  himself  so  that 
the  doctor-patient  relationship 
of  which  we  all  speak  so  fondly 
operates  in  a human  form. 


**While  the  protocol  fo- 
cuses on  the  misreading 
of  the  CT  scan  (because 
they  had  the  wrong 
patient* s film)  it  misses 
the  problem  that  no  ade- 
quate medical  examina- 
tion seems  to  have  been 
made.** 


Of  the  rich  broth  of  our  social- 
ethnic  life  together,  in  the  ways 
it  seasons  us  all  without  our 
knowing  it,  we  know  very  little. 
Is  this  a fair  charge?  1 don’t 
know.  Physicians  should  rectify 
mistakes.  Should  they  report 
mistakes?  To  whom?  I recom- 
mend since  we  are  called  a 
health  care  team,  that  we  pur- 
sue direct  knowledge  of  what 
goes  on  in  each  other’s  environ- 
ments. We  might  encourage  pa- 
tients to  meet  members  of  the 
team  face  to  face. 

In  the  article  no  doctor  seems 
to  be  in  charge.  No  line  of  re- 
sponsibility to  the  patient  is  ev- 
ident. Internal  mission  state- 
ments shared  with  the  patient 
might  highlight  the  human  sup- 
port he  needs.  If  my  analysis  is 
correct,  the  physician  will  give 
more  careful  thought  when  he 
comes  across  a mistake.  Think 
strategically  rather  than  theo- 


retically. Think  more  about 
what  set  of  people  we  are  and 
produce.  Think  more  about  the 
patient  and  not  the  case.  Think 
about  trust,  sympathy  and  tol- 
erance and  so  strengthen  the 
patient’s  total  health  care. 


Herbert  Rakatansky,  MD 


The  dilemmas  posed  by  Dr 
Beiser  illustrate  why  the  legal 
system  related  to  malpractice 
requires  a drastic  overhaul.  I 
agree  that  the  family  of  the  pa- 
tient has  a right  to  know  of  the 
mistake  and  to  be  compensated 
fairly  for  the  error. 

Under  the  present  system  the 
entire  career  of  the  physician 
involved  with  any  “bad 
outcome”  is  placed  in  jeopardy. 
The  existing  system  places  the 
responsibility  for  every  mis- 
take, including  the  financial  lia- 
bility for  compensating  the 
victim,  on  the  physician.  The 
amount  of  this  liability  is  not 
predictable  and  varies  from 
zero  (in  cases  where  the  poten- 
tial dollar  award  is  small  and 
lawyers  will  not  get  involved)  to 
outrageous  amounts  in  certain 
cases  which  appeal  to  a jury’s 
emotions.  Is  it  any  wonder  that 
a physician  would  hesitate  to 
report  such  a mistake  to  the 
family  and  place  himself  under 
this  pall?  Would  any  physician 
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report  another  physician  when 
such  a report  might  mean  finan- 
cial and  professional  ruin? 

What  can  be  done  about  this? 
Firstly,  it  must  be  remembered 
that  doctors  are  not  perfect  and 
the  system  of  medical  practice 
is  not  perfect.  Mistakes  will  be 
made.  It  is  therefore  necessary 
to  design  a system  in  which  mis- 
takes can  be  reported  and  ben- 
efits accrued  from  analysis  of 
them.  Feedback  to  individual 
physicians  and  to  the  system  as 
a whole  is  absolutely  necessary 
for  progress.  If  punishment  is 
an  automatic  part  of  the  feed- 
back the  system  will  not  work, 
indeed  it  will  not  even  be  set  in 
motion.  In  an  ideal  system,  re- 
porting of  mistakes  would  be  to 
a board  responsible  for  evaluat- 
ing the  quality  of  medical  prac- 
tice. In  a nonpunitive  system 
physicians  observed  to  be  prac- 
ticing in  a pattern  which  might 
injure  patients  will  indeed  be 
reported  by  other  doctors.  This 
has  been  our  experience  in  the 
Impaired  Physician’s  Commit- 
tee and  the  Competency  Com- 
mittee of  the  Rhode  Island 
Medical  Society.  Such  a board 
would  evaluate  the  “mistake.” 
Is  it  an  isolated  incident  in  an 
otherwise  excellent  practice 
pattern?  Is  it  part  of  a pattern  of 
substandard  practice  due  to  ill- 
ness (eg;  substance  abuse,  etc.) 
or  incompetency  (eg;  failure  to 
stay  abreast  of  current  knowl- 
edge)? Is  it  the  result  of  inade- 
quacies in  the  system  itself 
(excessive  work  hours  for  the 
resident,  improper  labeling  of 
the  films)?  Once  the  deficiency 
is  identified  an  appropriate 
remedy  can  be  applied.  The 
doctor  who  has  made  a single 
mistake  can  be  informed  so  that 
he  will  be  more  sensitive  in  that 
situation.  The  doctor  who  is 
sick  can  be  treated.  If  treatment 
fails  or  the  doctor  is  unwilling  to 
be  treated  according  to  ac- 


cepted standards  his  right  to 
treat  patients  should  be  with- 
drawn. The  doctor  who  has  ne- 
glected his  education  should  be 
required  to  remedy  this  defi- 
ciency to  the  satisfaction  of  ap- 
propriate authorities.  If  he  will 
not  or  can  not  do  this,  his  right 
to  treat  patients  should  be  with- 
drawn. 


**The  doctor  who  has  ne- 
glected his  education 
should  be  required  to 
remedy  this  deficiency 
to  the  satisfaction  of  ap- 
propriate authorities.  If 
he  will  not  or  can  not  do 
this,  his  right  to  treat  pa- 
tients should  be  with- 
drawn.*’ 


The  board  which  is  doing  all 
this  work,  however,  should  not 
have  anything  to  do  with  the 
compensation  of  the  injured  pa- 
tient. By  separating  compensa- 
tion from  quality  control  we  can 
encourage  doctors  to  report 
their  own  mistakes  and  the  mis- 
takes of  others.  Although  only  5 
reports  have  been  received  by 
the  board  many  reports  have 
been  received  by  the  Rhode  Is- 
land Medical  Society  concern- 
ing doctors  who  are  allegedly 
impaired  or  incompetent.  Over 
140  doctors  have  been  con- 
fronted by  the  Impaired  Physi- 
cian Committee.'  Doctors  are 
willing  to  report  their  col- 
leagues to  the  RIMS  committees 
because  they  know  that  the 
feedback  to  the  doctor  will  be 
constructive  as  well  as  protect- 
ing the  public.  Doctors  who  are 
unwilling  or  unable  to  recover 
from  illness  or  remedy  substan- 
dard practice  patterns  are  re- 
ported to  the  Board  of  Medical 
Licensure  and  Discipline  by  the 
Rhode  Island  Medical  Society.  A 
system  requiring  mandatory  re- 


porting to  the  governmental 
disciplinary  board  by  doctors 
of  other  doctors  is  characteris- 
tic of  a police  state.  In  those 
states  requiring  mandatory  re- 
porting of  impaired  physicians 
to  the  state,  the  committees  of 
the  medical  society  have  been 
ineffectual  since  no  one  will  re- 
port to  anyone  except  under  the 
most  blatant  circumstances. 
Most  such  laws  have  been  re- 
pealed. 

Patients  experiencing  “bad 
outcomes”  in  the  medical  sys- 
tem would  be  paid  under  a no 
fault  system.  Funding  would  be 
financed  by  a broad  based  levy. 
The  amounts  would  be  prede- 
termined for  a specific  injury 
and  could  be  related  to  total 
economic  loss  (not  “pain  and 
suffering”).  A model  system  has 
been  outlined  recently  by  Man- 
uel.^ Patients  would  be  assured 
of  compensation  whether  their 
injuries  were  minor  or  major 
and  they  would  be  paid  prompt- 
ly. This  is  analogous  to  the 
workmen’s  compensation  sys- 
tem. Fault  is  not  required  for 
payment  for  a job  related  injury, 
in  return  for  relinquishing  the 
right  to  sue,  the  injured  party  is 
assured  of  adequate  and  timely 
compensation.  In  countries 
where  this  type  of  system  is  in 
effect  patients  prefer  it  to  the 
option  of  going  to  court.  De- 
pending partly  on  which  “bad 
outcomes”  are  funded  the  cost 
of  this  system  will  be  less  than 
we  now  pay  and  a far  greater 
proportion  of  the  funds  will  go 
to  the  injured  parties  (less  than 
50%  of  malpractice  premiums 
now  reach  the  patient!).  Only 
the  lawyers  will  lose  anything. 

Under  this  proposed  system 
the  chief  of  medicine  could 
have  told  the  family  of  the  de- 
ceased patient  about  the  mis- 
take with  knowledge  that  they 
would  receive  just  financial 
compensation.  He  would  have 
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been  able  to  preserve  his  intel- 
lectual integrity  and  to  transmit 
it  to  the  medical  student  as  well. 
He  could  be  certain  that  the  cir- 
cumstances of  the  mistake 
would  be  investigated  and  that 
constructive  feedback  would  be 
provided  to  avoid  recurrences. 
Treatment  for  medical  or  be- 
havioral illnesses  of  the  resi- 
dent could  be  given  if  indicated. 
More  intensive  educational  ef- 
forts could  be  required  if  indi- 
cated. If  the  error  were  in  the 


system  itself,  then  action  in  that 
arena  could  be  undertaken. 
Work  hours  could  be  short- 
ened. If  the  error  were  found  to 
be  part  of  a pattern  of  occur- 
rences with  no  apparent  rem- 
edy, action  to  remove  the 
physician  from  patient  care  re- 
sponsibility could  be  taken. 

I therefore  agree  with  Dr 
Beiser’s  thoughts  regarding 
mistakes  in  the  medical  profes- 
sion. 1 would  urge  him  to  sup- 
port changes  in  the  legal  system 


which  will  make  such  reporting 
possible  and  bring  us  closer  to 
the  ideal  ethical  world  in  which 
truth  is  served,  honesty  is  pre- 
served and  financial  costs  to  so- 
ciety are  reduced.  Patients, 
physicians  and  society  will  be 
the  beneficiaries. 

’ Rakatansky,  H Addicted  Doctors:  Hope 
and  Help,  Rl  Med  Jour  72:4.37-40,  1989. 

^ Manuel,  B.  Professional  Liability  — A No- 
Fault  Solution,  N Engl  J Med  322:627-31, 
1990. 


Frank  W.  Sullivan,  MD 

Dr  Beiser  asks  in  his  provoca- 
tive article,  “What  should  a phy- 
sician do  when  he  discovers 
that  a fellow  physician  is  cover- 
ing up  a mistake  which  hurt  a 
patient?” 

In  the  example  given.  Dr 
Beiser  points  out  that  1)  a clear 
mistake  was  made  and  2)  delay- 
ing treatment  and  resulting  in  a 
contraindicated  procedure 
which  likely  caused  the 
patient’s  death.  1 agree  fully  that 
all  physicians  in  the  chain  of 
responsibility  had  an  obligation 
to  uncover  and  report  the  inci- 
dent to  their  superiors  and  to 
the  patient’s  family.  In  the  pri- 
vate setting  one  should  ap- 
proach the  offending  physician 
himself  to  suggest  his  reporting 
the  incident  and,  if  declined,  be 
prepared  to  report  the  incident 


Frank  W.  Sullivan,  MD,  is  a past 
president  of  the  Rhode  Island 
Medical  Society,  a practicing  psy- 
chiatrist in  Cranston  and  a mem- 
ber of  the  Brown  University 
medical  faculty. 


to  the  Board  of  Medical  Licen- 
sure. In  a teaching  or  organized 
care  setting  one  should  feel  ob- 
ligated to  report  the  incident  up 
and  down  the  supervisory  net- 
work until  appropriate  action  is 
taken.  Perhaps  most  impor- 
tantly, when  we  ourselves  err, 
out  of  sight  of  our  colleagues, 
we  must  be  willing  to  be  candid 
with  our  patient  about  the  inci- 
dent. 

As  exemplified,  we  too  often 
participate  in  a protectionist 
network,  rationalizing  our  poor 
behavior  to  our  benefit  and  the 
patient’s  detriment.  What  has 
lured  our  priorities  away?  Mal- 
practice fears,  career  drive,  per- 
sonal finances,  fiscal  interme- 
diaries, practice  overhead?  If 
we  are  to  learn  anything  from 
this  case  it  is  from  the  one  per- 
son in  the  medical  chain  who 
responded  appropriately,  the 
medical  student. 

He  did  as  an  individual  should; 
he  discovered  an  error  and  the 
tragic  results  and  appropriately 
reported  it  in  the  supervisory 
chain.  It  is  unlikely  he  was 
taught  this  in  any  of  his  medical 


school  courses  or  clerkships 
but  more  likely  something  he 
and  most  of  our  students  know 
and  understand  prior  to  their 
beginning  their  medical  studies. 
The  powerful  effects  of  medical 
modeling  are  apparent  in  Dr 
Beiser’s  example  wherein  the 
student  is  made  to  doubt  what 
he  understood  a physician’s  re- 
sponsibility to  be  and  was  given 
by  his  chief  a self-serving  ration- 
alization. He  was  fully  aware 
that  a trust  had  been  violated; 
his  chief  had  a different  agenda. 


we  are  to  learn  any- 
thing from  this  case  it  is 
from  the  one  person  in 
the  medical  chain  who 
responded  appropri- 
ately, the  medical  stu- 
dent/* 


We  should  all  be  reminded  to 
strive  for  that  medical  student’s 
position,  do  what  is  in  the 
patient’s  best  interest  and  the 
rest  will  settle  out.  We  are  given 
tremendous  responsibility  and 
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trust  by  the  public  and  our  pa- 
tients; we  need  to  remind  our 
students  and  ourselves  that 
with  that  trust  comes  less 
rather  than  more  personal 
choice  and  privilege.  While  the 
public  has  always  been  willing 
to  grant  us  our  scientific  exper- 
tise and  specialized  skills  it  has 
never  granted  us  the  kind  of 
privilege  assumed  by  the  chief 
of  service  in  the  presented  case. 
When  the  public  becomes 
aware  of  this  sort  of  license  it 


Milton  W.  Hamolsky,  MD 

My  responses  to  Professor 
Reiser’s  provocative  and  chal- 
lenging essay  are  based  on  two, 
separate,  frames  of  reference, 
(1)  the  limits  of  my  30  months’ 
role  as  Chief  Administrative  Of- 
ficer of  the  Rhode  Island  Board 
of  Medical  Licensure  and  Disci- 
pline (The  Board)  and  (2)  44 
years  as  a physician  including 
24  years  as  the  Physician-in- 
Chief  in  a large,  university  affili- 
ated, teaching  hospital. 

The  current  Board  has  func- 
tioned, since  January  1,  1987 
under  Title  5,  Chapter  37  of  the 
General  Laws  of  Rhode  Island, 
promulgated  by  a legislature 
catalyzed  by  the  media  expose 
of  the  egregious  acts  of  one  phy- 
sician and-equally-the  failure  of 


Milton  W.  Hamolsky,  MD,  is  Chief 
Administrative  Officer  of  the 
Rhode  Island  Board  of  Medical 
Licensure  and  Discipline,  re- 
cently retiring  as  Physician-in- 
Chief  of  Rhode  Island  Hospital 
and  Professor  of  Medical  Science 
at  Brown  University,  Providence, 
Rhode  Island. 


correctly  demands  regulation  of 
oversight. 

The  medical  student  in  our 
case  knew  what  he  had  to  do  and 
did  so  at  some  risk  to  his  posi- 
tion. The  physicians  in  this  case 
(intern,  radiology  resident,  se- 
nior resident,  and  the  chief  of 
service),  all  of  whom  presum- 
ably at  some  point  had  the  same 
ethics  as  the  medical  student, 
consistently  covered  up  or  lied. 

Where  did  they  learn  this?  Are 
we  in  fact  frequently  teaching 


any  component  of  the  medical 
profession  to  “do  anything 
about  it.”  To  date,  the  Board 
has  not  received  from  any 
source  any  allegation  or  report 
of  unprofessional  conduct  by  a 
physician  based  on  the  kind  of 
behavior  reflected  in  Reiser’s 
case  report.  Since  our  “dis- 
ciplinary” functions  are  initi- 
ated, under  statute,  by  such  a 
report  or  allegation,  the  Board 
has  not,  to  date,  conducted  any 
detailed  investigations,  held 
any  substantive  deliberations, 
or  rendered  any  definitive  deci- 
sions relating  to  (1)  the  failure 
of  a physician  to  “tell  the  truth”: 
or  (2)  the  positive  act  of  lying  by 
a physician  to  a family  when 
his/her  error  has  caused  signif- 
icant harm  (“leading  to  prema- 
ture death”)  to  a patient.  It 
would,  therefore,  be  purely 
speculative,  as  implied  by 
Reiser,  to  suggest  what  specific 
actions  our  Board  might  prop- 
erly take  in  such  an  instance. 

Our  statute  empowers  and  di- 
rects the  Board  “to  investigate 
all  complaints  and  charges  of 
unprofessional  conduct”  (some 


and  modeling  a self-serving 
ethic  and  morality  in  spite  of  our 
claims  of  public  interest  and  ac- 
countability? 


30  wide-ranging  categories  of 
which  are  detailed  in  the  stat- 
ute) “against  any  licensed  phy- 
sician or  limited  registrant  and 
to  hold  hearings  to  determine 
whether  those  charges  are  sub- 
stantiated or  unsubstantiated.” 
The  statute  further  states  that 
“any  person,  firm,  corporation 
or  public  affair  officer  may  sub- 
mit a written  complaint  to  the 
Board  charging  the  holder  of  a 
license  to  practice  medicine  . . . 
with  unprofessional  conduct, 
specifying  the  grounds  there- 
fore” and  grants  immunity  from 
“civil  liability,  whether  direct  or 
derivative,  for  providing  infor- 
mation in  good  faith  to  the 
Board  pursuant  to  this  statute. 

In  its  continuing  efforts  to  bal- 
ance (1)  its  primary  obligation 
to  protect  the  public  from  ac- 
tions of  unprofessional  conduct 
by  physicians,  (2)  its  concerns 
for  due  process  and  confidenti- 
ality for  the  reported  physician 
and  (3)  the  public’s  “right  to 
know,”  the  Board  has  evolved 
the  following  protocols:  com- 
plaints or  reports  of  unprofes- 
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sional  conduct,  disciplinary  ac- 
tions, or  claims  filed  or  settled 
are  received  in  writing  from  an 
individual,  a hospital,  another 
MD,  medical  association,  health 
care  facility,  HMO,  peer  review 
board,  medical  service  bureau, 
health  insurance  carrier,  PRO, 
agencies  of  the  federal,  state,  or 
local  government  including  the 
courts.  A hospital  must  report  a 
diminution  of  staff  privileges  of 
any  staff  physician  for  any  rea- 
son and  the  Board  must 
promptly  inform  all  health-care 
facilities  in  the  state,  unless  de- 
creased privileges  are  for 
purely  administrative  reasons. 

All  complaints  or  such  reports 
are  evaluated  by  the  chief  ad- 
ministrative officer  and  the  dep- 
uty. If  the  complaint  appears  to 
be  substantive,  it  is  forwarded 
to  the  MD  or  DO  involved  for 
clarification  and  response  in 
writing.  The  complaint  and  phy- 
sician response  are  then  for- 
warded to  one  of  the 
Investigative  Committees  (2 
physicians,  2 non-physicians) 
for  evaluation  together  with  any 
hospital  record,  physician’s 
records,  relevant  x-ray  films, 
EKGs,  laboratory  results,  out- 
side consultations.  The  sub- 
committee may  request  any 
additional  data  from  any 
source,  including  further  con- 
sultations from  outside  experts 
in  the  related  field,  and  may  in- 
vite the  complainant,  or  the 
physician,  or  both,  to  an  infor- 
mal hearing.  The  Board  is  not 
confrontational,  and  we  do  not 
have  the  complainant  and  phy- 
sician appear  at  the  same  time. 

If  the  sub-committee  con- 
cludes after  due  deliberation  of 
all  the  relevant  data  that  there 
is  substantial  cause  for  a recom- 
mendation of  unprofessional 
conduct,  our  legal  counsel  is  di- 
rected to  prepare  a consent 
order,  detailing  the  findings  of 
fact  and  proposed  sanctions. 


The  consent  order  is  provided 
to  the  physician  and  his/her 
legal  counsel,  only  after  an  in- 
terview with  the  physician.  The 
physician  or  his/her  legal  coun- 
sel may  request  alterations  of 
the  consent  order.  These  are 
then  considered  by  the  investi- 
gating committee.  All  proceed- 
ings of  the  investigative 
committee  are  kept  confiden- 
tial. 


*‘/n  my  considered  judg- 
ment . . . the  Board  is  pre- 
pared and  committed  to 
discharge  its  mandated  re- 
sponsibilities to  the  public 
and  to  the  medical  profes- 
sion — firmly  and  fairly.** 


If  the  physician  accepts  and 
signs  the  consent  order  — and 
only  if  the  physician  signs  — the 
formal  vote  of  the  sub-commit- 
tee is  then  forwarded  to  the  full 
board  (the  remaining  8 mem- 
bers — 4 physicians,  4 non-phy- 
sicians) with  recommendations 
for  a sanction  (s).  The  range  of 
sanctions  is  also  detailed  in  the 
statute:  formal  reprimand;  sus- 
pension, restriction,  or  revoca- 
tion of  licensure;  period  of 
probation;  submission  to  care 
or  counseling  or  treatment  by  a 
physician  or  program  accept- 
able to  the  Board;  or  participa- 
tion in  a program  of  continuing 
medical  education,  practice 
under  direct  supervision,  and 
assessment  of  administrative 
costs.  The  pros  and  cons  of  the 
case  are  deliberated  again  by 
the  8 members  who  have  been 
purposely  kept  without  knowl- 
edge of  any  prior  deliberations 
of  the  investigative  sub-commit- 
tee. This  group  may  accept, 
modify,  or  reject  the  recom- 
mendation of  the  sub-commit- 


tee or  may  ask  for  further  inves- 
tigations, outside  consulta- 
tions, or  other  information.  If 
the  Board  finally  votes  a finding 
of  unprofessional  conduct,  it  di- 
rects the  Director  of  Health  to 
sign  the  consent  order,  which  at 
that  point  becomes  a matter  of 
public  record. 

If  the  recommendation  of  the 
Investigative  Committee  and 
the  final  vote  of  the  full  board  is 
no  unprofessional  conduct,  all 
proceedings  remain  strictly 
confidential,  and  the  only  ones 
informed  are  the  complainant, 
the  physician,  and  his/her  legal 
counsel.  If  the  final  vote  is  un- 
professional conduct  and  is  ac- 
cepted by  the  physician,  the 
consent  order  is  published  in 
the  legal  proceedings  of  the 
newspaper.  The  decision  must 
also  be  distributed  to  health- 
care facilities  of  the  state  and 
must  be  reported  to  the  Federa- 
tion of  State  Medical  Boards, 
the  national  organization  of  all 
state  medical  boards  located  in 
Texas.  Under  new  law,  the  deci- 
sion will  have  to  be  reported  to 
the  new  National  Data  Bank, 
currently  under  development 
and  implementation. 

If  the  physician  or  legal  coun- 
sel does  not,  in  the  first  in- 
stance, accept  the  consent 
order  prepared  upon  the  vote  of 
unprofessional  conduct  by  the 
sub-committee,  the  Board’s 
legal  counsel  prepares  specifi- 
cation of  charges  for  a formal 
hearing  to  be  conducted  by  3 of 
the  8 untainted  remaining  mem- 
bers of  the  Board.  The  hearing 
committee  will  subpoena  any 
witnesses,  consultants,  or  oth- 
ers requested  by  the  physician, 
and  both  sides  are  represented 
by  legal  counsel  in  the  formal 
hearing.  The  investigative  sub- 
committee and  staff  do  not  par- 
ticipate in  the  hearing  or  final 
decision  of  the  hearing  commit- 
tee. The  physician  may  then  ap- 
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peal  the  final  judgment  of  the 
Board,  the  Director,  or  both,  by 
filing  a notice  of  appeal  in  accor- 
dance with  the  rules  of  civil  pro- 
cedure in  the  superior  court 
within  30  days  of  the  decision. 
The  Director  of  Health,  within 
20  days  of  the  notice  of  appeal, 
must  transmit  to  the  clerk  of  the 
superior  court  a transcript  of 
the  record  together  with  a cer- 
tified copy  of  the  Board’s  writ- 
ten findings.  Said  appeal, 
considered  an  emergency  mat- 
ter, shall  have  precedence  on 
the  calendar  and  shall  follow 
the  procedures  set  forth  in  the 
administrative  procedures  act. 
Chapter  35  of  Title  42. 

In  my  considered  judgment, 
therefore,  the  Board  is  pre- 
pared and  committed  to  dis- 
charge its  mandated  respon- 
sibilities to  the  public  and  to  the 
medical  profession  — firmly  and 
fairly. 

All  the  legislated  mandates, 
however,  are  of  little  value  if  the 
most  knowledgeable  individu- 
als in  the  issues  under  discus- 
sion — the  physicians  — persist 
in  active  or  passive  failure  to 
“activate  the  system.” 

The  following  viewpoints  are 
my  own  and  are  not  intended  to 
represent  those  of  the  Board 
collectively  or  individually. 
Beiser’s  case  is,  on  its  face, 
more  simple  than  many  dealing 
with  similar  ethical  issues.  For, 
as  the  a priori  bases,  (1)  “there 
is  no  doubt  that  a mistake  was 
made,”  (2)  “there  is  no  doubt 
that  the  patient’s  death  was 
hastened  by  the  mistake,”  (3) 
the  responsible  physician  ac- 
tively lied  to  the  family  and  (4) 
the  student’s  supervisors  “cov- 
ered up”  the  mistake  and  the  lie. 

As  a physician  and  former 
chief  of  a large  medical  service, 
I know  that  parallel  cases  do 
occur  in  Rhode  Island.  I have  no 
statistical  data  of  frequency  nor 
do  I consider  it  of  value  to  play 


any  numbers  game.  1 have 
shared  in  several  difficult  and 
uncomfortable  discussions  in- 
volving complex  and  imponder- 
able variables;  the  “bottom 
line,”  emerging  after  all  ration- 
alizations and  circumlocutions, 
remains  the  same  — “Find  some 
way  to  tell  the  Truth.”  1 am  aware 
of  the  claimed  “mitigating  cir- 
cumstances,” “uncertainties”  of 
cause  and  effect,  “gray  areas”  of 
retrospective  disturbance  of  the 
family  and  lack  of  any  retrospec- 
tive “good,”  the  circumlocutions 
of  “not  quite”  telling  the  “whole 
truth.”  And  I am  aware  of,  and 
deeply  sensitive  to,  the  ironic  and 
“real”  fact  that  good  physicians 
who  reveal  the  truth  in  such  in- 
stances are  very  likely  to  be  — 
and,  indeed,  have  been  — sub- 
jected to  the  terrible  ordeal  of  lit- 
igation, to  further  investigation  by 
our  Board  with  a resultant  addi- 
tional sanction  and  harmful  pub- 
licity. 

I am  impressed  by  the  pio- 
neering — and  sensitive  — 
study  by  Novack  et  al.  “On 
Physicians’  Attitudes  Toward 
Using  Deception  to  Resolve  Dif- 
ficult Ethical  Problems”  which 
found  that  one-third  of  physi- 
cians responding  to  a question- 
naire indicated  they  would  offer 
incomplete  or  misleading  infor- 
mation to  a patient’s  family  if  a 
mistake  led  to  a patient’s 
death. ' 1 recommend  to  the  con- 
cerned reader  the  comprehen- 
sive and  blunt  summary  — 
chiefly  of  legal  viewpoints  — of 
“To  Tell  the  Truth:  Physicians’ 
Duty  to  Disclose  Medical 
Mistakes”  by  Vogel  and  Del- 
gado.^ 1 am  uncomfortably 
aware  of  the  increasing  criti- 
cism of  medicine’s  “conspiracy 
of  silence”  and  “cover  up”  and, 
ominously,  the  growing  pres- 
sure for  legislative  action  to 
“require”  physicians  (and,  in 
Kentucky,  nurses)  to  “report” 
any  and  all  instances  of 


physicians’  unprofessional  con- 
duct under  penalty  of  heavy 
fines  or  “imprisonment”  — or 
both.  Beiser’s  pragmatic  and  re- 
alistic concerns,  his  ethically 
sound  judgments  and  my  inter- 
pretations of  his  idealistically 
crafted,  pertinent  questions  of 
the  medical  profession  reso- 
nate with  my  credo,  presented 
13  years  ago  to  the  Brown  Pro- 
gram in  Medicine  graduation 
class  of  1977,  as  follows: 

“My  basic  thesis  is  that  the 
fundamental  strength  of  medi- 
cine has  been,  is  now,  and  will 
always  be  the  one-to-one  highly 
personalized  relationship  of  pa- 
tient and  his/her  doctor  — the 
individual  human  being  in  pain 
or  anxiety  or  fear  and  the  cho- 
sen physician  dedicated  to  di- 
agnose and  cure  the  disease  if 
possible,  if  not,  to  alleviate  the 
pain  or  suffering  or,  in  any 
event,  to  share  and  ease  the  dis- 
comfort of  body  and  mind. 
When  all  the  smoke  of  rhetoric 
has  cleared  — of  politics  and 
economics  and  philosophy  — 
and  when  the  threatening 
promise  of  the  newest  technol- 
ogy has  reached  its  equilibrium 
— that  interpersonal  relation- 
ship, based  on  trust  and  confi- 
dence, will  remain  the  final 
common  pathway  of  the  nobil- 
ity of  medicine.  And  1 submit 
that  it  is  the  slippage  of  that 
noble  tradition  which  is  the 
root  of  most  societal  disaffec- 
tion, of  the  malpractice  crisis,  of 
increasing  inter-positions  of 
others  between  patient  and 
doctor,  of  the  growing  threat  of 
government  interventions  and 
the  increasing  finality  of  eco- 
nomic considerations  — of  the 
underlying  unease  of  both  the 
patient  and  the  doctor  in  our 
society  today.” 

Supreme  Court  Justice  Harry 
A.  Blackmun  said  it  better  — at 
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the  February  1990  AMA  Na- 
tional Leadership  Conference; 
he  proposed  that  the  "first  char- 
acteristic important  to  physi- 
cians (and  lawyers)  is  truth, 
which  should  be  at  the  heart  of 
scientific  investigations  and 
medical  practice." 


Novack,  DH  et  al.  On  Physicians  Attitudes 
Toward  Using  Deception  to  Resolve  Diffi- 
cult Ethical  Problems.  JAMA,  261.  No.  20, 
2980-2985,  26  May  1989. 

^ Vogel,  J and  Delgado,  R.  To  Tell  the  Truth: 
Physicians’  Duty  to  Disclo.se  Medical  Mis- 
takes. UCLA  Law  Review:  Vol  28:52,  53-94, 
1980. 


MEDICAL  OFFICE  SPACE 

NORTH  PROVIDENCE:  1637  Mineral  Spring  Avenue.  Office 
condominiums  for  sale  or  lease.  Modern,  new  construction 
located  at  the  intersection  of  Routes  7 and  1 5.  Suites  available 
from  1 ,300  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Ample  parking  for  90  cars.  Total  building  25,600  SF. 

PROVIDENCE:  845  North  Main  Street.  Office  condominiums 
for  sale  or  lease.  Beautiful,  new  rehabilitation  project  located 
conveniently  off  Branch  Avenue  exit  of  1-95.  Suites  available 
from  1 ,000  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Total  building  26,000  SF. 

PROVIDENCE  East  Side:  425  Angell  Street.  Office  space  for 
lease.  Modern  space  recently  renovated  interior  and  exterior. 
Ample  on-site  parking,  reasonably  priced.  Lease  rates  include 
parking,  heat,  taxes,  insurance  . . . tenant  only  pays  for  elec- 
tricity used.  700  SF  Suite  available. 

WAKEFIELD:  Cherry  Lane  Medical  Building.  Brand  new  con- 
struction. Office  condominiums  for  sale  or  lease.  Suites  fin- 
ished up  to  10,000  SF.  Modern  space,  elevator,  ample  on- 
site parking,  handicap  accessible.  Located  within  two  mile 
radius  of  South  County  Hospital. 

WARWICK:  Toll  Gate  Road  (Route  115).  Pre-construction 
prices  quoted  for  office  condominiums  for  sale  or  lease.  The 
project  allows  for  six  buildings  constructed  along  a small  pic- 
turesque pond.  Total  buildings  74,000  SF.  Parking  for  276 
cars. 

As  a bonus,  you  will  have  the  opportunity  to  consult  with 
an  architect  to  design  your  office’s  layout.  If  you  are  plan- 
ning a move  in  the  near  future  or  know  someone  who  is, 
cali  me  ...  I specialize  in  medical  users  and  am  best 
qualified  to  assist  you. 

Contact:  Cindy  Morse 
Peter  M.  Scotti  & Associates 
(401)421-8888 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (choiinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytlc  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  i '3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  1 0 weeks . 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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INTRODUCING 

A BRIGHT  NEW  IDEA... 

IN  MILD  TO  MODERATE  HYPERTENSION 


SEARLE 


FOR  INITIAL  SINGLE-AGENT  THERAPY 
IN  MILD  TO  MODERATE  HYPERTENSION. . . 


INTRODUCING 


180-mg  CALAN  SR 

(verapamil  HCI) 


The  1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  "...to  control 
blood  pressure  with  the  fewest  drugs  at  their  lowest  dose...."' 


©1990,  G.D.  Searle  & Co. 


HIGH  SINGLE-AGENT  EFFICAGY^ 


180mg-EFFICACY 
DEMONSTRATED 
COMPARABLE  TO  240 mg 


Dose-response  relationship' 
(sustained-release  verapamil) 
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tP<0.05  vs.  placebo 
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Verapamil  SR  (mg/day) 


Mean  supine  diastolic  blood  pressure  at  peak  (6  hours  postdose)  versus  verapamil  SR  once  dally 

180  mg... 

— 24-HOUR  control' 

—AN  ECONOMICAL  CHOICE 
-WELL-TOLERATED*  LOW-DOSE  THERAPY' 


When  you  want  the  single-agent  safety  and  efficacy 
of  verapamil  SR  therapy. . . 


SUSTAINED-RELEASE  CAPLETS 


A BRIGHT  NEW  IDEA 

in  verapamil  SR  therapy 


*80%  single-agent  efficacy  demonstrated  In  six  clinical  studies  of  more  than  4,000  adult  patients  with  varied  titration  xhedules  of  up  to  560  mg  or  480  mg  per  day  In  divided  doses, 
tConstlpaOon,  the  most  commonly  reported  side  effect  of  Calan  SR,  Is  easily  managed  In  most  pabents. 

Please  see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  information. 


PATIENT  PLUS^  PROGRAM 

NOW  GIVE  PATIENTS  CALAN  SR  180  mg 

FREE  FOR  3 MONTHS 

I1-800-4-CALAN-4I 

Patients  must  be  enrolled  before  OctoberlS,  1990. 

The  Patient  Plus  program  for  Calan  SR  180  mg  is  available  for  all  pabents  for  a limited  time  only.  As  with  other  Searle 
cardiovascular  products,  Calah  SR  180  mg  will  be  available  on  an  ongoing  basis  through  the  Patients  In  Need  program 
Please  see  your  Searle  Representative  for  full  program  details 


SUSTAINED-RELEASE  CAPLETS 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitiyity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 

AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with  , 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or  | 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce  ' 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate  ' 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction  | 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  (Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  ; 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed.  ' 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2,2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina  , 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome,  ^ 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence. 
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Address  medical  inquiries  to:  j 
G.D.  Searle  & Co.  j 

Medical  & Scientific  |i 

Information  Department  j 
60  Searle  & Co.  ^901  Searle  Parkway  i 

Box  5110,  Chicago,  IL  60680  Skokie,  IL  60077  I 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare.  R.l.  Blue  Shield  and  Medical  Assistance. 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  Hour  Service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  *by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence.  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


"CHRONIC  PAIN  DOESN’T  HAVE  TO  MEAN 
CHRONIC  DISABILITY  FOR  YOUR  PATIENTS..." 


PERCENT  OF  PATIENTS  GAINFULLY  EMPLOYED 
10  20  30  40  50  60  70 


The  Chronic  Pain  Treatment  Program 
(401)  751-9150 

Institute  for  Behavioral  Medicine 

120  Wayland  Avenue 

Providence,  Rhode  Island  02906-4318 


MAPLE  AVE.  MEDICAL 
CENTER 

310  Maple  Avenue 
Barrington,  Rl 

OFFICES 
CONDOMINIUMS 
SALE  OR  LEASE 

OPPORTUNITY 

for 

Family  Practitioners 
Internists 
Surgeons 

Orthopedic  Surgeons 
Neurologists 
Allergists 
Podiatrists 
Pediatricians 

CALL  274-2910 
9am-5pm 


HAYFEBROr 

allergy-relief  formula 
Sugar-Free 


For  fast  relief  of  nasal  and  sinus 
congestion,  sneezing,  itchy  and 
watery  eyes  due  to  hayfever  and 
other  allergic  conditions.  Can 
be  used  for  sodium  and  sugar- 
restricted  diets. 


Scot-Tussin  Original 
•Scot-Tussin  Expectorant 
•Scot-Tussin  DM 


Especially  for  High  Blood 
Pressure  & Diabetes 


For  Rx  only: 

Tussirex  SF,  10  mg. 
Codeine/5  ml. 
Alcohol-Free 
Natural  Coloring 
See  PDR  pgs.  21  & 1960 
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“1  Do  Not  Want  To  Be  Resuscitated”:  A Case 
Report 


Case  Summary:  Mr  E.W.,  now  84 
years  old,  had  witnessed  the 
terrible,  slow  death  of  his  wife 
whose  brain  damage  had  been 
sustained  during  a resuscita- 
tion attempt  following  a heart 
attack.  This  experience  left  him 
convinced  that  it  should  not 
happen  to  him.  He  shared  his 
resolve  with  his  children  and 
personal  physician,  telling 
them  that  if  he  ever  had  cardiac 
arrest,  he  should  be  allowed  to 
die. 

In  May  of  1988,  because  of 
chest  pains,  Mr  E.W.  was  admit- 
ted to  a hospital  coronary  care 
unit.  He  told  his  attending  phy- 
sician that  should  his  condition 
deteriorate,  he  did  not  want  to 
be  resuscitated.  These  instruc- 
tions were  duly  entered  into  the 


Louise  S.  Kiessling,  MD 

The  case  of  Mr  E.W.  presents 
2 central  dilemmas.  First,  there 
is  the  issue  of  how  to  implement 
Mr  E.W.’s  desires.  He  has  cho- 
sen, during  a period  when  he  is 
totally  rational,  not  to  experi- 
ence what  he  has  observed  in 
his  wife,  namely  a slow,  debili- 


Louise  S.  Kiessling,  MD,  is  Pedia- 
trician-in-Chief  at  Memorial  Hos- 
pital of  Rhode  Island  and  a 
member  of  the  medical  faculty  at 
Brown  University,  Providence, 
Rhode  Island. 


August,  1990  — Vol.  73 
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patient’s  chart.  Three  days 
later,  he  developed  ventricular 
fibrillations  and  “a  nurse  ap- 
plied electrodes  to  his  chest  and 
revived  him,”  as  reported  in  the 
New  York  Times  of  March  18, 
1990. 

Mr  E.W.,  a deeply  religious 
man,  survived  the  episode  and 
now,  two  years  later,  lives  in  an 
Ohio  nursing  home  suffering 
from  an  array  of  neurologic  and 
cognitive  deficits  which  ap- 
peared immediately  after  the  re- 
suscitation procedure  of  May, 
1988.  He  is  presently  described 
as  deteriorating,  emotionally  er- 
ratic, abusive  and  paranoid.  He 
has  recently  brought  suit  in  the 
County  Court  for  “wrongful 
life,”  charging  the  hospital  with 
“negligence  for  failing  to  follow 


tated  life  of  suffering  which  took 
its  toll  on  her  and  her  family. 
This  is  a choice  supposedly 
available  to  most  of  us  in  hospi- 
tals which  provide  for  Do  Not 
Resuscitate  (DNR)  orders  or  im- 
plementation of  so-called  Living 
Wills  in  states  which  permit 
such  choices. 

Secondly,  there  is  the  issue  of 
whether  there  can  ever  be 
“wrongful  life.”  Is  it  possible 
morally  or  ethically  ever  to 
have  “wrongful  life?”  Isn’t  all  life 
sacred,  regardless  of  the  handi- 
cap? What  of  Schweitzer’s  Rev- 


his  instructions,  and  with  bat- 
tery for  giving  him  a jolt  of  elec- 
tricity without  his  authoriza- 
tion.” Mr  E.W.,  despite  his  cog- 
nitive problems,  is  deemed  to  be 
sufficiently  competent  to  sue. 


(Ed  Note:  In  May  of  1990  Mr  E.W. 
died  in  the  nursing  home  that  had 
been  his  residence  for  the  past 
two  years.  The  status  of  his  law 
suit  has  not  been  revealed  in  the 
newspapers.) 


erence  for  Life?  Aren’t  we  as 
members  of  the  helping  profes- 
sions bound  to  prolong  life? 
Nurses,  physicians,  hospitals  — 
we  all  see  ourselves  as  promot- 
ers of  treating,  healing,  curing. 
How  can  we  be  party  to  ending 
life  by  not  doing  all  that  is  in  our 
power  to  help  our  patients? 


ABBREVIATIONS  USED: 
CCU:  Coronary  Care  Unit 
DNR:  Do  Not  Resuscitate 
ICU:  Intensive  Care  Unit 
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If  we  believe  patients  have  the 
right  to  make  such  choices, 
then  we  as  the  medical  profes- 
sion must  find  ways  to  meet 
their  needs  without  violating  or, 
over  time,  lowering  our  own 
moral  and  ethical  standards. 

As  medical  personnel,  we 
have  often  entered  the  field  be- 
cause of  the  desire  to  help.  We 
are  trained  to  respond  to  the 
earliest  sign  of  an  emergency 
almost  by  reflex. 

How  are  we  to  deal  with  the 
patient’s  desire  not  to  be  resus- 
citated? We  need  clear  guide- 
lines developed  with  the 
patient,  family  and  staff.  The 
physicians  and  nurses  need  to 
work  out  with  the  patient  and 
family  what  specifically  the 
DNR  order  covers.  It  may  seem 
inappropriate  to  a nurse  in  an 
ICU  not  to  resuscitate  a patient 
who  is  alert,  rational,  and  fully 
in  control  of  his  senses  as  Mr 
E.W.  apparently  was  at  the  time 
of  the  ventricular  fibrillations. 


Reverend  Rebecca  L.  Spencer 


“Pastors  ought  ...  to  present 
death  clearly  and  to  nurture  the 
thought  of  death.  They  ought 
also  to  be  critical  of  the  medical- 
technical  death-ritual.  Since  we 
live  with  death,  we  ought  also  to 
think  of  it  while  living.  To  settle 
accounts,  to  draw  a balance,  is 


Reverend  Rebecca  L.  Spencer  is 
the  Senior  Minister  of  Central 
Congregational  Church,  Provi- 
dence, Rhode  Island. 
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The  staffs  of  ICUs  and  other 
medical  facilities  need  to  be  ed- 
ucated about  DNR  orders  and 
the  place  of  Living  Wills  in  med- 
ical care.  At  the  same  time,  med- 
ical personnel  need  to  be  free  to 
remove  themselves  from  cases 
where  they  feel  their  own  moral 
and  ethical  beliefs  may  be  com- 
promised. It  is  vitally  important 
that  we  not  be  forced  to  go 
against  our  own  standards,  lest 
we  lose  our  sense  of  the  value  of 
life. 


**ls  it  possible  morally  and 
ethically  ever  to  have 
* wrongful  life?*  ** 


1 find  the  idea  of  “wrongful  life” 
very  disturbing  as  a concept. 
Who  is  the  person  who  decides 
what  is  a wrongful  life?  What  are 
the  criteria?  Will  this  concept, 
for  example,  expose  the  very  el- 
derly to  non-intervention,  re- 


important and  useful.  The  pas- 
tors should  make  it  clear  that  it 
can  be  anyone’s  turn  next;  that 
everyone’s  turn  comes  at  some 
point;  that  to  prepare  oneself  is 
good.” 

Peter  Noll,  Swiss  law  profes- 
sor, son  of  a pastor,  wrote  those 
words  in  his  journal.  In  the  Face 
of  Death.  Learning  he  had  can- 
cer, he  “decided  to  refuse  treat- 
ment for  the  rapidly  developing 
disease,  feeling  it  would  only 


gardless  of  their  own  desires? 
On  the  other  hand,  resuscita- 
tion in  the  case  of  Mr  E.W.  re- 
sulted in  his  having  more  years 
of  suffering  than  he  might  have 
had.  He  has  seen  his  life  become 
what  he  abhorred.  It  seems  to 
me  the  charge  of  “negligence  for 
failing  to  follow  his 
instructions”  may  be  sustain- 
able, but  1 have  trouble  accept- 
ing the  charge  of  “battery” 
when  the  nurse  was  doing  what 
she  was  trained  to  do  and  be- 
lieved in. 

Whether  my  feelings  as  ex- 
pressed here  are  in  any  way  re- 
flective of  legal  precedent,  1 
don’t  know.  There  are  no  simple 
answers.  We  promise  to  “do  no 
harm,”  but  we  cannot  always 
prevent  suffering.  Is  it  our  obli- 
gation, however,  to  collaborate 
with  a patient  who  wishes  to 
end  his  or  her  own  suffering? 


deprive  him,  by  slow  degrees,  of 
his  liberty  and  integrity,  forcing 
upon  his  friends  and  family  the 
burden  of  making  choices  for 
him.” 

In  looking  at  the  case  of  E.W., 
the  central  dilemma  is  how  to 
define,  sustain  and  protect 
human  life  in  its  wholeness.  In 
analyzing  such  a dilemma,  each 
participant  in  the  event  must  be 
as  clear  as  possible  about  his  or 
her  personal  rules  of  conduct. 
Beyond  understanding  one’s 
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accepted  norms  and  values,  I 
mean  by  this  an  open  review  of 
our  past  decisions  and  a deter- 
mining from  these  actions  what 
our  rules  actually  are  and  have 
been.  Our  beliefs  are  revealed  in 
what  we  do,  and  we  need  to  be 
clear  about  what  values  are  at 
stake. 

Modern  medicine  with  its  new 
technologies  has  created  com- 
plex medical  dilemmas.  The  fi- 
nancial, societal  and  psycho- 
logical costs  of  extraordinary  life 
saving  procedures,  measure- 
ments of  the  quality  of  life,  one’s 
religious  convictions  over  the 
control  of  one’s  life,  personal  au- 
tonomy and  the  role  of  hospital 
staff,  the  Great  Commandment, 
“Thou  shalt  not  kill”  and  whether 
it  also  means  “Thou  shalt  prolong 
life”  — these  are  but  a few  of  the 
conflicting  values  and  princi- 
ples. 

The  goal  here  must  be  to  ana- 
lyze what  has  been  done  this 
I time  and  what  should  be  done 
‘ next  time.  Physicians,  clergy, 
patients,  hospital  staff  mem- 
bers, families,  all  must  recog- 
j nize  that  they  are  making  value 
i judgments,  and  that  these  may 
I collide.  Honest  review  of  the 
I principles  assumed  and  the  ac- 
tions taken  will  make  a differ- 
ence for  future  decisions. 

Next,  we  need  to  see  who  else 
' will  be  affected  by  the  decision. 

' A rigorous  respect  for  the  con- 
sequences must  be  nurtured  by 
all  concerned.  When  faced  with 
j a situation  such  as  this  where 
■ ethics  and  values  may  conflict, 

' it  also  is  important  to  be  hum- 
I ble!  Looking  back  at  our  past 
i actions  requires  us  to  see  what 
; we  have  actually  done  rather 
than  what  we  professed  we 
would  do  and  protects  us  from 
what  has  been  called  the  “ethi- 
cal superiority  of  the  unin- 
volved.” 

Whether  this  lawsuit  wins  or 
; loses  is  less  important  than  con- 
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sidering  the  question:  “Can  the 
patient’s  personal  decision 
override  ‘normal  medical  pro- 
cedures?’ ” His  convictions,  his 
desire  to  have  control  over  his 
life  and  death  are  in  some  sense 
at  odds  with  normal  medical 
practices.  Today’s  medical 
communities  must  continually 
assess  these  conflicting  claims. 

Measures  that  might  be  taken 
include  an  understanding  by  all 
concerned  that  professionals 
are  “tools”  to  be  used,  with  cer- 
tain limits,  by  their  constitu- 
ents. The  thorny  part  is  defining 
the  use  of  these  tools  and  deter- 
mining who  defines  these  limits. 
To  make  physicians  overly  fear- 
ful of  lawsuits  hampers  their 
professional  judgment  but  to  let 
patients  have  no  say  in  situa- 
tions where  values  collide  is 
dangerous.  Patients’  convic- 
tions will  at  times  conflict  with 
physicians’  personal  beliefs 
and  professional  obligations.  In 
those  situations,  the  patient’s 
considered  conviction  must  be 
honored. 


**In  a perfect  world,  hos- 
pitals would  he  such  model 
communities  that  each  pa- 
tient and  each  professional 
would  be  totally  aware  of 
the  commitments,  values 
and  constraints  of  the 
other.** 


In  a perfect  world,  hospitals 
would  be  such  model  communi- 
ties that  each  patient  and  each 
professional  would  be  totally 
aware  of  the  commitments,  val- 
ues and  constraints  of  the 
other.  In  such  ideal  circum- 
stances, communication  would 
have  no  gaps,  and  so  this  misun- 
derstanding or  non-under- 


standing  simply  would  not 
occur. 

Rules  need  to  be  set  forth  and 
followed  as  clearly  as  possible 
by  individuals  and  communi- 
ties. The  challenges  to  our  as- 
sumptions occur  when  rules 
collide.  This  opens  the  door  to 
new  ways  of  thinking  and  act- 
ing. We  must  make  decisions 
knowing  each  decision  is  the 
best  we  can  make  with  informa- 
tion available  at  the  present 
time  and  that  others  may  dis- 
agree, but  that  such  decisions 
and  events  are  a part  of  a pro- 
cess of  living  and  dying  in  com- 
munity. 

As  a pastor,  1 feel  strongly  that 
Peter  Noll’s  perspective  must 
be  lifted  up,  in  the  case  of  E.W. 
and  in  general.  There  is  no  event 
simultaneously  so  personal  and 
yet  so  public  as  one’s  death.  It 
is  our  task,  clergy  and  physi- 
cians working  together,  to  con- 
tinue to  delineate  just  how  we 
honor  the  life  and  death  of  per- 
sons in  our  care.  There  can  be 
no  universally  correct  maxim, 
only  individual  cases,  each 
thoughtfully  and  lovingly  evalu- 
ated with  the  best  professional 
expertise  possible  coupled  with 
open  communication  and  per- 
sonal commitment. 
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James  R.  McCartney,  MD 


Patients’  refusal  of  medical  or 
surgical  treatment  is  an  increas- 
ingly common  phenomenon  as 
patients  react  in  fear  to  imper- 
sonal hospitals.  The  technolog- 
ical explosion  prolongs  both  life 
and  dying.  At  times  physicians’ 
responses  to  this  challenge  of 
their  healing  or  helping  role  are 
extremely  negative.  The  unfor- 
tunate adversarial  role  which 
then  ensues  is  all  too  often  anti- 
thetical to  the  traditional  values 
of  medicine.  As  in  this  case,  le- 
galities begin  to  interfere  with 
medical  judgments.  Lawsuits, 
or  threats  of  suit,  real  or  imag- 
ined, begin  to  enter  into  the  de- 
cision tree. 

The  suit  occurred  here  be- 
cause Mr  E.W.  had  declared  his 
opposition  to  cardiac  resuscita- 
tion. Having  gone  through  the 
experience  with  his  wife,  he  saw 
resuscitation  as  cruel.  At  84  he 
wanted  to  preserve  some  con- 
trol over  his  destiny  by  express- 
ing his  wishes  before  the  time 
when  perhaps  he  could  not  do 
so.  Repeatedly  in  geriatric  psy- 
chiatry one  hears  patients  ex- 
press the  fear  that  autonomy  or 
control  will  be  lost.  One  be- 
comes convinced  that  auton- 
omy is  the  irreducible  core  of 
each  person’s  identity.  The  el- 
derly feel  strongly  that  when 
they  lose  the  power  to  deter- 
mine the  course  of  their  life, 
they  lose  that  which  makes  life 
worth  living.  Mr  E.W.  acted  on 
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personal  experience.  He  had 
not  read  the  recent  literature 
which  makes  it  painfully  clear 
that,  even  from  a medical  per- 
spective, resuscitation  is  a pro- 
cedure in  the  elderly  which 
needs  re-evaluation.  In  and  out 
of  nursing  homes  it  has  a yield 
of  any  quality  as  low  as  11%.' 
Furthermore,  as  clarified  in 
Murphy  & Murray  in  1989, 
tragic  sequelae  are  all  too  com- 
mon.^ There  are  medical  rea- 
sons for  questioning  the 
efficacy  of  CPR  on  the  elderly. 


. it  [is ] painfully  clear 
that,  even  from  a medical 
perspective,  resuscitation  is 
a procedure  in  the  elderly 
that  needs  reevaluation.** 


Beyond  these  medical  rea- 
sons for  questioning  the  nurse’s 
actions  in  the  case  of  Mr  E.W. 
are  the  even  more  basic  ethical 
considerations.  E.J.  CasselP  has 
said  that  the  primary  role  of 
medicine  is  the  restoration  of 
autonomy.  Is  medicine  ever  jus- 
tified in  wresting  autonomy 
away  from  the  patient  in  the  in- 
terest of  prolongation  of  life? 
Acting  on  the  principle  that  pro- 
longation of  life  is  basic  to  med- 
ical care,  the  nurse  in  the  case 
of  Mr  E.W.  initiated  resuscita- 
tion. She  apparently  forgot  the 
instructions  entered  into  the 
chart.  Courts  have  firmly  estab- 
lished the  right  by  patients  to 
establish  a “code  status.’’  It 
does  appear  that  many  physi- 
cians and  nurses  still  are  unsure 
of  this  “right”  and  feel  a conflict 


with  the  value  of  preservation 
of  life,  at  any  cost,  financial  or 
personal. 

In  order  to  prevent  such  a 
tragic  violation  of  a patient’s  ap- 
parent competent  instruction, 
it  is  clear  that  conversation  be- 
tween patient,  physician,  and 
treatment  team  is  necessary. 
Management  and  acceptance  of 
treatment  refusal  is  totally  de- 
pendent on  the  establishment 
of  understanding  by  exploring 
the  meaning  of  the  refusal.''  The 
central  dilemma  of  whether 
treatment  refusal  is  suicide  or  a 
competent  choice  can  only  be 
resolved  by  such  exploration. 
This  is  too  often  avoided  in  our 
increasingly  impersonal  health 
care  system. ^ The  tragedy  is  not 
just  the  outcome,  but  the  fact 
that  a patient’s  expressed 
wishes  were  ignored.  Profes- 
sional license  is  not  license  to 
violate  choice.  A better  out- 
come would  not  change  this  es- 
sential reality. 
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Rabbi  Leslie  Y.  Gutterman 


I expect  that  Mr  E.W.  is  destined 
to  endure  his  existence  rather 
than  anticipate  release  or  com- 
pensation. Here  is  a dramatic 
example  where  a patient’s  de- 
sire to  retain  control  crashes 
through  one  of  the  gaping  holes 
in  the  technological  safety  net 
designed  in  good  faith  to  pre- 
serve life.  The  dramatist’s  rhe- 
torical cry,  “Whose  life  is  it 
anyway?”  and  the  physician’s 
lament  that  her  range  of  respon- 
sible choices  is  limited  are  part 
of  a rising  Greek  Chorus  giving 
voice  to  the  growing  tragedy  of 
lives  saved  that  end  up  ruined. 

There  are,  of  course,  many 
men  and  women  whose  sad 
plight  resonates  to  the  phrase 
“wrongful  life.”  Any  clergyper- 
son  has  encountered  the  home- 
less, the  abandoned,  those  in 
despair,  and  those  who  have 
lost  their  way  in  the  world. 

I Some  such  souls  might  even  say 
1 Mr  E.W.’s  life  is  a kind  of  meta- 
! phor  of  the  rage  they  feel  for  the 
' unfairness  they  experience, 
j More  than  once  have  I heard: 
i “Living  hurts.  Death  has  got  to 
! be  better  than  this!”  It  is  hard  to 
I counter  such  an  argument. 
I George  Santayana  was  right: 
i “That  life  is  worth  living  is  the 
i|  most  necessary  of  assumptions 
|l  and  were  it  not  assumed,  the 
most  impossible  of  conclu- 
sions.” 

I don’t  know  how  to  convince 
someone  that  their  humanity  is 
r of  essential  worth  any  more 
r than  I can  explain  the  mystery 
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of  those  whose  spirits  have 
transcended  the  same  physical 
and  emotional  burdens  that 
make  the  Mr  E.W.s  of  the  world 
want  to  end  it  all.  In  fact,  care- 
givers have  witnessed  many 
cases  of  drastic  illness  where 
miraculously  hope  and  meaning 
were  salvaged  and  a sense  of 
personal  integrity  maintained 
even  in  the  face  of  impending 
doom. 


are  not  always  the  best 
judges  of  the  worth  of  life. 
From  my  faith  perspective 
there  is  a special  abhor- 
rence when  a society  judges 
which  impoverished  lives 
indeed  do  deserve  to  be 
over.** 


The  judgment  that  one’s  life 
does  not  have  enough  quality  to 
be  maintained  is  so  subjective 
that  often  one  does  not  take  into 
account  the  desires  of  others.  A 
colleague  reports  the  following: 
A few  years  ago  a woman  came 
to  my  office.  Her  mother,  a 
proud  and  vain  woman  in  her 
mid-70s  had  taken  an  overdose 
of  sleeping  pills.  She  had  feared 
aging  — what  she  called  the  loss 
of  the  quality  of  life.  The  woman 
was  distraught.  “Mother  never 
trusted  me.  1 wanted  so  much  to 
bring  her  into  our  home.  I 
wanted  to  support  her  as  she 
had  supported  me.  She  never 
gave  me  a chance.  There  was  so 
much  I wanted  to  talk  about 
with  her,  so  much  we  could 
have  done  and  now  all  this  is 


denied  me.  She  never  trusted 
me.” 

We  are  not  always  the  best 
judge  of  the  worth  of  our  life. 
From  my  faith  perspective 
there  is  special  abhorrence 
when  a society  judges  which  im- 
poverished lives  indeed  do  de- 
serve to  be  over.  The  ashes  of 
the  Holocaust  are  still  mixed 
with  tears  of  our  generation 
that  silently  witnessed  a de- 
monic Nazi  bureaucracy  decree 
who  should  live  and  who  should 
die. 

More  to  the  point  of  this  case 
summary,  many  of  us  do  have 
opinions  about  how  we  want  to 
die.  Regrettably  few  express 
those  feelings  in  the  form  of  a 
Durable  Power  of  Attorney. 
And,  of  course,  a covenant  of 
trust  with  a caring  physician  is 
what  we  expect  will  ultimately 
determine  how  we  will  be 
guided  and  guarded  through 
our  final  rite  of  passage.  What  is 
frightening  about  Mr  E.W.’s  ex- 
perience is  that  it  is  a stark  re- 
minder of  the  vagaries  that 
cause  the  terms  of  that  cove- 
nant to  be  violated.  What  hap- 
pens if  we  are  rushed  to  a 
strange  emergency  room?  Who 
will  read  instructions,  who  will 
review  records? 

The  legal  system  offers  no  an- 
swers. We  depend  on  the  medi- 
cal profession  to  begin  asking 
the  right  questions  so  that  our 
legitimate  rights  to  dignity  can 
emerge  from  a calculus  of  com- 
peting claims. 
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Albert  S.  Most,  MD 


This  patient’s  law  suit  is  consis- 
tent with  our  society’s  pen- 
chant for  seeking  redress  of 
wrongs  through  litigation.  The 
competent  patient  has  the  right 
to  refuse  any  therapy.  The 
health  care  provider  has  an  ob- 
ligation not  to  impose  a therapy 
against  the  patient’s  will.  In  that 
context  and  the  fact  that  the 
therapy  “saved  his  life”  is  irrel- 
evant. Or  is  it? 

If  the  “life-saving”  therapy 
was  administered  inadver- 
tently, the  suit  heads  in  one  di- 
rection; if  administered 
knowingly  against  his  will  but 
out  of  an  employee’s  con- 
science, the  suit  leads  in  a 
slightly  different  direction. 
These  facts  could  be  important 
but  are  not  the  central  issue  for 
discussion. 

The  problems  in  this  case 
open  many  confusing  doors  for 
the  courts  and  the  health  care 
providers. 

Since  a hospital  staff  has  been 
trained  to  save  lives  whenever 
possible,  directions  to  the  con- 
trary run  against  the  grain.  “Do 
not  resuscitate”  orders  are  not 
uncommon  and  are  respected. 
The  patient’s  medical  condition 
is  usually  well  recognized  as  the 
justification  for  the  DNR  order. 
Where  the  wish  to  not  be  resus- 
citated is  based  less  on  the 
patient’s  current  condition  and 
more  on  fear  of  a future  out- 
come, the  staff  is  less  likely  to 
be  “tuned  in.”  In  the  current 
case,  did  “ventricular  fibril- 
lations” constitute  a deterio- 
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rated  condition  or  merely  a 
readily  reversible  arrhythmia? 
An  otherwise  stable  patient  de- 
veloping “ventricular  fibril- 
lations” is  a prime  candidate  for 
salvage  and,  if  residing  in  a CCU, 
is  especially  prime.  Failure  of 
CCU  staff  to  let  a patient  die, 
with  interventional  equipment 
immediately  available,  is  under- 
standable. The  patient’s  unsat- 
isfactory outcome  was  difficult 
to  predict. 

The  patient’s  (claimant’s)  life 
is  now  a potential  source  of 
damages  (not  his  death).  Since 
the  life  can  be  modified  or 
ended  (unlike  a “wrongful 
death”),  the  claimants  future 
health  and  related  health  issues 
take  on  complex  significance. 


**ls  a person  leading  a 
* wrongful  life*  any  different 
from  a person  leading  any 
other  life?  Are  those  sub- 
sequently providing  care 
extending  a ‘wrongful  life*? 
Are  those  denying  care  as- 
sisting the  patient  in 
achieving  his  initial  de- 
sire?** 


On  the  surface,  there  is  a sim- 
ple issue  of  failure  to  carry  out 
legally-binding  instructions. 
Under  the  surface  are  many  is- 
sues regarding  life,  health  care 
delivery  and  litigation  which 
are  tortured  and  complex.  Is  a 
person  leading  a “wrongful  life” 
any  different  from  a person 
leading  any  other  life?  Are  those 
subsequently  providing  care 
extending  a “wrongful  life?”  Are 
those  denying  care  assisting 


the  patient  in  achieving  his  ini- 
tial desire? 

Who  is  legally  and  financially 
responsible  for  this  patient’s  fu- 
ture care?  Is  the  life-saver  (hos- 
pital, nurse,  etc)  now  liable  for 
costs  (and  complications)  at- 
tendant to  any  future  treatment 
aimed  at  improving  his  condi- 
tion? Has  the  patient  become 
their  dependent  since  his  “life” 
is  now  on  their  economic  con- 
science? 

There  is  little  question  that  an 
individual’s  explicit  wishes 
were  circumvented  and  that  he 
has  suffered.  The  question  at 
issue  is  whether  the  act  of  “sav- 
ing his  life”  is  any  different  than 
the  violation  of  any  other  agree- 
ment. 

If  his  physician  appeared  on 
the  scene  shortly  after  defibril- 
lation, would  he/she  have  been 
obligated  to  turn  off  assist  de- 
vices in  order  to  bring  the  situ- 
ation into  closer  compliance 
with  the  patient’s  wishes? 

When  one  enters  the  health 
care  system,  it  should  be  recog- 
nized that  it  is  a system  heavily 
weighted  toward  saving  lives 
and  treating  illness.  To  expect 
such  a system  to  function  as 
well  in  reverse  is  an  unrealistic 
expectation.  The  patient’s 
rights  should  not  be  reduced  in 
this  setting.  Legal  remedy  is  still 
his  right.  The  court,  however, 
should  recognize  the  nature  of 
the  health  care  system  and 
modify  the  expectation  that  all 
patient  wishes  can  be  complied 
with  to  their  satisfaction  in  such 
a system. 

Similarly,  patients  must  be 
made  to  understand  the  limita- 
tion inherent  in  such  requests. 
The  physician  must  assume 
this  educational  role  when  car- 
ing for  such  a patient. 
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Medical  / Infectious  Waste  Disposal  Service 


Servicing  the  smallest  to  the  largest  medical  waste  generator 

V J 


Selected  by  the 

Rhode  Island  Medical  Society 

Statewide  Physicians  Group  Purchasing  Program 


0 


^Safe  Way 

Disposal  Systems,  Inc. 


Call  us  to  discuss  all  your 
special  waste  disposal  needs 

(401)  331-  7823 

90  Industrial  Park  Road  Middletown,  CT  06457 
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Rhode  Island 
Computerized 
Imaging,  Inc. 

Cat  Scan  Facility 
401  *751 -11 10 

weekdays 
7 am  - 5 pm 


• Evening  appointments  for  contrast  studies 

• Medicare,  Ocean  State 

Rhode  Island  Blue  Cross/Blue  Shield  approved 

• Board  Certified  Radiologist 


Located  in:  Atwood  Medical  Center 
Suite  LL3 

1524  Atwood  Avenue 
Johnston,  Rl  02919 


/f 


From  High  Chair  to  High  School: 
A Generation  at  Risk 


This  fall  Governor  Ekiward  D.  DlPrete  will  sp>onsor 
a conference  which  will  focus  on  youth  at  risk  for 
alcohol  cind  other  drug  abuse.  The  message  Is  one 
of  hope,  offering  a fresh  approach  and  concrete 
things  you  can  do  at  home,  In  schools.  In  the 
community  as  well  as  In  therapy,  counseling  or 
treatment. 

Keynote  Address: 

Steven  Wolin,  M.D. 

George  Washington  University  Medical  School 
Center  for  Family  Research 
"The  Importance  of  Building  Healthy  Family  Rituals." 

Date:  September  14,  1990 

Time:  8:30  a.m.  - 3:30  p.m. 

Lx)catlon:  Holiday  Inn  at  the  Crossings 
Warwick,  Rhode  Island 


The  conference  Is  free.  For  more  Information  call 
Jan  Torres  464-2191  or  Patricia  Borges  464-3312. 


OB/GYN 
NEW  YORK 

32-member  multi-specialty  group  adding 
third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year,  6- 
figure  salary,  four  weeks’  vacation,  other 
benefits.  Call: 

Wanda  M.  Parker 
Sr.  Associate 
E.G.  Todd  Associates,  Inc. 

535  Fifth  Avenue,  Suite  1100 
New  York,  NY  10017 

Toll  Free:  (800)221-4762 
Collect:  (212)599-6200 


FOR  SALE 


Very  spacious  home  with  separate 
professional  office  building  and  ample 
parking  space  on  one  acre  estate  off 
Post  Road. 

WARWICK/EAST  GREENWICH  LINE 

3.5  miles  from  Kent  County  Hospital. 
Easy  walking  distance  to  Yacht  Club. 

884-2354 
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‘‘Am  I My  Brother’s  Keeper?”:  A Case  Study 


Case  Report:  A young  woman 
physician  works  in  a large  and 
j busy  municipal  hospital,  em- 
j ployed  as  a resident  physician 
i in  internal  medicine.  In  the 
■ course  of  her  work  she  inadver- 
' tently  punctures  her  skin  with 
an  intravenous  needle  contami- 
; nated  with  the  HIV  virus,  the 
causative  agent  of  AIDS.  She  im- 
; mediately  notifies  the  hospital 
i administration  and  she  is  peri- 
odically tested  for  serologic 
i conversion.  Within  a short  time 
I she  is  sero-positive  for  HIV  in- 
l|  fection  and  later  develops  the 
i signs  and  symptoms  of  active 
I AIDS.  She  now  sues  the  city,  the 
i municipal  hospital  and  some  of 
its  physicians  for  large  sums  of 
! money. 

j ♦  *  * * 

This  case  and  its  moral  ramifi- 
cations formed  the  basis  for  an 
evening  discussion  before  the 
combined  congregations  of  St 


Nancy  H.  Gewirtz,  PhD 

An  equally  compelling  question 
is,  “Why  are  we  having  this  dis- 
cussion?” Surely,  as  an  enlight- 
ened society  we  have  come  to 
some  consensus  about  this 
issue.  Yet,  one  only  needs  to 
take  a look  at  US  social  policy  to 
recognize  that  conflict  over  this 
question  has  simply  never  been 
resolved.  While,  we  as  a nation. 


5 Nancy  M.  Gewirtz,  PhD,  is  Chair 

* of  the  Master  of  Social  Work  Pro- 
\ gram  at  Rhode  Island  College, 
i Providence,  Rhode  Island. 


Martin’s  Episcopal  Church  (Rev 
D.  Burke),  Central  Congrega- 
tional Church  (Rev  R.  Spencer) 
and  Temple  Beth  El  (Rabbi  L. 
Gutterman).  The  discussions 
were  conducted  by  Professor 
Gewirtz  and  Drs  Fretwell  and 
Scott.  Their  commentaries  fol- 
low. 

The  case  was  placed  within 
the  framework  of  the  first  book 
of  Moses,  called  Genesis,  which 
tells  of  the  birth  of  Cain,  a tiller 
of  the  ground,  and  later  his 
brother  Abel,  a keeper  of  sheep. 
And  when  the  Lord  regarded 
Abel’s  offerings  more  favorably 
than  his,  Cain  became  angry. 
Cain  said  to  his  brother:  “Let  us 
go  out  into  the  field,”  and  there 
he  slew  Abel.  Then  the  Lord  said 
to  Cain:  “Where  is  Abel,  your 
brother?”  Cain  replied,  “1  do  not 
know.  Am  1 my  brother’s 
keeper?” 

The  discussants  were  asked  to 
consider  the  current  case  as 


take  our  Judeo-Christian  heri- 
tage to  heart;  that  is,  we  do  be- 
lieve we  have  some  moral 
responsibility  to  care  for  each 
other,  we  also  are  equally  com- 
mitted to  the  value  that,  “God 
helps  those  that  help  them- 
selves.” The  notion  of  individ- 
ual responsibility  for  success  or 
failure  is  firmly  entrenched  in 
the  Protestant  work  ethic  and 
our  culture.  As  such,  histori- 
cally, most  of  our  societal  at- 
tempts to  deal  with  health  and 
welfare  problems  have  been 
compromises  that  attempt  to 


an  extension  of  the  question, 
“Am  1 my  brother’s  keeper?” 
Furthermore,  they  were  asked 
to  consider  some  corollary 
questions:  “Am  1 my  brother’s 
only  keeper?”  And  how  do  1 
reckon  my  share  of  this  respon- 
sibility? “Am  1 my  neighbor’s 
keeper?”  But  what  if  my  neigh- 
bor wants  no  keeper?  Are  there 
rules  to  tell  me  when  to  be  com- 
mitted and  when  to  be  indiffer- 
ent to  another’s  plight?  “Am  1 
the  stranger’s  keeper?”  “Am  1 
my  own  keeper?”  And  ulti- 
mately, who  is  the  keeper,  who 
is  responsible  for  this  physician 
now  infected  with  the  virus  of 
AIDS? 


address  both  of  these  conflict- 
ing value  positions,  resulting  in 
a halting,  fragmented  and 
largely  ineffective  response.  Un- 
like our  neighbor  to  the  north, 
and  most  other  industrialized 
nations,  we  do  not  have  a com- 
prehensive health  care  system 
that  provides  access  to  all.  We 
know,  for  example,  that  37  mil- 
lion Americans  have  no  form  of 


ABBREVIATIONS  USED: 
AIDS:  Acquired  Immune  Defi- 
ciencyDisease 
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health  insurance.  Unlike,  Can- 
ada, Sweden,  and  France,  we 
also  do  not  have  a comprehen- 
sive family  policy  that  provides 
on-going  supports  such  as  day 
care,  family  allowances,  paren- 
tal leave  and  on  and  on.  The 
question  of  societal  vs.  individ- 
ual responsibility  remains  con- 
troversial and  a deterrent  to 
effective  policy. 

Where  does  this  ambivalence 
leave  us  when  we  are  con- 
fronted with  AIDS,  an  epidemic 
with  political,  social  and  cul- 
tural meanings  that  go  way  be- 
yond the  disease  itself?  It  leaves 
us  on  a battleground  of  high- 
pitched  moral  debate  over 
whether  we  as  a society  are 
“our  brother’s  keeper,”  instead 
of  addressing  the  dire  public 
health  consequences  of  this  dis- 
ease for  us  all.  No  matter  how 
much  we  attempt  to  respond  to 
this  epidemic  by  making  moral- 
istic judgements  about  people’s 
behavior,  the  reality  is  we  can- 
not be  separated  from  each 
other.  Society  is  a series  of  rela- 
tionships that  make  up  the  fab- 
ric of  our  existence.  Never  has 
this  been  clearer  than  it  is  with 
AIDS. 

A brief  look  at  some  examples 
of  these  inter-relationships  will 
help  us  understand  why  we  will 
fare  far  worse  than  necessary 
with  this  disease  if  we  continue 
to  attempt  to  polarize  the  issue 
into  a moralistic  “we-they”  sce- 
nario. First  of  all,  the  Dr  Prego 
case  can  be  viewed  not  just  as 
one  individual’s  tragedy.  This 
situation  has  been  viewed  by 
some  as  a labor-management 
issue.  If,  as  the  recent  settle- 
ment suggests,  the  hospital  has 
been  negligent  in  providing  ap- 
propriate education,  proce- 
dures and  equipment  to  protect 
its  workers,  what  can  be  con- 
cluded? Was  it  the  individual 
worker’s  fault?  Clearly,  not  en- 
tirely. Why  then  has  the  hospi- 


tal not  done  a better  job?  Many 
have  argued  that  the  health 
care  system  has  been  very  slow 
to  react  to  this  epidemic  pri- 
marily because  of  a disdain  and 
fear  of  those  who  have  initially 
suffered  the  most.  Clearly,  gay 
men,  drug  users  and  blacks  are 
not  this  nation’s  favorite  citi- 
zens. But  then  an  “innocent” 
victim,  a Dr  Prego  or  a hemo- 
philiac child,  who  receives  an 
AIDS-infected  injection,  con- 
tracts AIDS  and  now  we  wonder 
why  the  health  care  system  did 
not  take  better  care  of  these 
worthy  workers  and  patients.  If 
we  continue  to  conceptualize 
AIDS  as  caused  by  individual  im- 
moral behavior,  rather  than  as 
a communicable  disease,  at- 
tempts to  protect  health  care 
workers  as  well  as  all  Ameri- 
cans will  be  hampered  by  a lack 
of  funds  and  commitment. 


‘*Who  then  is  to  decide  ad- 
diction to  illegal  drugs  is  a 
moral  issue  and  not  a dis- 
ease beyond  the  control  of 
the  individual?** 


And  what  of  the  legal  relation- 
ships and  responsibilities  in 
this  case?  Dr  Prego  and  her  law- 
yers appear  to  have  won.  New 
York  City  must  now  pay  them 
over  a million  dollars.  Clearly, 
the  individual  interests  of  the 
client  and  lawyers  have  been 
served,  but  what  of  the  public 
good?  Clearly,  Dr  Prego  and  her 
family  should  be  compensated 
for  a life  tragically  cut  short 
since  culpability  appears  to 
have  been  determined.  But  are 
these  million  dollar  individual 
awards  actually  contributing  to 
the  problem?  If  society  does  not 
like  spending  money  for  AIDS 
treatment  of  gay  men  and  drug 


addicts,  what  about  the  grow- 
ing number  of  children  with 
AIDS,  or  unsuspecting  sexual 
partners  who  get  AIDS?  How 
many  of  these  people  could 
New  York  City  help  with  a mil- 
lion dollars?  How  much  preven- 
tion could  be  provided  with 
that  kind  of  money?  The  law- 
yers, plaintiffs  and  defendants 
in  the  Dr  Prego  case  were  not 
engaging  in  the  resolution  of  a 
private,  individual  trouble,  for 
the  outcome  has  a significant 
impact  on  the  prevention  and 
treatment  services  that  may  be 
available  for  all  New  Yorkers. 

And  what  about  the  economic 
relationships  which  contribute 
to  the  spread  of  AIDS?  Is  the  use 
of  intravenous  drugs,  and  the 
subsequent  sharing  of  needles 
which  transport  the  disease,  to- 
tally the  responsibility  of  the  in- 
dividual? Our  national  leaders 
in  politics  and  business  want  us 
to  view  drug  use  as  a morally 
reprehensible  individual  act. 
But  where  do  the  drugs  come 
from?  Illegal  drugs  are  a big 
business  and  we  do  not  have  to 
look  further  than  Noriega  to 
find  that  when  it  has  been  useful 
for  the  United  States,  these 
same  politicians  and  financial 
entrepreneurs  find  themselves 
in  “the”  business.  And  while 
AIDS  appears  to  be  stabilizing 
itself  in  the  gay  community,  it  is 
running  rampant  in  the  inner 
city  minority  communities, 
where  poverty,  discrimination 
and  despair  make  the  residents 
easy  prey  for  the  drug  business. 
The  Secretary  of  the  Depart- 
ment of  Health  and  Human  Ser- 
vices thought  R.J.  Reynold’s 
marketing  of  “Uptown”  ciga- 
rettes to  blacks  was  simply  im- 
moral. How  different  is  that 
than  the  marketing  of  illicit 
drugs  in  the  very  same  neigh- 
borhoods? The  economic  bene- 
fits reaped  from  drugs  are  not 
realized  by  the  average  intrave- 
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nous  drug  user  but  rather,  as  we 
have  learned  through  many  re- 
cent exposes,  by  powerful  polit- 
ical and  business  interests. 
Perhaps  public  policy  should 
dictate  that  all  those  people 
who  directly  or  indirectly  bene- 
fit from  the  drug  business 
should  not  be  provided  treat- 
ment if  they  become  ill,  because 
of  their  immoral  behavior. 

Finally,  what  about  the  rela- 
tionships between  people  in  a 
pluralistic  society  such  as  ours? 
Who  is  to  determine  which  indi- 
vidual behaviors  are  morally  ac- 
ceptable? Who,  for  example,  is 
to  decide  that  homosexuality  is 
immoral?  The  American  Psy- 
chological Society  used  to  view 
homosexuality  as  deviant,  not 
any  longer.  It  used  to  be  that 
some  thought  it  was  immoral 
, for  women  to  work  outside  of 
the  home.  Now,  we’ve  changed 
our  minds.  Similarly,  alcohol- 
ism used  to  be  viewed  as  im- 
; moral  behavior.  Now  it  is 
; viewed  as  a disease.  Who  then 
is  to  decide  addiction  to  illegal 
drugs  is  a moral  issue  and  not  a 
disease  beyond  the  control  of 
I the  individual?  Some  of  these 

1 


I Marsha  D.  Fretwell,  MD 


■ This  essay  is  written  in  re- 
, sponse  to  a recent  event  in  the 
i!  history  of  the  profession  of 
I medicine;  a staff  physician  has 

! 

' Marsha  D.  Fretwell,  MD,  is  in 
1 charge  of  the  geriatrics  program 
^ at  Roger  Williams  General  Hospi- 
tal and  a member  of  the  medical 
. faculty  at  Brown  University,  Prov- 
1 idence,  Rhode  Island. 
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changes  in  attitudes  have  come 
about  because  we  have  learned 
that  these  moralistic  ap- 
proaches are  not  helpful  to  the 
individuals  involved  nor  to  the 
society  as  a whole.  Tragically, 
these  same  kinds  of  moral  judg- 
ments about  sexuality  and  drug 
use  have  curtailed  the  imple- 
mentation of  the  two  most  effec- 
tive and  efficient  approaches  to 
slowing  the  spread  of  AIDS  that 
are  presently  available  to  us.  Ex- 
plicit sex  education,  has  been 
rejected  by  many  because  it  is 
viewed  as  encouraging  sexuality 
in  general  and  homosexuality, 
specifically.  According  to  the  US 
Office  of  Technology  Assess- 
ment, in  1986  the  Communica- 
ble Disease  Center  had  only  $25 
million  available  for  education 
but  3 times  that  amount  was 
needed  for  the  program  to  be 
effective.  Free  needle  exchange 
programs,  to  curb  the  spread  of 
the  disease  have  similarly  been 
dismissed  as  condoning  drug 
use.  Clearly,  trying  to  curb  the 
spread  of  AIDS  by  stressing  the 
need  to  control  individual  moral- 
ity has  failed  as  a public  health 
measure.  The  sad  reality  is 


brought  a lawsuit  for  a very 
large  amount  of  money  against 
the  hospital  where  she,  in  the 
process  of  delivering  direct 
care  to  a patient,  contracted  the 
AIDS  virus.  The  focus  has  been 
shaped  by  the  question,  “Am  I 
my  brother’s  keeper?’’,  the  title 
of  the  meeting  in  which  1 first 
addressed  this  topic.  I respond 
to  this  question  and  the  recent 
event  from  my  viewpoint  as  a 


that  probably  everyone  of  us 
knows  somebody  with  AIDS.  We 
cannot  control  the  spread  of 
this  disease  by  trying  to  con- 
vince ourselves  that  it  is  not  our 
problem.  For  no  matter  how 
hard  we  want  to  cry  out, 
“They,”  “them,”  “those  people 
have  a self-inflicted  disease  and 
are  getting  what  they  deserve,” 
this  is  an  epidemic  that  can  kill 
anyone  and  if  we  continue  to 
approach  it  as  an  individual  fail- 
ing of  those  people  and  not  a 
societal  responsibility,  we  will 
continue  inadvertently  to  con- 
tribute to  the  spread  of  that 
which  we  are  trying  to  avoid.  It 
is  not  just  bad  grammar  in  a 
democratic  society,  but  a pre- 
scription for  disaster,  to  think 
we  can  survive  without  a com- 
mitment to  “we.”  We  can  try 
and  point  our  fingers  and  de- 
clare this  is  their  fault  because 
of  their  immoral  lifestyle,  but 
like  it  or  not  we  are  all  con- 
nected in  a fundamental  series 
of  relationships.  If  we  are  to  sur- 
vive this  epidemic,  we  must  all 
be  each  others’  keeper. 


physician  who  cares  primarily 
for  older  patients  in  the  Ameri- 
can health  care  system  of  the 
1990s.  I am  specific  about  this 
viewpoint  because,  as  a physi- 
cian who  speaks  prospectively 
with  her  patients  about  their  de- 
sires about  managing  their 
death,  1 practice  a style  of  med- 
icine that  is  mainly  nontechno- 
logical  and  perhaps  resembles 
the  practice  of  physicians  of  the 
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1950s  or  1960s  more  closely 
than  the  highly  specialized  and 
technologically  oriented  prac- 
tice of  physicians  today.  My 
focus  on  frail  older  patients  has 
“protected”  me  then,  not  only 
from  an  excessive  involvement 
in  technology,  but  also  from  the 
situation  of  caring  for  individu- 
als whose  diseases  are  conta- 
gious as  well  as  life-threatening. 

Although  disseminated  tuber- 
culosis was  still  a frightening  re- 
ality in  my  residency,  personal 
safety  in  my  practice  today  pre- 
vents me  from  being  able  to 
truly  share  the  experience  of 
the  staff  physician  described  in 
the  opening  sentence.  Addition- 
ally, my  research  investigations 
suggest  that  the  process  of 
treating  acute  illnesses  of  frail, 
older  patients  in  the  hospital 
may  actually  cause  a decline  in 
their  physical,  emotional,  and 
cognitive  function;  a finding 
that  has  cooled  my  enthusiasm 
about  the  medical  applications 
of  technology  and  has  dis- 
tanced me  somewhat  from  the 
high  costs  and  financially 
driven  structure  of  our  health 
care  system.  As  1 have  sought 
other  solutions  to  improve 
health  outcomes  for  older  pa- 
tients and  to  prevent  the  harm 
of  our  current  system  of  care,  1 
find  myself  rediscovering  ap- 
proaches to  patient  assessment 
and  care  that  1 would  now  de- 
scribe as  the  art  of  medicine. 
These  include:  the  essential 
role  of  the  healing  relationship, 
the  power  of  the  physician’s  in- 
tuitive cognition,  the  impor- 
tance of  the  family  as  a model 
for  caregiving  and  nurturing  the 
vulnerable  in  our  society  and 
finally,  an  understanding  of  the 
frailty  of  human  nature  in  the 
face  of  perverse  incentives. 

Am  I my  brother’s  keeper? 
Certainly,  within  the  traditional 
values  of  the  profession  of  med- 
icine there  is  a place  for  caring 


for  one’s  brother,  regardless  of 
one’s  perception  of  his  value. 
Cain  asked  this  question  of 
Yahwah,  after  he  had  slain  his 
brother  out  of  resentment,  jeal- 
ousy and  anger.  Abel  was  the 
light  of  life  for  his  parents  and 
apparently,  also  for  Yahwah. 
The  story  of  Cain  and  Abel  is  the 
story  of  human  nature  with  its 
potential  for  hate  and  love, 
death  and  life  or  evil  and  good 
to  exist  within  the  same  human 
being.  Likewise,  within  the  pro- 
fession of  medicine,  there  exists 
the  potential  for  using  our  in- 
creasing knowledge  for  both 
good  and  evil.  Technology  is 
merely  a concrete  or  material 
extension  of  our  knowledge  and 
as  such  may  be  used  in  good 
and  useful  ways  or  in  painful, 
degrading  ways.  Because  tech- 
nology appears  to  always  repre- 
sent progress  or  hope  and  its 
application  is  more  easily  quan- 
tified than  applications  of  the 
art  of  medicine,  our  focus  on  the 
specialized  and  technical  as- 
pects of  medical  research  and 
care  have  overwhelmed  and  al- 
most obscured  the  interper- 
sonal and  healing  nature  of  the 
profession. 

The  most  insidious  effect,  I 
think,  of  the  current  trends  in 
the  structure  and  practice  of 
the  medical  profession  is  the 
separateness  and  lack  of  genu- 
ine intepersonal  involvement  or 
connectedness  that  pervades 
the  day-to-day  activities  of  the 
profession.  Not  only  does  this 
separateness  undermine  the 
patient-doctor  relationship,  but 
it  also  stresses  the  doctor-hos- 
pital relationship,  perhaps  lead- 
ing to  communication  barriers 
and  lawsuits.  Is  there  and 
should  there  be  a difference  be- 
tween the  environments  of  pa- 
tient care  and  industry?  Is  the 
stick  of  a needle  from  an  ill  pa- 
tient similar  to  a low-back  injury 
or  being  struck  by  a piece  of 


poorly  maintained  machinery? 
These  are  important  but  sec- 
ondary questions  that  arise  as 
we  pursue  the  fiscal  or  free  mar- 
ket approach  to  containing 
health  care  costs  further  and 
further  without  ever  discuss- 
ing, as  a society,  the  basic  ques- 
tion: Who  do  we  want 

physicians  to  be?  Should  they 
be  caretakers  or  technicians? 


**That  (Hippocratic) 
oath  marks  the  original 
commitment  of  the  med- 
ical profession  to  use  its 
healing  powers  only  for 
the  good  of  the  patient 
and  explicitly  acknowl- 
edges that  these  powers 
could  be  used  for 
harm.** 


To  me,  it  is  the  healing  rela- 
tionship formed  by  two  individ- 
uals, one  with  a problem  or  a 
pain  and  the  other  with  a capac- 
ity for  empathy  and  the  courage 
to  apply  it,  that  defines  the  orig- 
inal core  out  of  which  our  cur- 
rent medical  profession  has 
evolved.  Healers  are  and  have 
been  present  in  all  cultures 
throughout  history.  The  Hippo- 
cratic oath  represented  one  im- 
portant transition  as  the 
profession  of  medicine  has  dif- 
ferentiated and  has  evolved 
away  from  other  types  of  heal- 
ers. That  oath  marks  the  origi- 
nal commitment  of  the  medical 
profession  to  use  its  healing 
powers  only  for  the  good  of  the 
patient  and  explicitly  acknowl- 
edges that  these  powers  could 
be  used  for  harm.  Here  we  may 
view  the  situation  of  Abel  and 
Cain  as  a representation  of  the 
potential  in  the  profession  to 
bring  both  good  and  harm  to 
patients.  From  this  point  of 
view,  however,  the  behavior  is 
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channelled  exclusively  toward 
good  by  clearly  stated  profes- 
sional values.  What  are  the  val- 
ues of  our  profession  today? 
How  strong  are  the  professional 
ties  and  collegial  relationships? 
How  far  off  center  can  the  car- 
ing or  healing  relationship  be 
moved  by  financial  concerns 

i 


I 

i 

I 

I H.  Denman  Scott,  MD 


Am  1 my  brother’s  keeper?  We 
are  asked  to  take  this  ancient 
and  haunting  biblical  question 
and  apply  it  to  our  modern  con- 
text. We  are  asked  to  consider 
what  is  society’s  responsibility 
to  persons  whose  risky  behav- 
ior invites,  but  does  not  guaran- 
tee, premature  illness  and 
death.  Framed  another  way, 
should  people  who  smoke,  en- 
gage in  dangerous  sex,  indulge 
in  a fatty  diet,  and  fail  to  exer- 
cise regularly  pay  a financial 
surcharge  for  their  bad  habits? 
Should  they  be  subject  to  social 
sanctions?  We  hear  an  increas- 
ing number  of  calls  for  such  ac- 
tion. I find  myself  troubled  by 
such  proposals.  Several  per- 
plexing questions  come  to 
mind: 

1.  By  imposing  charges  and 
sanctions,  are  we  inappro- 
priately blaming  the  victims 
of  terrible  suffering  and  dis- 
ease? Is  it  bad  to  do  so? 


“ H.  Denman  Scott,  MD,  is  Director 
of  Health  of  the  State  of  Rhode 
Island  and  a member  of  the  med- 
ical faculty  at  Brown  University, 
Providence,  Rhode  Island. 
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without  destroying  the  profes- 
sion? The  patient  and  the  biol- 
ogy of  human  health  and 
disease  is  the  centering  force  for 
medicine.  It  is  through  responsi- 
ble, yet  caring  relationships 
with  ordinary,  frail,  vulnerable 
and  perhaps  personally  threat- 
ening patients  that  the  art  and 


2.  What  do  we  do  about  per- 
sons who  die  suddenly,  per- 
haps prematurely,  but  who 
impose  no  cost  to  society  by 
way  of  medical  and  rehabili- 
tative care?  Should  their  es- 
tate get  a rebate  on  the 
individual’s  “bad  habit’’ 
fees? 

3.  What  do  we  do  about  people 
who  escape  the  conse- 
quences of  bad  habits?  At  a 
recent  state  house  reception 
for  centenarians  1 met  a lady 
of  107,  who  upon  lighting  up 
a cigarette,  asked  if  I would 
advise  her  to  quit  smoking,  a 
habit  she  had  pursued  for  no 
less  than  75  years! 

4.  What  do  we  say  to  people 
who  live  an  impeccably 
healthy  life,  but  develop  can- 
cer or  some  other  disease 
prematurely?  Should  they 
get  a special  bonus  for  bad 
luck? 

To  extend  our  thinking  on 
these  questions  it  is  instructive 
to  consider  the  risks  of  dying 
that  occur  among  smoking  and 
non-smoking  men.  Table  1 out- 
lines what  will  happen  to  2 co- 
horts of  35  year  old  men.'  In 


science  of  medicine  are  best 
brought  into  balance.  We  must 
be  our  brother’s  keepers,  for  it 
is  through  this  mutual  relation- 
ship that  we  confront  and  ac- 
cept our  own  frailty  and  thereby 
remain  in  connection  with  the 
universe  of  all  human  beings. 


each  age  interval  (young  middle 
age,  middle  age,  and  elderly) 
the  smokers  suffer  consider- 
able excess  mortality.  The  abso- 
lute risk  of  dying  is  much  less 
among  the  young  than  the  old. 
However,  the  relative  risk  of 
dying  is  greatest  among  the 
young,  3.1,  compared  to  the  old, 
1.3.  Overall,  many  more  non- 
smokers,  563,  survive  to  the 
ninth  decade  than  smokers, 
301.  Not  to  be  overlooked  in  this 
good  news  for  non-smokers,  is 
the  bad  news  that  non-smokers 
still  die  in  fairly  large  numbers 
prior  to  the  age  of  80. 

Woody  Allen  has  noted  that 
dying  is  a good  way  to  save 
money.  In  this  vein  should  we, 
rather  than  penalizing  the 
smokers,  consider  instead  re- 
warding smokers  who  “check 
out”  before  age  80?  By  dying 
earlier  than  they  otherwise 
might,  these  people  reduce  the 
call  on  Social  Security  trust 
funds  and  reduce  the  numbers 
of  persons  who  develop  the  se- 
rious disabilities  of  great  age 
such  as  Alzheimer’s  disease. 

Another  aspect  of  the  ques- 
tion needs  discussion.  Are 
some  people  more  likely  to  pur- 
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sue  a healthy  lifestyle  than  oth- 
ers, and  if  so,  what  are  some  of 

the  reasons  for  these  differ- 
ences? Three  come  to  mind: 

1.  Education  and  economic 
well-being  provide  the  basis 
for  a comfortable  and  inter- 
esting life,  one  which  is 
worth  living.  Persons  in  such 
circumstances  usually  look 
forward  to  long  life  and  are 
willing  to  abstain  from  smok- 
ing, to  follow  a proper  diet, 
pursue  regular  exercise,  etc 
in  order  to  reduce  their  risks 
of  premature  illness  and 
death. 

2.  Genetic  predisposition  to 
addiction  makes  some  peo- 
ple more  vulnerable  than 
others  to  becoming  habitual 
users  of  a variety  of  addic- 
tive substances  from  to- 
bacco to  cocaine.  Most  of  us 
have  observed  individuals 
who  could  smoke  one  ciga- 
rette a day  and  never  feel  the 
need  for  any  more.  We  have 
also  seen  many  others  who 
rapidly  assume  a pack  per 
day  habit.  Concerning  alco- 
hol, there  are  many  family 
studies  which  show  that  var- 
ious members  from  one  gen- 
eration to  another  fall  victim 
to  obsessive  alcohol  use. 
Many  scientific  questions  in 
this  area  are  currently  being 
pursued  and  have  promise 
for  elucidating  the  physio- 
logic basis  for  addiction  and 
for  developing  treatments. 
We  must  not  lose  sight  of  the 
point  that  a person’s  genes 
probably  play  an  important 
role  in  whether  he/she  goes 
from  rare  experimentation 
to  compulsive  use. 

3.  The  cultural  and  religious 
environment  into  which  one 
is  born  also  has  a powerful 
influence  on  a person’s  fu- 
ture lifestyle.  In  many  tradi- 
tions, it  is  wrong  to  smoke,  to 
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Table  1 

1000 

1000 

Deaths 

Smokers 

Non-Smokers 

Excess 

Relative 

Between 

Age  35 

Age  35 

Deaths 

Risk 

35-50 

55 

18 

37 

3.1 

50-65 

223 

94 

129 

2.4 

65-80 

421 

315 

106 

L2 

Total 

699 

427 

272 

1.6 

Source:  VR  Fuchs: 

HEALTH  AFFAIRS,  Winter  1983,  2(4). 

p.  56-69. 

drink  alcohol,  to  be  sexually 
permissive.  For  young  peo- 
ple who  embrace  the  tradi- 
tion and  follow  its  dictates, 
we  have  powerful  evidence 
that  they  will  experience  less 
illness  and  premature  death. 
With  its  high  proportion  of 
Mormons,  we  have  recently 
learned  that  Utah  has  smok- 
ing related  health  costs  of 
$45  per  capita  which  are  al- 
most 5 times  lower  than  the 
$240  per  capita  which  we 
pay  in  Rhode  Island. ^ 

In  my  judgment  it  is  hard  to 
hold  persons  responsible  for 
the  genes  they  are  born  with,  or 
the  tradition  (or  lack  of  tradi- 
tion) they  are  born  into.  We  also 
have  no  choice  in  whether  we 
are  born  to  well-to-do  or  poor 
parents.  As  we  grow  and  ma- 
ture, more  responsibility  prop- 
erly devolves  to  the  individual. 
However,  there  is  a fair  amount 
of  luck  at  play  in  the  beginning 
of  our  lives  which  can  deter- 
mine whether  we  will  pursue,  or 
will  not  pursue,  the  healthy  life. 

What  policies  should  we  pur- 
sue to  promote  a healthy  life?  Of 
first  importance  is  a sustained 
commitment  to  combat  igno- 
rance and  poverty.  These  two 
forces  blot  out  a vision  of  a 
promising  future  and  invite  peo- 
ple to  live  for  the  momentary 
pleasure  of  the  here  and  now. 
As  part  of  our  educational  ef- 
forts, we  need  to  augment  our 
health  education  in  our  schools 


and  work  to  create  a social  cli- 
mate which  discourages  smok- 
ing, alcohol,  drugs  and  indiscri- 
minant sex,  and  encourages  re- 
spect for  others,  proper  diet,  and 
vigorous  exercise. 


**These  two  forces  (of  ig- 
norance and  poverty)  blot 
out  a vision  of  a promising 
future  and  invite  people  to 
live  for  the  momentary 
pleasure  of  the  here  and 
now” 


We  should  encourage  and 
support  the  basic  research 
which  will  unravel  the  physio- 
logic basis  of  addictive  disor- 
ders and  lead  to  innovative 
therapies. 

We  must  be  very  mindful  of 
the  many  cultural  and  religious 
traditions  present  in  America. 
Some  will  have  very  strict  codes 
of  conduct  which  will  promote 
health;  others  will  be  a good 
deal  more  permissive  in  how 
legal  substances  such  as  to- 
bacco and  alcohol  are  used. 
Some  tolerance  of  unhealthy 
habits  is  essential  if  we  are  to 
help  people  cope  with  them  and 
overcome  them.  Returning  to 
an  era  of  prohibition  is  not 
going  to  be  any  more  successful 
now  than  it  was  in  the  past. 

As  a society  I believe  we  have 
a fundamental  obligation  to 
care  for  sick  people  with  sensi- 
tivity and  without  judgment.  In 
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short,  1 believe  we  are  our 
brother’s  and  sister’s  keepers, 
especially  those  who,  for  what- 
ever reasons,  indulge  in  danger- 
ous habits. 
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CUNICAL IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 
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RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 
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Ethical  Issues  at  the  End  of  Life 


David  A.  Ames,  DMin 


The  pillars  of  our  western 
society  (erected  during  the 
Enlightenment)  are  crum- 
bling. 


CASE  A: 

Janet  Adkins,  age  54,  a resident  of 
Portland,  Oregon,  wife  and  mother 
of  3 sons,  had  Alzheimer’s  disease, 
which  had  progressed  to  a point 
where  she  could  no  longer  enjoy 
“reading,  literature  and  music  — 
the  things  she  loved  most.”  She 
traveled  to  Oakland  County,  Michi- 
gan to  commit  suicide  with  a de- 
vice built  by  Dr  Jack  Kevorkian.  In 
his  1968  VW  van,  Janet  Adkins  was 
attached  to  a heart  monitor  and 
then  an  intravenous  tube  was  put 
into  her  arm. 

The  tube  first  delivered  a saline 
solution.  Mrs  Adkins  then  pressed 
a button  that  injected  thiopental,  a 
coma-inducing  drug,  followed  mo- 
ments later  by  potassium  chloride, 
which  stops  the  heart  within  min- 
utes. She  was  unconscious  in  25 
seconds,  and  died  in  5 or  6 minutes. 

This  story  raises  several  ques- 
tions. I will  ask  only  two  of  them: 
Is  it  ethically  defensible  for  a 
person  to  end  his  or  her  life  by 
suicide  when  confronted  with 


Dauis  A.  Ames,  DMin,  is  Episco- 
pal Chaplain  to  Brown  University 
i and  Rhode  Island  School  of  De- 
sign. He  also  serves  on  the 
) boards  of  Hospice  Care  of  Rhode 
' Island,  Interfaith  Health  Care 
Ministries  and  Planned  Parent- 
hood of  Rhode  Island. 
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an  incurable  degenerative  dis- 
ease? Should  death  be  aided  or 
assisted  in  an  active  manner  by 
physicians? 

CASE  B: 

Three  months  ago,  on  March 
18th,  the  New  York  Times  carried  a 
story  about  Edward  Winter,  an  84- 
year-old  man  from  Cincinnati, 
Ohio,  who  2 years  ago  witnessed 
the  slow,  agonizing  death  of  his 
wife  of  55  years,  who  had  suffered 
brain  damage  after  shock  resusci- 
tation from  a heart  attack.  This  ex- 
perience left  him  convinced  that 
nothing  like  this  would  happen  to 
him.  He  shared  his  resolve  with  his 
children  and  personal  physician, 
telling  them  that  if  he  ever  had  car- 
diac arrest,  he  should  be  allowed  to 
die.  One  of  his  daughters  describes 
her  father  as  a “pretty  staunch 
Catholic.” 

A few  months  later,  in  May,  1988, 
Mr  Winter,  because  of  chest  pains, 
was  admitted  to  a hospital  coro- 
nary care  unit.  He  told  his  attend- 
ing physician  that  should  his 
condition  deteriorate,  he  did  not 
want  to  be  resuscitated.  A “Do  Not 
Resuscitate”  order  was  entered 
into  the  patient’s  chart.  Three  days 
later,  he  developed  ventricular  fi- 
brillations that  signal  sudden 
death,  and  a nurse  applied  elec- 
trodes to  his  chest  and  revived 
him. 

Two  days  after  he  was  revived, 
Mr  Winter  suffered  a debilitating 


stroke.  He  is  now,  two  years  later, 
partly  paralyzed,  suffering  from  an 
array  of  neurologic  and  cognitive 
deficits,  and  largely  confined  to  his 
bed  in  a nursing  home.  He  is  de- 
scribed as  deteriorating,  emotion- 
ally erratic,  abusive  and  paranoid. 
A few  months  ago  he  filed  suit  in 
the  Hamilton  County  Court  of  Com- 
mon Pleas  for  “wrongful  life,” 
charging  the  hospital  with  “negli- 
gence for  failing  to  follow  his  in- 
structions, and  with  battery  for 
giving  him  a jolt  of  electricity  with- 
out his  authorization.” 

In  some  ways  Edward 
Winter’s  situation  is  the  oppo- 
site of  Janet  Adkins’.  How  is 
“wrongful  life,”  as  a result  of  the 
use  of  medical  technology 
against  patients’  wishes,  an 
issue  for  ethics?  What  about  the 
cost?  Not  only  in  terms  of  Mr 
Winter’s  deteriorating  condi- 
tion, but  in  terms  of  dollars  and 
economics?  His  medical  bills 
now  total  about  $100,000  and 
are  still  rising,  and  his  life  sav- 
ings are  just  about  depleted. 
How  is  justice  served  in  a situa- 
tion of  this  kind? 

In  order  to  address  the  issues 
raised  by  these  2 cases,  1 wish 
first  to  say  something  about  the 
context  in  which  we  are  living 
today.  1 will  then  venture  some 
remarks  about  3 areas  of  con- 
cern: economics  as  an  ethical 
issue;  the  ethics  of  death;  and 
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justice  as  an  ethical  principle. 

The  Postmodern  Context 

We  are  living  today  in  the  early 
stages  of  an  era  which  philoso- 
phers refer  to  as  postmodern.  In 
this  early  stage,  the  pillars  of 
our  western  society  are  crum- 
bling. These  were  erected  dur- 
ing the  Enlightenment,  and,  as 
Diogenes  Allen,  professor  of 
Philosophy  at  Princeton,  points 
out,  their  breakdown  is  evident 
in  a number  of  areas.  Allen  cites 
4 areas': 

First,  “it  can  no  longer  be 
claimed  that  we  live  in  a self 
contained  universe.”  The  sta- 
tus of  the  universe  and  our 
place  in  it  have  not  been  settled 
by  science  and  philosophy.  It  is 
again  meaningful  to  ask,  “why 
does  the  universe,  this  one  or 
any  universe  at  all,  exist?”  What 
is  the  meaning  and  purpose  of 
human  life?  “We  have  the  op- 
portunity and  the  task  of  turn- 
ing people  into  seekers,  . . . with 
the  confidence  that  if  one  seeks 
one  is  likely  to  find.” 


A second  breakdown  is  the 
“failure  to  find  a basis  for  moral- 
ity and  society.”  The  Enlighten- 
ment tried  “to  base  morality 
and  society  on  reason”  alone, 
“rather  than  on  religion.”  It 
tried  to  show  that  “moral  be- 
havior is  objective  and  not  a 
matter  of  individual  choice,  nor 
relative  to  a society.”  Today, 
traditional  morality  is  bank- 
rupt, and  “we  find  ourselves  in 
the  time  of  the  Judges,  in  which 
each  person  does  what  is  right 
in  his  or  her  own  sight.”  Per- 
haps this  explains  why  a Janet 
Adkins  and  a Dr  Kevorkian  did 
as  they  did  last  week,  or  why  a 
nurse  resuscitates  a patient 
against  his  wishes,  or  why  ques- 
tions about  abortion,  euthana- 
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sia,  capital  punishment,  religion 
and  school  prayer  are  politically 
and  socially  so  divisive. 

“The  third  pillar  of  the  En- 
lightenment is  belief  in  inevita- 
ble progress.”  You  might  recall 
the  advertising  motto  of  Gen- 
eral Electric:  “Progress  is  our 
most  important  product.”  Well, 
GE  doesn’t  use  that  any  longer. 
Part  of  the  optimism  of  this  be- 
lief was  founded  on  the  convic- 
tion that  education  and  science 
would  “free  us  from  social 
bondage  and  from  nature’s 
bondage.  But  there  is  now  in- 
creasing concern  that  educa- 
tion and  social  reform  may  not 
be  enough,”  and  many  are  puz- 
zled about  what  else  is  needed. 
When  we  look  around  us  at  the 
way  we  as  a society  tolerate 
poverty  and  spend  our  energy 
instead  on  band-aid  ap- 
proaches to  drug  control,  crime 
control,  gun  control  and  scape- 
goat those  things  which  make  a 
difference  for  the  good  of  the 
common-weal  — for  example, 
equal  opportunity  and  ade- 
quate health  care  for  everyone 
— we  can  see  where  the  pieces 
of  our  puzzlement  are  scat- 
tered. 

A fourth  breaking  pillar  is  the 
“assumption  that  knowledge” 
(which  today  gets  confused 
with  information)  “is  inherently 
good.”  We  are  “increasingly 
aware  that  there  is  no  inherent 
connection  between  knowledge 
and  its  beneficial  use.”  Note  the 
destructive  power  of  nuclear 
weapons  and  the  abuses  of  ge- 
netic engineering.  Knowledge 
carries  with  it  power  both  for 
good  and  ill. 

On  the  positive  side,  much  of 
what  we  have  learned  because 
of  the  Enlightenment  is  benefi- 
cial. I am  convinced  we  are  bet- 
ter off  because  science  and 
philosophy  have  not  answered 
all  the  questions  about  life.  If  we 
knew  the  answers,  life  could  be- 


come rather  monotonous  or 
boring.  And,  although  tradi- 
tional morality  is  bankrupt,  we 
are  in  the  midst  of  an  opportu- 
nity to  fashion  new  moral  and 
ethical  foundations  which  can 
support  a more  diverse  and  plu- 
ralistic society  and  respond  to 
the  growing  interdependence  of 
our  global  village.  Inevitable 
progress  brought  us  to  the 
brink  of  environmental  disas- 
ter. It  remains  to  be  seen 
whether  we  have  gone  too  far  or 
whether  we  can  reverse  the  pro- 
cesses of  planetary  destruction 
so  directly  linked  to  the  name  of 
progress. 


. . . we  are  in  the  midst  of 
an  opportunity  to  fashion 
new  moral  and  ethical 
foundations  which  can  sup- 
port a more  diverse  and 
pluralistic  society  and  re- 
spond to  the  growing  inter- 
dependence of  our  global 
village. 


Economics  as  an  Ethical  Issue: 

The  issue  of  economics  must  be 
addressed  at  two  levels:  the 
micro  level  and  the  macro  level. 
Janet  Adkins  and  Edward  Win- 
ter represent  the  micro  level  of 
economics.  Janet  Adkins,  we 
are  told,  was  concerned  about 
the  quality  of  her  life  more  than 
the  matter  of  how  long  she 
lived.  I have  not  seen  a discus- 
sion of  her  concern  for  paying 
for  treatment  and  care  during 
the  course  of  a debilitating  dis- 
ease, which  could  last  for  10 
years,  but  one  might  question 
whether  it  played  a role  in  her 
decision.  It  is  clearly  a factor  in 
Edward  Winter’s  case;  his  life’s 
savings  are  nearly  depleted. 

At  the  macro  level,  our  society 
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is  questioning  whether  health 
care  can  or  should  be  limited  on 
the  basis  of  economic  consider- 
ations. A group  called  Families 
United  for  Senior  Action  is  seek- 
ing national  legislation  to  estab- 
lish a system  of  social  security 
for  long  term  care.  They  point 
out  that  50%  of  persons  65  and 
older  will  spend  some  time  in  a 
nursing  home,  that  the  average 
cost  of  a nursing  home  is  now 
about  $30,000  a year,  and  that 
almost  half  of  all  senior  citizens 
living  alone  will  spend  down 
their  income  and  assets  to  the 
poverty  level  after  only  13 
weeks  in  a nursing  home.  Ed- 
ward Winter’s  situation  is  a case 
in  point. 

Part  of  the  reason  for  the  bur- 
geoning numbers  of  people 
needing  long  term  care  due  to 
chronic  conditions  is  that  med- 
ical progress  has  given  us  a life- 
saving technology  that  often 
leaves  people  chronically  ill  or 
with  a poor  quality  of  life.  Daniel 
Callahan,  director  of  the  Has- 
tings Center,  has  argued  for  a 
principle  of  symmetry:  “A  tech- 
nology should  be  judged  by  its 
likelihood  of  enhancing  a good 
balance  between  the  extension 
and  saving  of  life  and  the  quality 
of  life. ”2  The  uses  of  technology, 
like  CPR  in  hospitals,  for  exam- 
ple, should  be  balanced  by 
weighing  the  promise  of  a good, 
long-term  outcome  with  the 
lowest  general  cost,  including 
personal  cost  to  the  patient  and 
family  as  well  as  economic  and 
social  cost. 

It  is  interesting  to  note  that 
the  state  of  Oregon,  Janet 
Adkins’  home  state,  passed  leg- 
islation this  year  to  address  this 
very  problem.  The  Oregon 
model  is  based  upon  several 
principles: 

(1)  There  must  be  universal  ac- 
cess for  the  state’s  citizens 
to  a basic  level  of  health 


care. 

(2)  There  must  be  a process  to 
determine  what  constitutes 
a “basic”  level  of  care. 

(3)  The  criteria  used  in  this 
process  must  be  publicly 
debated,  must  reflect  social 
values,  and  must  consider 
the  common  good  of  soci- 
ety. 

(4)  It  is  the  obligation  of  soci- 
ety to  provide  sufficient  re- 
sources to  finance  a basic 
level  of  care  for  those  who 
cannot  pay  for  it  them- 
selves. 

(5)  The  health  care  distribu- 
tion system  must  offer  in- 
centives to  use  those 
services  and  procedures 
which  are  effective  and  ap- 
propriate rather  than  those 
which  are  of  marginal  or  un- 
proven benefit. 

(6)  The  distribution  system 
must  avoid  creating  incen- 
tives for  overtreatment. 

(7)  Funding  must  be  explicit 
and  the  system  must  be 
economically  sustainable. 

(8)  Allocations  for  health  care 
must  be  part  of  a broader 
allocation  policy  which  rec- 
ognizes that  health  can 
only  be  maintained  if  in- 
vestments in  a number  of 
related  areas  are  bal- 
anced. ^ 

I think  that  these  principles 
are  laudable  and  are  worthy  of 
national  debate.  One  of  the 
major  problems  is  that  we  do 
not  have  a comprehensive  na- 
tional plan  for  addressing  the 
social,  educational,  nutritional 
and  health  needs  of  our  citi- 
zens. It  is  a clear  sign  of  moral 
bankruptcy  that  we  do  not  use 
our  tremendous  wealth  to  feed 
the  hungry  or  to  provide  ade- 
quate housing  for  the  poor. 
With  the  ending  of  the  Cold  War 
and  with  greater  international 
cooperation,  we  in  this  country 


now  have  an  opportunity  to 
build  a comprehensive  pro- 
gram that  will  rebuild  our  infra- 
structure and  respond  to  the 
social  and  health  care  needs  of 
all  our  people.  We  must  recog- 
nize that  we  cannot  do  every- 
thing; there  are  limits.  But  we 
can  do  much  better  for  more 
people  if  we  establish  an  agenda 
of  national  priority  and  develop 
a comprehensive  plan  similar  to 
that  of  the  Oregon  model. 


One  of  the  major  problems 
is  that  we  do  not  have  a 
comprehensive  national 
plan  for  addressing  the  so- 
cial, educational,  nutri- 
tional and  health  needs  of 
our  citizens. 


The  Ethics  of  Death 

One  of  the  reasons  for  the  need 
for  hospice  care  in  this  country 
is  that  ours  is  a death-denying 
culture.  Although  1 assume  that 
most  schools  of  nursing  include 
courses  about  managing  and 
caring  for  dying  patients,  1 am 
confident  that  the  majority  of 
medical  schools  do  not  include 
courses  on  death  and  dying  in 
the  curricula,  and  if  they  do, 
they  are  most  likely  elective 
courses  and  are  not  required. 
We  do  everything  possible  to 
prolong  life,  and  we  often  do  not 
provide  adequate  pain  medica- 
tion in  fear  that  the  overuse  of 
narcotics  would  kill  a patient 
before  his  or  her  terminal  dis- 
ease would.  Charles  Meyer,  the 
Assistant  Vice  President  for  Pa- 
tient Services  at  St  David’s  Com- 
munity Hospital  in  Austin, 
Texas,  suggests  a number  of 
cultural  myths  about  death 
which  are  frequently  impedi- 
ments to  good  decision  making 
at  the  end  of  life,  here  are  some 
excerpts  from  them: 
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1 . Only  old  people  die.  “This 
myth  can  result  in  young  people 
being  subjected  to  extraordi- 
nary efforts  from  intubation  to 
chemotherapy  just  because 
they  are  young,  or  old  persons 
prematurely  being  denied  fur- 
ther treatment  because  they 
are  old.”  The  fact  is  that  “peo- 
ple of  all  ages  die.” 

2.  Medicine  can  cure  every- 
thing. “The  myth  persists  . . . 
that  drugs,  medical  technology, 
and  their  physician  purveyors 
can  prevent  or  cure”  just  about 
everything. 

3.  Life  is  always  the  highest 
value.  We  have  often  heard  that 
what  is  at  issue  is  the  fact  of  life 
itself,  and  we  seem  to  forget 
that  in  almost  every  religious 
system  longevity  of  life  is  not 
nearly  as  important  as  “the  vir- 
tues of  love,  faithfulness,  for- 
giveness and  compassion.”  It  is 
here  that  Janet  Adkins  may 
have  something  to  teach  us  just 
as  Edward  Winter  does. 

4.  Money  should  not  be  a con- 
sideration. We  have  already  dis- 
cussed this  in  our  consideration 
of  economics  as  an  ethical  issue. 

5.  Death  is  evil.  Death  means 
failure.  Many  people  continue 
to  see  illness  as  “ punishment 
from  a wrathful  God.”  The  point 
is  that  “sickness  and  death 
have  no  moral  value,  they  are 
amoral  occurrences.”  AIDS, 
cancer,  heart  disease,  Alz- 
heimer’s, and  all  the  others, 
have  nothing  to  do  with  good  or 
evil,  right  or  wrong,  reward  or 
punishment.  The  death  rate  has 
always  been  and  remains  100%. 
What  is  good  or  bad  about 
death  is  the  manner  in  which  we 
respond  to  it. 

6.  Where  there's  life  there's 
hope.  This  myth  is  simply  un- 
true. Often,  “where  there  is  life 
there  is  the  opposite  of  hope  — 
agony,  fear,  excruciating  pain, 
anger,  frustration,  loneliness, 
despair.  . . . Hope  embraces 


and  affirms  both  life  and  death 
as  parts  of  a greater  whole  of 
existence.  Hope  sees  life  as  a 
mystery  to  be  lived,  and  death 
as  part  of  that  mystery.” 


What  is  good  or  bad 
about  death  is  the  man- 
ner in  which  we  respond 
to  it. 


7.  Suffering  is  redemptive. 
While  it  is  sometimes  an  “occa- 
sion for  the  healing  of  memo- 
ries, relationships,  hurts,  fears 
or  guilt,  . . . suffering  is  also 
often  the  occasion  for  un- 
quenchable bitterness,  debili- 
tating despair,  collapse  of  faith, 
and  disintegration  of  person- 
hood.  . . . Related  to  illness,  suf- 
fering is  as  amoral  as  the  virus, 
bacteria  or  bodily  condition 
that  is  its  cause.” 

8.  You  don't  die  until  your  num- 
ber comes  up.  “This  myth  re- 
duces God  to  the  clerk  in  the 
deli  section  of  the  local  super- 
market.” It  says  that  we  should 
not  “make  life  support  deci- 
sions because  the  patient  will 
die  when  God  is  ready.  . . . Peo- 
ple generally  choose  the  time  of 
their  deaths.  They  die  around 
anniversaries,  birthdays,  holi- 
days; and  they  often  wait  to  die 
until  their  loved  ones  leave  the 
room.” 

^.Pulling  the  plug  is  sui- 
cide/murder. Withdrawing  hy- 
dration, nutrition  or  respira- 
tory maintenance  is  suicide,  or 
murder,  and  is  therefore  inhu- 
mane, cruel  and  immoral.  The 
underlying  assumption  here  is 
that  “to  take  control  over  one’s 
death”  or  to  administer  palliative 
drugs  only  “is  to  usurp  the  power 
and  prerogative  of  a higher  au- 
thority, an  all-controlling  God.” 
However,  “not  to  decide  is  to  de- 


cide.” We  need  to  learn  more 
about  how  we  should  be  respon- 
sible for  others  as  we  would  have 
them  be  responsible  and  caring 
for  ourselves.'* 

Kenneth  Vaux,  professor  of 
ethics  in  medicine  at  the  Univer- 
sity of  Illinois,  reminds  us  that 
“our  moral  heritage  condones 
mercy  in  the  face  of  suffering, 
courage  in  the  face  of  uncer- 
tainty, and  forgiveness  in  the 
face  of  tragic  extremes. Vaux 
quotes  Pierre  Teilhard  de 
Chardin:  “We  must  struggle 
against  death  with  all  our  force, 
for  it  is  our  fundamental  duty  as 
living  creatures.  But  when  by 
virtue  of  a state  of  things,  death 
takes  us,  we  must  experience 
that  paroxysm  of  faith  in  life 
that  causes  us  to  abandon  our- 
selves to  death  as  to  a falling 
into  a greater  life.”® 

The  reason  that  Janet  Adkin’s 
death  received  such  prominent 
attention  is  that  many  remain 
unpersuaded  that  her  struggle 
against  death  was  completed, 
except  on  her  own  terms.  She 
was  still  functioning  rather  well, 
and  might  well  have  exercised 
the  option  of  a durable  power  of 
attorney  or  a living  will  so  that 
medical  and  life  supporting 
treatment  could  be  withheld 
when  she  became  incompetent 
to  make  decisions  for  herself. 
Furthermore,  Dr.  Kevorkian,  in 
assisting  her  suicide  so  readily, 
was  in  violation  of  a basic  tenet 
of  his  profession.  As  a physi- 
cian, at  least  in  this  particular 
relationship  with  a patient,  he  is 
perched  on  the  slide  of  life’s 
slipperiest  slope. 

Edward  Winter’s  case  is  much 
clearer.  His  suit  charges  the 
hospital  with  negligence  and 
battery  for  giving  him  treatment 
without  his  authorization.  The 
hospital,  in  its  defense,  claims 
that  saving  a life  can  never  be 
considered  an  injury  subject  to 
compensation.  It  seems  appar- 
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ent  that  the  hospital,  for  what- 
ever reason,  failed  to  honor  the 
DNR  order  agreed  to  by  the  pa- 
tient and  his  attending  physi- 
cian. 

Justice  as  2ui  Ethical  Principle 

Finally,  what  does  justice  re- 
quire? One  of  the  problems  of 
our  postmodern  culture  is  that 
we,  for  lack  of  moral  imagina- 
tion, have  come  to  rely  on  that 
which  is  legal  as  the  basis  for 
what  is  right.  If  the  law  permits 
something,  it  is  ok.  And,  if  there 
is  no  law  to  take  care  of  a social 
or  even  a personal  situation, 
let’s  make  one.  Our  society  is 
more  litigious  than  ever,  and  as 
a consequence  we  are  less 
trusting  of  one  another  and  also 
of  life. 


One  of  the  problems  of  our 
postmodern  culture  is  that 
we,  for  lack  of  moral  imag- 
ination, have  come  to  rely 
on  that  which  is  legal  as  the 
basis  for  what  is  right. 


Most  of  the  recent  discus- 
sions about  justice  have  fo- 
cused on  what  1 would  call 
Enlightenment  justice.  Justice 
is  referred  to  as  “distributive,” 
or  “procedural,”  or  “substan- 
tive.” Distributive  justice  is 
about  a fair,  if  not  equitable,  dis- 
tribution of  burdens  and  bene- 
fits goods  and  evils, 
throughout  society.  Procedural 
justice  has  to  do  with  contracts 
and  with  due  process.  If  one  is 
wronged,  the  wrong  can  be  cor- 
rected or  compensated  for 
through  due  process.  The  as- 
sumption seems  to  be  that  mon- 
etary compensation  can 
somehow  “right”  an  injury.  Sub- 
stantive justice  quantifies  jus- 
tice so  that  each  person  will 


receive  a level  deemed  by  soci- 
ety to  be  adequate.  In  every 
case,  justice  is  reduced  to  a 
commodity,  or  an  entity  which 
is  subject  to  some  kind  of  for- 
mula for  allocation. 

During  the  past  20  years  the 
profession  of  medicine,  medical 
ethicists,  and  philosophers  of 
medicine  have  made  the  princi- 
ple of  autonomy,  or  self-deter- 
mination, or  individual  rights, 
the  basic  value  for  decisions  in 
health  care.  The  courts  have 
generally  supported  this  in 
their  opinions,  usually  on  ap- 
peal, affecting  the  withdrawal 
or  withholding  of  treatment.^ 
This  seems  to  be  the  way  that 
justice  is  served  or  done.  It  has 
also  been  argued  that  hospitals 
“must  remain  flexible  enough  to 
honor  the  competent  wishes  of 
their  patients  without  forcing 
them  to  return  home  or  engag- 
ing in  ‘ethical  dumping’  by 
transferring  them  to  other  insti- 
tutions.” ^ 

I wish  to  suggest,  and  I ask  you 
to  consider,  that  as  noble  and 
well  intentioned  as  is  the  em- 
phasis on  individual  rights,  this 
view  is  in  keeping  with  the  En- 
lightenment philosophy.  It  is  a 
view  that  is  inadequate  for  this 
postmodern  era.  It  suggests 
that  “anything  goes”  and  re- 
flects another  failure  of  moral- 
ity. The  bottom  line  is  not 
rights,  self-determination  or  au- 
tonomy. We  live  in  communi- 
ties. We  are  members  of 
families,  churches  and  syna- 
gogues, neighborhoods,  cities, 
states,  a nation.  As  members  of 
communities  we  have  a claim 
on  others,  and  others  have  a 
claim  on  us.  Diogenes  Allen  uses 
a term  from  law  to  describe  our 
value.  He  says  we  have  “inde- 
feasible value,”  value  which 
cannot  be  annulled  or  undone.^ 
We  have  been  made  to  partici- 
pate in  the  life  of  community, 
and  in  the  life  of  God.  An  exam- 


ple of  this  kind  of  ethical  justice 
is  described  in  the  biblical  story 
of  the  good  Samaritan. 


...  as  noble  and  well  inten- 
tioned as  is  the  emphasis  on 
individual  rights,  this  view 
is  . . . inadequate  for  this 
postmodern  era.  It  suggests 
that  ^‘anything  goes**  and 
reflects  another  failure  of 
morality. 


In  this  story,  a man  had  been 
robbed,  beaten,  stripped  and 
left  for  dead  along  the  roadside. 
His  condition  was  that  he  had 
no  rights,  no  possessions,  no 
social  standing,  no  health  insur- 
ance, no  valid  claims  on  any  in- 
stitution or  anyone  at  all.  In 
earthly  terms,  one  could  pass 
by  without  committing  an  act  of 
injustice.  There  is  no  civil  or 
legal  obligation  to  stop  and 
render  aid.  And  the  story  says 
both  a priest  and  a Levite 
passed  by.  It  cannot  be  denied, 
however,  that  a just  act  is 
needed.  One  cannot  let  the  cry 
of  a human  heart  in  distress  go 
unanswered.  It  took  a person 
from  Samaria,  a foreigner  who 
happened  along  the  way,  to  rec- 
ognize this  human  plea  for  help 
and  do  something  about  it.  The 
point  is  that  moral  goodness  de- 
mands that  we  take  others  into 
account  as  a matter  of  justice. 
The  issue  of  human  need, 
whether  for  food,  clothing,  shel- 
ter, education,  or  health  care  is 
greater  than  all  our  concern 
about  individual  rights. 

The  ethical  issues  at  the  end 
of  life  are  the  same  as  the  ethical 
issues  at  all  stages  of  life.  They 
are  about  life  and  death,  the 
economy  of  the  common-weal. 
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but,  most  importantly,  they  are 
rooted  in  our  concept  of  justice 
as  the  exercise  of  our  moral  ob- 
ligation to  respond  to  others  in 
their  need. 
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September  1, 1990  - All  Medicare  providers’^  must  create  and  file  claim 
forms  for  every  Medicare  patient. 

CALYX  Is  Ready  With  The  Best  Practice  Management  Solutions! 

CALYX  provides  the  most  cost-effective  solution  for  automating  the  entire 

Medicare  submission  process. 


• Reducing  paperwork  • Saving  time  • Increasing  profitabiliti/ 


Thousands  of  Practices  Nationwide  Already  Know  When  You  Need 
Medical  Practice  Software,  You  Need  CALYX! 

And  When  You  Need  A Total  Medical  Practice  Solution, 

You  Need  G.  Barry  & Associates-your  local  Calyx  reseller! 

G.  Barry  & Associates  delivers  the  most  comprehensive  management  system  your  practice  will  ever  need  to  remain 
efficient  and  profitable.  From  hardware  and  software  to  complete  installation,  training  and  support,  G.  Barry 
& Associates  gives  you  the  TOTAL  SOLUTION. 

Fill  out  and  send  in  the  coupon  below  to  Calyx  Corporation,  or  call  today  for  more  information  on  the 
management  system  that's  right  for  your  practice. 


•{Participating  and  non-participating). 


BARRY 

& ,\SS<X'L\TES,  INC. 
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Providence,  RI 02904 
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Allan  M.  Deutsch,  M.D..  F.A.C.R. 

Michael  J.  Ryvicker,  M.D. 
Howard  R.  Cohen,  M.D.,  F.A.C.R. 
Sanford  L.  Schatz,  M.D. 
Arthur  W.  Noel,  M.D. 


are  pleased  to  announce  the  opening  of  the 

NORTH  MAIN  IMAGING  CENTER 

A MULTIMODALITY  IMAGING  SERVICE 

General  Radiographic  Imaging 
Mammography  and  Breast  Ultrasound 
CAT  Scanning 
General  Nuclear  Medicine 
Nuclear  Cardiology 
General  Ultrasonography 
Duplex  and  Color  Doppler  Vascular  Imaging 

1076  North  Main  Street  Providence,  Rhode  Island  02904  Phone:401-274-7888  Fax:401-274-7939 


NORTH  PROVIDENCE 

OFFICE  SPACE 

Professional  Doctor’s  Office 

FOR 

Less  than  V2  mile  from  hospital.  Super 

visibility.  Very  high  traffic  count.  Large 
lot.  Central  air.  Newly  renovated. 

SUB-LEASE 

Parking  for  20  plus.  Alarm.  More. 
$335,000.00. 

Tollgate  Road 

Call  for  details. 

CALL 

Norm  Harrison 

REALTY  EXECUTIVES 

737-9200 

232-7171 
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RADIOLOGY  ASSOCIATES,  INC. 

Frank  W.  Musche,  M.D. 

Anthony  R.  Potenza,  M.D. 

Vincent  A.  DeCesaris,  M.D. 

announces  the  addition  of 

NUCLEAR  MEDICINE 

to  its  full  service  imaging  facilities 


A new  complete  computerized  diagnostic 
facility  performing  all  nuclear  medicine 
procedures  in  a caring  private  office 


Cardiac  Studies 

including  thallium  stress 
and  ventriculograms 

Bone  Scans 

Thyroid  Scan  and  Uptake 


Kidney  Scan 
Gallium  Imaging 


SOUTHSIDE  MEDICAL  BUILDING 

1 20  Dudley  Street 
Providence,  Rl  02905 

(directly  across  from  Women  & Infants  Hospital) 

751-2010 
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Rhode  Island 
Department  of  Health 
H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Cesarean  Section  Rates  in  Rhode  Island,  1986-1988 


In  1965,  4.5%  of  births  in  the 
United  States  were  delivered  by  ce- 
sarean section.  By  1988,  the  pro- 
portion of  deliveries  by  this 
method  approached  one-quarter. 
In  Rhode  Island,  high  C-section 
rates  at  some  hospitals  in  the  early 
1980s  led  to  the  passage  of  R.l.G.L. 
23-13-16.1  by  the  Rhode  Island  Gen- 
eral Assembly,  requiring  each  ma- 
ternity hospital  in  the  state  to 
submit  its  C-section  rate  to  the  Di- 
rector of  Health  annually,  begin- 
ning with  1988  data.  (All  affected 
hospitals  except  one,  with  4%  of 
statewide  deliveries,  have  also  re- 
ported data  for  1986  and  1987). 
These  data  are  collected  by  the  Of- 
fice of  Data  and  Evaluation  of  the 
Division  of  Family  Health.  This  re- 
port presents  the  submitted  data, 
supplemented  by  national  data  and 
data  on  vaginal  births  after  a previ- 
ous cesarean  section  (VBACs) 
from  sources  listed  below. 

In  1988,  75.8%  of  the  14,555  deliv- 
eries occurring  in  Rhode  Island 
hospitals  were  vaginal  deliveries 
where  the  mother  had  had  no  pre- 
vious C-section,  and  22.4%  were  C- 
sections  (13.1%  primary,  9.3% 
repeat)  (Figure  1).  The  remaining 
1.9%  were  VBACs;  VBACs  repre- 
sented 17%  of  deliveries  to  women 
with  previous  C-sections,  up  from 
14%  in  1986. 

Rhode  Island’s  cesarean  section 
rate  in  1988  was  more  than  2 per- 
centage points  lower  than  the  rate 
for  the  United  States  (24.7%),  the 
result  of  contrasting  trends  in  the 
two  areas  since  1986,  when  the 
rates  were  nearly  identical  (Figure 
2).  For  each  year  since  1986,  the 
Rhode  Island  rate  has  decreased 
while  the  US  rate  increased.  Most 
of  the  decline  in  the  Rhode  Island 
rate  is  due  to  the  decrease  in  the 


primary  C-section  rate  from  14.4% 
of  all  births  in  1986  to  13.1%  in  1988. 

The  rate  of  cesarean  sections 
among  individual  hospitals  in 
Rhode  Island  varied  between  20.4% 
and  30.8%  in  1988  (Figure  3).  This 
spread  has  decreased  since  1986 
because  of  the  decrease  in  the  meix- 
imum  rate  observed  each  year.  The 
statewide  rate  is  driven  primarily 
by  the  rate  for  Women  and  Infants 
Hospital,  where  over  60%  of  births 
in  the  state  occur.  Women  and 
Infants’  rate  has  fallen  by  more 
than  2 percentage  points  over  the 
two-year  period,  from  23.1%  to 
20.9%.  The  hospital  has  maintained 
a C-section  rate  below  the  state- 
wide rate  in  each  year  while  serv- 
ing as  a referral  center  for  high-risk 
births. 

These  recent  data  are  a source  of 
optimism  that  the  upward  spiral  in 
cesarean  section  rates  has  been 
tempered  locally  and  perhaps  even 
reversed.  Especially  encouraging 
are  the  reduction  in  primary  cesar- 
ean rates,  which  will  in  turn  de- 
crease the  need  for  repeat 
C-sections  in  future  years,  and  the 
slowly  increasing  VBAC  rate.  If 
these  trends  continue,  the  state 
can  look  forward  to  a period  where 
the  statewide  cesarean  section 
rate  stabilizes  and  rates  at  the  var- 
ious hospitals  exhibit  less  varia- 
tion than  has  been  the  case  in  the 
past. 


Data  Sources: 

National  Center  for  Health  Statistics,  Health 
United  States  1989,  US  Department  of 
Health  and  Human  Services,  March  1990; 
DHHS  Pub.  No,  (PHS)  90-1232. 

Retsinas  JM,  Cesarean  Sections  in  Rhode  Is- 
land Hospitals,  Rhode  Island  Health  Policy 
and  Planning  Consortium,  March  1990 


Figure  1.  Births  in  Rhode  Island  Hospi- 
tals by  Type  of  Delivery,  1988. 


Figure  2.  Cesarean  Section  Rate, 
Rhode  Island  and  United  States,  1986- 
1988. 
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Figure  3.  Cesarean  Section  Rates  by 
Hospital,  Rhode  Island,  1988. 
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Submitted  by  the  Division  of  Family  Health,  William  H.  Hollinshead,  MD,  MPH,  Medical  Director,  and  the  Office  of  Health  Statistics,  Jay  S. 
Buechner,  PhD,  Chief.  Health  by  Numbes  is  edited  by  Jay  S.  Buechner,  PhD,  and  William  J.  Waters,  Jr.,  PhD. 


STATE  OF 


R H O DT^  I 

^jsl'and- 


MontfflyVit|f Report 


Provisional  Oc^erence  Data  From  the 
Division  of  VitaTR^cords 




H O P ^ 


H.  Denman  Scott,  MD,  MPH 
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12  Months  Ending  with  April  1990 

Reporting  Period 
April  1990 


Vital  Events 

Number 

Number 

Rates 

Live  Births 

1,362 

15,753 

15.9* 

Deaths 

810 

9,729 

9.8* 

Infant  deaths 

(9) 

(151) 

9.6t 

Neonatal  deaths 

(8) 

(125) 

7.9t 

Marriages 

504 

8,165 

8.2* 

Divorces 

241 

3,712 

3.7* 

Induced  Terminations 

618 

7,757 

492.4t 

Spontaneous  Fetal  Deaths 

105 

1,165 

74.0t 

Under  20  weeks’  gestation 

(100) 

(1,063) 

67.5t 

20  +weeks’  gestation 

(5) 

(95) 

6.0t 

’Rates  per  1,000  estimated  population. 


fRates  per  1 ,000  live  births. 


12  Months  Ending  with  January  1990 


Reporting  Period 
January  1990 


Underlying  Cause  of  Death  Category 

Number  (a) 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Diseases  of  the  Heart 

328 

3,442 

346.6 

4,223.0 

Malignant  Neoplasms 

214 

2,432 

244.9 

6,493.5 

Cerebrovascular  Diseases 

55 

597 

60.1 

852.0 

Injuries  (Accident,  Suicide,  Homicide) 

43 

448 

45.1 

10,334.0 

COPD 

35 

324 

32.6 

450.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  993,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should  be 
analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Rhode  Island  Medical  Society 


STATEWIDE  PHYSICIAN 
GROUP  PURCHASING  PROGRAM 
for  RIMS  Members 

in  cooperation  with  the  Connecticut  Heaith  Institutionai  Services,  inc. 

Based  on  national  studies,  the  AMA  estimates  that  the  average  solo  practicing  physician 
spends  in  excess  of  $16,000  annually  on  office  supplies  and  equipment.  In  the  belief 
that  Group  Purchasing  can  accomplish  significant  savings  for  its  members.  The  Rhode 
Island  Medical  Society,  utilizing  the  experience  and  expertise  of  the  Connecticut  Health 
Institutional  Services,  Inc.  (An  affiliate  of  the  Connecticut  Hospital  Association),  iden- 
tified areas  of  need  and  critically  examined  a number  of  companies. 


The  following  firms  have  signed  agreements  with  the  RIMS  Group  Purchasing  Program 
and  meet  the  Society’s  strict  standards  for 

Quality,  Price  and  Service: 


ARI  Business  Products,  Ltd 

Bill  Behrle  Associates  

Bookmart  

E.  M.  Parker  Co.,  Inc 

General  Medical  Corporation  

Hartford  Office  Supply  Co.,  Inc 

Henry  Schein,  Inc 

Kenneth  D.  Margelot,  Inc 

Moore  Business  Forms  

Motorlease  

Safeway  Disposal  Systems,  Inc 

Sears  Business  Centers  

Trans  Union  Medical  Leasing  Company 


Office  Equipment 

Office  Furnishings 

..  Books,  Periodicals  and  Medical  Reference  Books 

X-ray  Film  Products/Services 

Medical/Surgical  Supplies 

Office  Supplies 

Medical  Sales 

Computerized  Medical  Office/ 

Practice  Management  Systems  Consulting  Services 

Hospital  Systems 

Auto  Leasing 

BioMedical  Waste 

Computer  Hardware/Software  Equipment 

Equipment  Leasing 


( 


I 


RIMS  Member  Physicians  interested  in  benefiting  from  group  purchasing  should 
contact  Barbara  Hicks  at  331-3207. 


I 
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Fifty  Years  Ago 
(August,  1940) 

C.P.  Fitzpatrick,  MD,  Superin- 
tendent of  the  State  Hospital  in 
Howard,  Rhode  Island,  writes 
the  lead  article  on  recent  con- 
cepts of  the  convulsive  disor- 
ders. The  article  describes  a 
new  instrument  of  investiga- 
tion, the  cathode  ray  oscillo- 
graph,“which  will  actually 
record  the  electrical  potentials 
generated  in  various  regions  of 
the  brain.”  The  author  summa- 
rizes some  of  the  diagnostic  ad- 
vantages of  electroencephalo- 
graphic  inquiry,  noting  in  pass- 
ing that  Bradley  Hospital  in 
Providence  was  the  first  place 
in  the  United  States  where  such 
clinical  studies  were  con- 
ducted. 

The  second  contribution  is  en- 
titled “Delirium  as  a Danger 
Signal”  and  is  written  by  Ira 
Nichols,  MD  of  the  Butler  Hospi- 
tal. The  author  defines  delirium 
as  an  acute  psychosis  charac- 
terized by  disorganization  of 
the  personality  along  the  lines 
of  confusion,  illusion  and  the 
production  of  vivid  and  detailed 
hallucinations.  These  behav- 
ioral changes  are  characteristi- 
cally accompanied  by  anxiety 
or  panic,  tachycardia,  and  rest- 
lessness. The  author  stresses 
that  delirium,  a grave  danger 


signal,  must  be  distinguished 
from  the  manic-depressive,  in- 
volutional or  schizophrenic 
psychoses.  Nichols  notes  that 
many  instances  of  delirium  may 
be  traced  to  the  use  of  pharma- 
cologically active  agents  partic- 
ularly alcohol,  bromides, 
morphine,  and  the  barbitu- 
rates; nutritional  deficiency  dis- 
eases such  as  pellagra,  dehy- 
dration and  fecal  impaction  in 
the  elderly  are  also  indicted  in 
the  etiology  of  delirium. 

This  issue  of  the  Journal  car- 
ries a special  article  entitled, 
“Physicians  Needed  for  Army 
Service.”  The  qualifications  for 
a commission  into  the  Medical 
Corps  are  listed  and  the  begin- 
ning salary  for  an  unmarried 
first  lieutenant  is  $2,696  per 
year.  {Ed.  Note:  In  August,  1940, 
the  German  armies  control  most 
of  continental  Europe;  France 
has  surrendered  and  the  Russian 
armies  are  in  retreat  before  the 
invading  German  divisions.  Eng- 
land, in  the  west,  stands  alone 
although  is  now  receiving  mili- 
tary supplies  from  the  United 
States,  which  is  still  at  peace.) 

Through  the  kindness  of  Dr 
Halsey  DeWolf,  the  Journal  pub- 
lishes an  article  on  the  early 
medical  history  of  Kent  County, 
Rhode  Island.  The  article  is  a 
personal  memoir  written  some 
indeterminate  years  ago  by  J.  H. 


Eldredge,  MD,  the  president  of 
the  Rhode  Island  Medical  Soci- 
ety in  the  year  1858.  The  author 
describes  East  Greenwich  of  the 
early  nineteenth  century,  its 
local  practitioners  of  medicine, 
and  the  therapies  which  they 
employed.  The  region,  he  notes, 
is  singularly  beautiful  and  es- 
sentially free  of  major  illnesses 
except  for  epidemic  influenza 
and  the  malignant  fever  “which 
raged  so  extensively  all  over 
New  England  in  the  year  1812  to 
1814.”  The  earliest  recorded 
physician  in  this  region  was  a 
Thomas  Spencer,  the  seventh 
and  youngest  son  “and  accord- 
ing to  custom  was  a doctor  by 
birthright,  educated  as  a physi- 
cian, and  the  first  who  practiced 
medicine  in  this  part  of  the 
state.”  His  practice  began  about 
1690  and  continued  until  1740. 
(Spencer,  a member  of  the  Soci- 
ety of  Friends,  was  in  later  years 
a preacher  as  well.)  Other  early 
physicians  in  Kent  County  in- 
cluded Dr  Dutee  Jerauld  whose 
parents  were  French  Huguenot 
refugees.  A Scottish  physician 
Joseph  Joslyn  practiced  from 
1770  to  1780  in  East  Greenwich, 
dying  after  “giving  himself  up  to 
the  habits  of  intemperance.” 
During  the  succeeding  two 
years  there  were  no  physicians 
settled  in  the  region  until  Dr 
Peter  Turner,  recently  dis- 
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charged  as  an  army  surgeon 
with  the  Rhode  Island  Regi- 
ment, began  a long,  geographi- 
cally extensive  and  illustrious 
practice  in  the  Greenwich  re- 
gion. Turner,  incidentally, 
served  in  the  Continental  Army 
at  the  Battle  of  Red  Bank  fight- 
ing against  the  Hessians. 

The  Rhode  Island  Medical  So- 
ciety Committee  on  Scientific 
Work  reports  that  teaching  clin- 
ics for  its  members  will  be  con- 
ducted at  Homeopathic, 
Providence  Lying-In,  Butler  and 
Memorial  Hospitals.  The 
Charles  V.  Chapin  Hospital  an- 
nounces its  internship  roster  to 
include  Drs  1.  Magnet,  M. 
Burlingame,  C.  Eddy,  0.  Wer- 
mer,  S.  Smith,  R.  Rice,  W. 
Crosby,  and  F.  Lamb. 


Twenty  Five  Years  Ago 
(August,  1965) 

The  principal  article  concerns  a 
five-year  epidemiological  sur- 
vey of  maternal  mortality  in 
Rhode  Island  and  is  written  by 
Drs  Stanley  Davies  and  J.  Ken- 
neth Beezer,  representing  the 
Maternal  Health  Committee  of 
the  Rhode  Island  Medical  Soci- 
ety. The  authors  define  mater- 
nal death  as  a death  of  any 
patient  who  is  pregnant  or  who 
expires  within  90  days  after  the 
termination  of  her  pregnancy. 
These  deaths  are  considered  in 
one  of  three  categories;  (1)  di- 
rect obstetrical  deaths,  (2)  indi- 
rect obstetrical  deaths,  and  (3) 
non-related  maternal  deaths.  Of 
a total  of  92,258  live  births  in 
Rhode  Island  during  the  years 
1960  through  1964,  there  were 
41  maternal  deaths  of  which  18 
were  direct  obstetrical  deaths, 
11  were  indirect  obstetrical 
deaths  and  12  nonrelated  or  un- 
classified. Amongst  the  direct 


obstetrical  deaths,  1 1 were  due 
to  hemorrhage,  three  to  infec- 
tion, one  to  eclampsia,  one  to 
pulmonary  amniotic  fluid  em- 
bolism and  two  to  anesthesia. 

Amongst  the  indirect  deaths, 
cardiac  disease,  pneumonitis, 
appendicitis  and  suicide  were 
listed.  The  authors  note  that  the 
maternal  mortality  rate  (per 
10,000  live  births)  was  1.27,  the 
lowest  of  any  of  the  states.  The 
national  rate  for  these  years 
was  3.64.  The  authors  further 
observe  that  the  maternal  mor- 
tality rate  in  Rhode  Island,  in 
1930,  was  78.  They  conclude, 
“There  were  no  deaths  from 
hemorrhage  in  the  Group  1 hos- 
pitals where  there  was  24  hour 
coverage  by  an  anes- 
thesiologist.” And,  “ ...  as  long 
as  our  Maternal  Health  Commit- 
tee is  finding  that  there  are 
avoidable  factors  in  59%  of  our 
maternal  deaths,  we  still  have 
an  important  task  ahead.” 

Banice  Webber,  MD  describes 
the  hypercalcemic  syndrome 
which  is  a frequent  complica- 
tion during  the  course  of  ad- 
vanced breast  cancer  with 
metastases  to  bone.  The  syn- 
drome should  be  considered 
when  a breast  cancer  patient 
develops  polyuria,  polydipsia, 
nausea,  vomiting  or  lethargy. 
The  syndrome  can  be  con- 
trolled by  simple  therapeutic 
measures. 

Drs  Ray  Lundgren,  Jr,  Robert 
Kugel  and  Francis  Corrigan 
summarize  the  seven  cases  of 
phenylketonuria  detected  in 
Rhode  Island  during  the  first 
year  of  mass  statewide  screen- 
ing with  the  Guthrie  test.  These 
seven  cases  were  detected  in 
about  19,000  newborns.  The  ar- 
ticle demonstrates  the  im- 
mense financial  and  emotional 
benefits  realized  by  means  of 
this  mass-screening. 

The  actions  of  the  House  of 
Delegates  of  the  American  Med- 


ical Association  (meeting  of 
June,  1965)  are  summarized  by 
Drs  Arthur  Hardy  and  Edmund 
Hackman.  The  most  controver- 
sial issue  considered  was  that 
of  “non-participation  under  any 
so-called  “Medicare”  law  that 
might  be  passed  by  Congress.” 
The  House  recommended  that 
“the  members  of  the  American 
Medical  Association  be  re- 
minded that  it  is  each  individual 
physician’s  obligation  to  decide 
for  himself  whether  the  condi- 
tions of  a case  for  which  he  is 
about  to  accept  responsibility 
permit  him  to  provide  his  own 
highest  quality  of  medical 
care.”  The  House  of  Delegates 
also  reaffirm  nine  principles  for 
maintaining  high  standards  of 
health  care  programs.  These 
principles  include  the  follow- 
ing: “No  person  needing  health 
care  shall  be  denied  such  care 
because  of  the  inability  to  pay 
for  it.”  and,  “It  is  appropriate 
that  government  revenues  be 
used  to  finance  health  care 
when  other  resources  have 
been  found  to  be  inadequate.” 
In  an  effort  to  reconcile  differ- 
ences, the  House  of  Delegates 
offers  to  meet  with  President  L. 
Johnson  “with  a view  to  safe- 
guarding the  continued  provi- 
sion of  the  highest  quality  and 
availability  of  medical  care  to 
the  people  of  the  United 
States.” 

Arcieri’s  third  edition  of  Ben- 
jamin Franklin  in  Medicine  is  re- 
viewed by  Dr  Ronchese.  We  are 
reminded  of  Franklin’s  genius  in 
many  fields  of  endeavor,  includ- 
ing his  seminal  studies  on  con- 
tagion, gout,  small-pox,  lead 
poisoning,  mesmerism  and 
even  the  design  of  urethral 
catheters. 

[Ed.  Note:  The  John  Carter  Brown 
Library  at  Brown  University 
houses  one  of  the  finest  collec- 
tions of  Frankliniana  in  the 
United  States.] 
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VASOTEC 


ENALAPRIL  MALEATE 1 MSD) 

VASOTEC  is  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleaie,  MSD)  is  conlraindicaled  in  patienis  who  are  hypersensitive  Id 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Waminos:  Anoioedem  Angioedema  ot  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  m 
patients  Trealea  wilh  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VffiOTEC  should  be  promptly  discontinued 
and  the  patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  conrtilion  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis  orlaryni  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g..  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  ml),  should  he  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  palienis 
wilh  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  vASOTEIT 
in  patients  at  risx  (ot  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug 
Interactions  and  ADVERSE  REACTkjNS  ) In  patients  at  risk  lot  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  palients  should  be  lollowed  closely  lor  the  lirsi  two  weeks  ot  treatment  and 
whenever  the  dose  ot  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patienis  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
inlarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ot  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  oi  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  trequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapril  are  insufficieni  to  show  that 
enalapril  does  not  cause  agranulocytosis  al  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibifing  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  palienis  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ot  the  renm-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  ihcluding  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute 
renal  failure  and/or  dealh 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  of  Iherapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patienis  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
(unction.  (See  DOSAGE  AND  AIJMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  of  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  ih  3 8%  of  patients,  but  was  not  a cause  for  disconlinuafion 
Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  of  polassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  al  all,  with  VASOTEC,  (See  Drug  Inleraclions ) 

Surgery! Anesthesia  In  patienis  undergoing  major  surgery  or  during  anesthesia  wilh  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril, 
Pafienls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  lace,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Palienis  should  be  cautioned  to  report  lighiheadedness.  especially  during  the  first  tew  days  of  Iherapy  If 
actual  syncope  occurs,  the  patienis  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ol  volume  deplelion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure;  patienis  should  be  advised  to  consult  with  the  physician 
Hvperkalemia  Palients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Palienis  should  be  told  to  report  promptly  any  indication  ot  infection  (eg.  sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NDTE  As  with  many  other  drugs,  certain  advice  to  patienis  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Palients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  of  therapy 
with  enalapril.  The  possibility  of  hypofensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  al  least  two  hours  and  until  blood  pressure  has 
stabilizeri  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  aniihypertensive  effect  of  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics. 
Polassium-sparing  diuretics  (,e.g,.  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  cautioh  and 
wilh  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  palienis 
wilh  heart  failure  receiving  VASOTEC 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  palients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  trequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C:  There  was  no  tetotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose),  Felotoxicily,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  wilh  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more.  Saline  supplemenlation  prevented  the  malernal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/riay.  but  not  al  30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  Id  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  (elal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC®  (Enalapril  Maleaie,  MSD)  should  be  used  during  pregnancy  only  il  the  potential  ben- 
efit lustifies  the  potential  risk  to  the  fetus 

Posimarketing  experience  wilh  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  nol  been  reported  to  affect  letaroulcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnahcy  has  been  associated  with  telal  and  neonatal  mor- 
bidilyand  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  Ihe  newborn  Oligohydramnios  inihe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lunction  in  the  fetus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood 
pressure  and  renal  perfusion  wifh  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  wilh 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  malernal  use  ol  ACE  inhibitors,  but  II 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  malernal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclating  rats  contains  radioactivily  lollowing  administration  of  '“C  enalapril  maleaie  II  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safely  m more  than  10.000  patients,  including  over  1000 
patients  treated  (or  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  palienis 

HYPERTENSION  The  most  trequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%),  and  latigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%),  nausea  (1  4%),  rash  (1  4%),  cough  (1  3%),  orlhoslalic  effects  (1  2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  trequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%),  hypotension  (67%),  orthostatic  eltecls  (2  2%).  syncope  (2  2%),  cough  (2  2%)  chest  pain  (21%)  and 
diarrhea  (2,1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palients  healed  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  fatigue  (18%).  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthosta- 
tic hypotension  (1  6%),  vertigo  (1  6%).  anmna  peclons  (1  5%),  nausea  (1  3%),  vomiting  (1  3%).  bronchitis  (1  3%), 
dyspnea  (1  3%),  urinary  Iracf  infeclion  (1  3%),  rash  (1  3%).  and  myocardial  inlarclion  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  palients  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypolension  in  high-risk  patienis  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  librillalion,  palpitation 

Digestive  Ileus,  pancreatilis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  moulh 
Musculoskeletal  Muscle  cramps 

Nervous/Psychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inleclion 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme. urticaria,  pruritus,  alopecia,  flushing,  hyperhidrosis 

Special  Senses  Blurred  vision,  lasle  alteration,  anosmia,  tinnitus,  coniunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
artnralgias/arthrilis,  myalgias,  lever,  serositis,  vasculihs,  leukocytosis,  eosinophilia,  pholosensilivity.  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  II  angioedema  of  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insliluted  immediately  (See  WARNINGS ) 
Hypolension  In  the  hypertensive  palients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  disconlinualion  of  Iher- 
apy in  01%  of  hypertensive  patients  In  heart  failure  palients.  hypolension  occurred  in  67%  and  syncope  occurred  in 
2 2%  ol  patienis  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy  m 1 9%  of  palients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Elecirolyles  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  palients  with  essential  hyperten- 
sion Irealed  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  disconlinualion  in  1 2%  ot  patients 
Hemoglobin  and  Hemalocril  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 Q%  and  1 0 vol%.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patienis  Irealed  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  palienis  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
conlinued  lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINtjS ) II  Ihe  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAU- 
TldNS,  Drug  Inleraclions.) 

The  recommended  initial  dose  in  palienis  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  palienis  treated  once  daily.  Ihe  aniihypertensive  effect  may  diminish  toward  Ihe  end  ot  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood 
pressure  is  nol  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  polassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (^see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  wilh  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patienis 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  Ihe  lirsi  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunclive  Iherapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  IS  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  paheni  should  be  observed  under  medical 
supervision  tor  al  least  two  hours  and  until  blood  pressure  has  stabilized  for  al  least  an  additional  hour.  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) If  possible.  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  nol 
preclude  subsequent  careful  dose  titration  with  the  drug,  (oflowing  effective  managemeni  ot  the  hypolension  The 
usual  therapeutic  dosing  range  for  the  treatment  of  hearf  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  Ine  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  morlalily  in  palienis  with 
severe  heart  (allure  (NYHA  Class  ivj.  patienis  were  Irealed  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodmamics  and  Clinical  Eltecls.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARNINGS.) 

Dosage  AdjusImenI  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  wilh  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  Iherapy  should  be  initi- 
aled al  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Dnig  Interactions  ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  al  intervals  of  (our  days  or  more.  II  al  Ihe  lime  M Q D 

of  dosage  adjustment  there  is  nol  excessive  hypotension  or  signilicani  deferioralion  ol  renal  tunc-  IVULJ 

tion  The  maximum  daily  dose  is  40  mg  MERCK 

For  more  detailed  inlormilion,  consult  your  MSD  Representative  or  see  Prescribing  Inlormation,  Merck 
Sharp  & Dohme,  Division  ol  Merck  & Co.  Inc,  West  hint,  PA  I9AS6  J9VS61R2(019)  (X)HM£ 
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EDITORALS 


Medical  Education  in  Rhode  Island,  1990 


The  three  components  of  formal 
medical  education  — undergrad- 
uate, graduate  and  continuing  — 
have  expanded  substantially  in 
Rhode  Island  during  the  last  few 
decades. 

Residency  training  programs, 
now  called  graduate  medical  ed- 
ucation programs,  had  been  long 
established  in  regional  hospitals, 
notably  Rhode  Island  Hospital, 
but  it  wasn’t  until  1962  that  efforts 
during  this  century  were  begun  in 
undergraduate  medical  educa- 
tion. In  that  year.  Brown  Univer- 
sity established  a master’s  degree 
in  medical  science,  equivalent  in 
educational  content  to  the  two 
basic  science  years  of  the  con- 
ventional medical  curriculum.  In 
1972,  with  the  active  cooperation 
of  eight  community  hospitals,  this 
program  was  expanded  to  a four 
year  MD  - conferring  effort  which 
was  promptly  approved  by  the  Li- 
aison Committee  on  Medical  Ed- 
ucation, at  that  time,  the  national 
agency  for  the  accreditation  of 
United  States  medical  schools. 
The  inaugural  class  of  58  physi- 
cians was  graduated  in  June, 
1975.  Fifteen  subsequent  classes 
have  now  been  awarded  medical 
degrees  by  Brown,  generating  a 
total  of  1 ,094  physicians.  Many  re- 
cent graduates  are  still  in  resi- 
dency training  or  in  the  armed  ser- 
vices, but  1 13  of  these  physicians 
have  already  established  medical 
practices  in  Rhode  Island;  and  it 
is  estimated,  by  the  year  2000,  that 
Brown  will  have  provided  more 
physicians  to  this  community  than 
any  other  medical  school. 

In  this  issue  of  the  Journal,  Dr 
Stephen  R.  Smith,  Associate  Dean 
of  Medicine  at  Brown,  summa- 


rizes the  backgrounds  and  resi- 
dency training  commitments  of 
the  80  men  and  women  who  had 
received  their  MD  degrees  from 
Brown  this  past  May,  1990. 

There  are,  currently,  127  ac- 
credited medical  schools  in 
mainland  United  States  and  the 
Commonwealth  of  Puerto  Rico, 
educating  65,150  medical  stu- 
dents and  graduating  this  past 
year  some  15,646  physicians. 
Seventy-six  (59.8%)  of  the  127 
schools  are  public-owned  or 
managed.  With  the  exception  of 
Brown,  no  new  private  medical 
school  has  been  opened  in  New 
England  since  1893.  Indeed,  of  the 
47  US  medical  schools  estab- 
lished since  1945,  36  (77.0%)  are 
public  entities.  Of  the  11  pri- 
vate schools,  three  are  church- 
sponsored  and  two  (Mayo  and  Mt 
Sinai)  are  educational  out- 
growths of  previously  established 
clinical  centers. 

Six  of  New  England’s  nine  med- 
ical schools  were  established 
prior  to  this  century.  The  medical 
school  at  Brown  is  the  youngest 
of  these  nine  institutions  (al- 
though Brown  had  operated  a 
small  medical  school  in  1811  — 
the  faculty  consisting  of  Profes- 


sors Solomon  Drowne,  William 
Ingalls  and  William  C.  Bowen  — 
and  had  graduated  87  physicians 
until  1832  when  the  school  was 
“temporarily  closed.’’) 

How  well  do  present  students, 
declaring  Rhode  Island  as  their 
home,  fare  in  achieving  accept- 
ance to  these  127  approved  med- 
ical schools?  Not  quite  as  well  as 
the  national  mean.  In  the  United 
States,  there  now  are  about  6.5 
medical  school  acceptances  per 
100,000  population  per  year;  for 
Rhode  Island,  the  number  is  5.0 
(ie,  49  acceptances  per  986,000 
population). 

To  what  extent  are  the  private 
medical  schools  of  New  England 
sensitive  to  the  educational  needs 
of  their  instate  applicants?  Brown 
seems  to  do  somewhat  better  than 
most  private  medical  schools  of 
this  region. 

The  second  component  of  med- 
ical education,  residency  train- 
ing, has  also  developed  signifi- 
cantly in  Rhode  Island  during 
these  past  three  decades.  Ap- 
proved residency  training  pro- 
grams in  virtually  every  specialty 
are  now  offered  by  many  of  the 
hospitals  of  this  state.  There  are 
43  training  programs  in  the  state. 


The  Medical  Schools  of  New  England 

Year  Student 

Name  Established  Ownership  Body 


Harvard 

1782 

private 

646 

Dartmouth 

1797 

private 

301 

Yale 

1812 

private 

462 

Vermont 

1822 

public 

370 

Boston 

1873 

private 

608 

Tufts 

1893 

private 

612 

Connecticut 

1961 

public 

350 

Massachusetts 

1962 

public 

407 

Brown 

1972 

private 

289 
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with  379  resident  physicians. 
Some  of  these  residency  pro- 
grams have  been  consolidated 
under  medical  school  supervi- 
sion, thus  offering  the  trainee  the 
advantages  of  a multi-institu- 
tional education.  An  article  by  Dr 
F.  Schiffman,  in  this  issue  of  the 
Journal,  describes  these  graduate 
medical  education  programs  in 
greater  detail. 


Private  New  England 
Medical  Schools 
Percent  of  Class  Made 
Up  of  Instate  Students 

Instate 

Students 


School 

(%) 

Boston 

33.3% 

Brown 

31.1% 

Dartmouth 

9.9% 

Harvard 

10.5% 

Tufts 

22.2% 

Yale 

6.9% 

The  Residency  Training  Programs  of  New  England 

No.  Resident 

State 

No.  Programs 

Physicians 

Connecticut 

132 

1,574 

Maine 

15 

172 

Massachusetts 

277 

3,399 

New  Hampshire 

21 

188 

Rhode  Island 

43 

379 

Vermont 

25 

165 

The  Rhode  Island  Medical 
Journal  plans  to  publish  annual 
summary  information  describing 
Brown’s  medical  graduates,  the 
resident  physicians  of  our  hos- 
pitals as  well  as  updated  demo- 
graphic information  about  the 
practicing  physicians  of  Rhode 
Island. 

Stanley  M.  Aronson,  MD 


The  high  professional  capabil- 
ities of  the  current  house  staffs  in 
the  hospitals  of  Rhode  Island  are 
reflected  in  the  scientific  contri- 
butions which  many  resident 
physicians  have  made  during  the 
Spring,  1990  Annual  Scientific 
Meeting  of  the  Rhode  Island 
Chapter  of  the  American  College 
of  Physicians.  Abstracts  of  19  of 
these  contributions  are  also  in- 
cluded in  this  issue  of  the  Jour- 
nal. 


Guide  to  Clinical  Preventive  Services 


1989  was  a banner  year  for  the 
advancement  of  preventive  med- 
icine. In  1989  the  US  Preventive 
Services  Task  Force  published  its 
Guide  to  Clinical  Preventive  Serv- 
ices (Williams  & Wilkins  Publish- 
ers). This  is  truly  a landmark  doc- 
ument. The  Guide  is  the 
culmination  of  4 years  of  inten- 
sive work  by  a highly  competent 
20  member  Task  Force  and  over 
300  expert  reviewers. 

The  Guide  covers  screening  for 
vascular,  neoplastic,  metabolic, 
infectious  diseases,  hematologic, 
ophthalmologic,  otologic,  pre- 
natal, musculoskeletal,  mental 
disorders,  and  substance  abuse. 
It  also  includes  counseling  for  to- 
bacco, exercise,  nutrition,  safety 
belts,  injuries,  HIV,  sexually 
transmitted  diseases,  unintended 
pregnancy,  and  dental  disease.  In 
addition,  the  Guide  addresses  im- 
munizations/chemoprophylaxis: 


childhood  and  adult  immuniza- 
tions, and  postexposure,  estro- 
gen and  aspirin  prophylaxis.  In 
all  there  are  60  different  illnesses/ 
conditions  and  an  assessment  of 
the  effectiveness  of  169  interven- 
tions covered  in  the  Guide.  All 
physicians  will  not  agree  with 
each  recommendation.  However, 
on  most  there  is  wide  consensus. 

As  Director  of  Health,  I am  suf- 
ficiently impressed  with  this  doc- 
ument that  1 believe  all  physi- 
cians with  major  primary  care 
responsibilities  should  have  a 
copy  in  their  offices.  While  the 
single  copy  is  $20,  the  Depart- 
ment of  Health  with  a bulk  pur- 
chase obtained  $10  per  copy  pur- 
chase price.  Thus  far  we  have 
distributed  some  1,500  copies  to 
family  physicians,  internists,  ob- 
stetricians, and  pediatricians.  All 
residents  in  training  have  also  re- 
ceived a copy.  The  Department 


will  be  happy  to  provide  any  phy- 
sician with  a copy  as  long  as  our 
current  supply  lasts.  If  you  desire 
a copy,  please  call  or  drop  me  a 
note. 

Finally,  the  Department  of 
Health  in  cooperation  with  the 
Rhode  Island  Medical  Journal  is 
pleased  to  reprint  the  eight  age- 
specific  periodic  health  exami- 
nation charts,  which  appear  in  the 
Guide.  We  urge  that  you  save 
these  eight  pages  so  that  they  may 
be  readily  available  for  review. 
The  interventions  listed  in  these 
charts  are  not  exhaustive.  You 
should  refer  to  appropriate  chap- 
ters in  the  Guide  for  more  de- 
tailed advice. 

H.  Denman  Scott,  MD 
Director  of  Health 
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environments  that  only  the  Reserve  can  offer. 


Take  a break  from  your  routine.  Learn  to 


jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 

Call  T800-USA-ARMYext.431today. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minima!  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  t.  Active  duodenal  ulcer-lot  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks 

2.  Maintenance  therapy -lot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  conseguences  of  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H;-receptor  antagonists. 
Precautions:  General -l.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ot  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufliclency 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  Is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False- positive  tests  tor  urobilinogen  with  Multistix' 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  ot  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  f50  mg 
b i d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ot  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ot  enterochromatfin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  elfect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  ot  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  (or  the  strain  ot  mice  used.  The  (emale  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  ot  a marginal  finding  at  high  dose  only  in  animals  given 
/kxid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ot  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic 
potential  tor  /\xid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ot  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  ot  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ot  impaired  fertility  or  teratogenic  effect  but,  at  a dose 
eguivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  ot  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adeguate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Sluiies  in  lactating  women  have  shown  that 
0.f%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ot  the  drug  to  the  mother. 

Pediatric  L/se-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pabents -Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactiens:  Clinical  trials  of  varying  durations  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  bials  of  over  f,90O  nizabdine  patients  and  over  t,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.0f%),  and 
somnolence  (2.4%  vs  t.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid'  (nizatidine,  Lilly) 


Hepaftc-Flepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Flepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  /kxid  and  in  three  unbeated  subjects. 

CAfS-Rare  cases  ot  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  conbolled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizabdine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologlc-Ealal  thrombocytopenia  was  reported  in  a patient 
heated  with  nizabdine  and  another  H^receptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Stealing  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo-heated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity -fi\S  with  other  H^receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed.  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensihvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ot/rer-Flyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  tor  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [09f289] 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-0493f  0 Sf990.  EU  ULLY  AND  COMPANY 

Axid*  (nizabdine,  Lilly) 
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Medical  / Infectious  Waste  Disposal  Service 

N 

Servicing  the  smallest  to  the  largest  medical  waste  generator 

— — — 

Selected  by  the 

Rhode  Island  Medical  Society 

Statewide  Physicians  Group  Purchasing  Program 


,Safe  Way 

Disposal  Systems,  Inc. 


Call  us  to  discuss  all  your 
special  waste  disposal  needs 

(401)  331-  7823 

90  Industrial  Park  Road  Middletown,  CT  06457 
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"CHRONIC  PAIN  DOESN'T  HAVE  TO  MEAN 
CHRONIC  DISABILITY  FOR  YOUR  PATIENTS..." 


PI3<a-NTOf-  PATH^NTS  GAINFUI  J.Y  l-:MnX)YI-D 
10  20  30  40  50  60  70 


The  Chronic  Pain  Treatment  Program 
(401)  751-9150 

Institute  for  Behavioral  Medicine 

120  Wayland  Avenue 

Providence,  Rhode  Island  02906-4318 


LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

GENERAL  LAW  PRAC  LICE 
MEDICAL  COLLECTIONS 


GOVERNOR  FINANCIAL  CENTER 

P.O.  Box  2502 
285  Governor  Street 
Providence,  Rhode  Island  02906 
(401)  42 1- 1364 


KENT 
RADIOLOGY,  INC. 

Joan  L.  Lasser,  MD,  takes  pleasure  in 
announcing  the  opening  of  an 

EXPANDED  RADIOLOGY  & 
ULTRASOUND  FACILITY 

Kent  Radiolog\%  Inc.,  250  Toll  Gate  Rd., 
Warwick,  RI  02886 
Diagnostic  Radiolog)%  Fluoroscopy 
and  Ultrasound 

For  appointments,  please  call  732-4705 
Servdce  Off  Premise  #1662 
We  participate  in  all  major  Health  Plans 
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The  Brown  University  Program  in  Medicine 
Class  of  1990 


Stephen  R.  Smith,  MD 


The  purpose  of  this  article 
is  to  introduce  the  gradu- 
ates of  the  MD  Class  of 
1990  to  the  physician  com- 
munity of  Rhode  Island  . . . 


Eighty  men  and  women  received 
the  Doctor  of  Medicine  degree 
from  Brown  University  on  May  28, 
1990,  representing  the  fifteenth 
class  of  physicians  graduated 
from  that  institution  in  this  cen- 
tury. If  this  class  follows  the  pat- 
tern of  preceding  classes,  ap- 
proximately 11%  will  eventually 
enter  the  practice  of  medicine  in 
the  State  of  Rhode  Island.  Of  the 
1,014  physician  graduates  of  pre- 
vious classes,  113  are  currently 
practicing  in  Rhode  Island. 

The  purpose  of  this  article  is  to 
introduce  the  graduates  of  the  MD 
Class  of  1990  to  the  physician 
community  in  Rhode  Island,  since 
many  will  be  your  future  profes- 
sional colleagues. 

A Portrait  of  the  Class  of  ’90 
The  80  graduates  are  nearly 
equally  divided  between  the 
sexes,  with  55%  being  men,  and 
45%  women.  This  is  a pattern  that 
has  characterized  the  graduates 
of  the  Brown  medical  school  for 
the  past  decade. 

The  racial  composition  of  the 
class,  as  shown  in  Table  1 , shows 


Stephen  R.  Smith,  MD,  is  Associ- 
ate Dean  of  Medicine  and  Profes- 
sor of  Family  Medicine  with  the 
Brown  University  Program  in 
Medicine,  Providence,  Rhode  Is- 
land. 


considerable  diversity,  with  more 
than  one-quarter  of  the  class  be- 
longing to  minority  groups.  Stu- 
dents from  an  Asian  background 
represent  the  most  rapidly  grow- 
ing ethnic  group  in  the  medical 
school  over  the  last  few  years. 
This  trend  is  likely  to  continue 
based  on  admission  data  to  the 
eight-year  Program  in  Liberal 
Medical  Education  (PLME) 
through  which  most  future  grad- 
uates will  come. 

Slightly  more  than  one-quarter 
of  the  class  are  residents  of  Rhode 
Island.  This  percentage  has  been 
stable  over  the  past  decade  and 
is  likely  to  remain  so.  The  two 
international  students  hail  from 
Greece  and  Pakistan.  The  num- 
ber of  foreign  students  is  likely  to 
gradually  increased  as  the  PLME 
has  gained  international  promi- 
nence in  recent  years. 

Among  Rhode  Island  high 
schools,  Moses  Brown  provided 
the  most  students  to  the  Class  of 
1990  with  four  students  having 
been  graduated  from  there.  Two 
students  each  were  graduates  of 
Bishop  Stang,  Classical,  and  Toll 
Gate  high  schools.  Outside  of 
Rhode  Island,  Stuyvesant  High 
School  in  New  York  City  was  the 
leader  with  three  graduates  hav- 
ing attended  that  highly-selective 
secondary  school. 

Almost  half  of  the  class  (37 


graduates)  came  through  the 
combined  AB-MD  program  at 
Brown  known  as  the  Medical  Ed- 
ucation Program  (MEP).  The  MEP 
is  the  seven-year  predecessor  of 
the  PLME.  Students  are  admitted 
to  the  MEP  directly  from  high 
school  and  pursue  a seven-to- 
eight  year  continuum  of  liberal 
arts  and  medical  education.  Tra- 
ditionally-admitted students  from 
four-year  undergraduate  premed- 
ical programs  accounted  for  an- 
other one-quarter  of  the  class.  An- 
other 18  students  (22.5  percent) 
were  members  of  the  Brown/Dart- 
mouth Medical  Program  in  which 
the  students  spend  their  first  two 
years  of  medical  school  at  Dart- 
mouth before  completing  their 
last  two  years  at  Brown.  The  re- 
mainder of  the  class  was  com- 
posed of  four  students  who  trans- 
ferred from  other  medical  schools 
and  one  student  who  was  part  of 
the  MD/PhD  program. 

Not  surprisingly.  Brown  Uni- 
versity was,  by  far,  the  most  com- 
mon undergraduate  college 
among  the  graduates.  Nearly  half 
the  class  (39  students)  were 
Brown  graduates.  Dartmouth  Col- 

ABBREVIATIONS  USED: 

MEP:  Medical  Education  Pro- 
gram 

PLME:  Program  in  Liberal  Med- 
ical Education  
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lege  ranked  second  with  seven 
members  of  the  Class  of  1 990  hav- 
ing that  school  as  their  alma  ma- 
ter. Stanford  University  was  the 
third  most  common  undergradu- 
ate college  with  four  graduates 
among  the  class.  Altogether,  the 
graduates  of  the  Class  of  1990 
came  from  29  different  colleges 
and  universities. 


While  internal  medicine  re- 
mains the  most  frequently 
selected  specialty,  the  pro- 
portion of  the  graduates  en- 
tering internal  medicine 
continues  to  shrink.  This  is 
consistent  with  a national 
trend  away  from  internal 
medicine  and  toward  the 
surgical  subspecialties  and 
institutional  specialties  such 
as  anesthesiology  and  ra- 
diology. 


The  most  common  undergrad- 
uate major  among  the  class  mem- 
bers was  biology,  with  exactly  half 
the  class  selecting  that  as  their 
undergraduate  field  of  study. 
Eighty  percent  of  the  class  were 
science  majors,  while  5%  ma- 
jored in  the  social  sciences  and 
15%  majored  in  the  humanities. 
Among  the  social  science  majors, 
economics  was  the  most  com- 
mon choice,  while  history  was  the 
most  common  choice  among 
those  majoring  in  the  humanities. 

Where  They  Are  Going 

While  internal  medicine  remains 
the  most  frequently  selected  spe- 
cialty, the  proportion  of  the  grad- 
uates entering  internal  medicine 
continues  to  shrink,  as  shown  in 
Table  2.  This  is  consistent  with  a 
national  trend  away  from  internal 
medicine  and  toward  the  surgical 
subspecialties  and  institutional 
specialties  such  as  anesthesiol- 
ogy and  radiology. 


The  proportion  of  the  class  en- 
tering specialties  in  primary  care 
rose  from  the  previous  year, 
though  the  four-year  trend  is  still 
downward.  Increases  in  the  num- 
ber of  graduates  going  into  pe- 
diatrics and  family  practice  com- 
pensated for  the  decline  in 
internal  medicine.  Figure  1 illus- 
trates the  specialty  choices  of  the 
Class  of  1990. 

Table  3 lists  all  of  the  Class  of 
1990  graduates  and  where  they 
will  be  going  to  do  their  residency 
training.  Of  the  77  graduates  who 
will  enter  residency  training  next 
year  (3  are  delaying  their  residen- 
cies for  1 year),  16  graduates 
(21%)  matched  with  Brown-affil- 
iated residency  programs  and  will 
be  staying  in  the  state.  Next  to 
Providence,  New  Haven  seemed 
to  be  a particularly  attractive  place 
for  the  Class  of  1990,  with  six  of 
its  members  going  to  the  Yale- 
New  Haven  Hospital  for  their  first 
year  of  residency  training. 


California  and  New  York 
each  will  be  the  home  for 
13  graduates  next  year  and 
rank  second  to  Rhode  Is- 
land (16)  as  the  most  pop- 
ular states  for  residency 
training. 


California  and  New  York  each 
will  be  the  home  for  13  graduates 
next  year  and  rank  second  to 
Rhode  Island  (16)  as  the  most 
popular  states  for  residency  train- 
ing. Table  4 lists  those  states 
where  the  graduates  will  be  going 
for  their  first  year  of  residency 
training.  As  with  preceding 
classes,  this  class  overwhelm- 
ingly preferred  the  Northeast  and 
West  Coast  to  the  South  and  Cen- 
tral states.  Over  two-thirds 
(67.5%)  will  be  spending  their  first 
year  of  residency  in  the  Northeast 
and  nearly  one-fifth  (18.2%)  on 
the  West  Coast.  In  contrast,  only 


five  students  (6.5%)  will  be  in  the 
South  (including  Texas),  and  six 
students  (7.8%)  will  be  in  the 
Central  region. 

Conclusion 

The  Brown  University  Program  in 
Medicine  MD  Class  of  1990  re- 
flects national  trends  in  specialty 
choice.  Whether  this  trend  away 
from  primary  care  specialties  is 
reversed  as  the  Resource-Based 
Relative  Value  Scale  changes  the 
balance  in  physician  income  re- 
mains to  be  seen.  The  increase 
in  the  proportion  of  graduates  in 
the  Class  of  1990  going  into  pri- 
mary care  specialties  may  be  the 
first  point  on  a new,  upward  de- 
flection of  the  curve,  or  it  may 
simply  be  a “blip”  on  the  down- 
ward trend  observed  over  the  last 
few  years. 
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Table  1.  Demographic  Characteristics  of  the  MD  Graduates  of  the 
Brown  University  Program  in  Medicine  Class  of  1990 

No. 

Percent 

Sex 

Male 

44 

55.0 

Female 

36 

45.0 

Race 

White 

58 

72.50 

Asian 

12 

15.00 

Black 

5 

6.25 

Mexican-American 

2 

2.50 

Portuguese-American 

2 

2.50 

Other  Hispanic 

1 

1.25 

State  of  Residence 

Rhode  Island 

21 

26.25 

New  York 

15 

18.75 

California 

10 

12.50 

Massachusetts 

8 

10.00 

Illinois 

4 

5.00 

Connecticut 

3 

3.75 

Maryland 

3 

3.75 

New  Jersey 

3 

3.75 

Other  States 

11 

13.75 

Other  Countries 

2 

2.50 

Figure  1.  Specialty  choices  of  the  Brown 
University  Program  in  Medicine  Class  of 


1990. 
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Table  2.  Specialty  Choices  of  the  MD  Graduates  of  the  Brown  University  Program  in  Medicine  Class  of  1990 


Graduating  Class 


1987 

1988 

1989 

1990 

Specialty  Choice 

No. 

(%) 

No. 

(%) 

No. 

(%) 

No. 

(%) 

Internal  Medicine,  total 

23 

(30.3) 

22 

(27.8) 

20 

(25.0) 

15 

(19.5) 

Categorical  Medicine 

23 

(30.3) 

19 

(24.0) 

14 

(17.5) 

13 

(16.9) 

Primary  Care  Medicine 

0 

(0.0) 

3 

(3.8) 

6 

(7.5) 

2 

(2.6) 

Pediatrics 

11 

(14.7) 

10 

(12.7) 

7 

(8.8) 

10 

(13.0) 

Family  Medicine 

5 

(6.7) 

6 

(7.6) 

4 

(5.0) 

8 

(10.4) 

Medicine/Pediatrics 

1 

(1.3) 

0 

(0.0) 

0 

(0.0) 

1 

(1.3) 

Total  Primary  Care 

40 

(53.3) 

38 

(48.1) 

31 

(38.8) 

34 

(44.2) 

Surgery 

9 

(12.0) 

9 

(11.4) 

6 

(7.5) 

10 

(13.0) 

Surgical  Subspecialties 

5 

(6.7) 

2 

(2.5) 

15 

(18.8) 

4 

(5.2) 

Ophthalmology 

2 

(2.7) 

2 

(2.5) 

6 

(7.5) 

3 

(3.9) 

Orthopedics 

1 

(1.3) 

0 

(0.0) 

4 

(5.0) 

0 

(0.0) 

Neurosurgery 

0 

(0.0) 

0 

(0.0) 

2 

(2.5) 

0 

(0.0) 

Urology 

1 

(1.3) 

0 

(0.0) 

1 

(1.3) 

0 

(0.0) 

Plastic  Surgery 

0 

(0.0) 

0 

(0.0) 

1 

(1.3) 

0 

(0.0) 

Otorhinolaryngology 

1 

(1.3) 

0 

(0.0) 

1 

(1.3) 

1 

(1.3) 

Emergency  Medicine 

0 

(0.0) 

2 

(2.5) 

2 

(2.5) 

1 

(1.3) 

Obstetrics  & Gynecology 

3 

(4.0) 

4 

(5.1) 

7 

(8.8) 

4 

(5.2) 

Psychiatry 

6 

(8.0) 

4 

(5.1) 

5 

(6.3) 

3 

(3.9) 

Neurology 

3 

(4.0) 

4 

(5.1) 

3 

(3.8) 

1 

(1.3) 

Transitional 

2 

(2.7) 

10 

(12.7) 

2 

(2.5) 

7 

(9.1) 

Institutional  Specialties 

7 

(9.3) 

6 

(7.6) 

9 

(11.3) 

13 

(16.9) 

Anesthesiology 

4 

(5.3) 

2 

(2.5) 

4 

(5.0) 

3 

(3.9) 

Pathology 

1 

(1.3) 

1 

(1.3) 

1 

(1.3) 

0 

(0.0) 

Rehabilitation  Medicine 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

1 

(1.3) 

Radiology 

2 

(2.7) 

3 

(3.8) 

4 

(5.0) 

9 

(11.7) 

Totals* 

75 

(99.7) 

79 

(100.1) 

80 

(100.3) 

77 

(100.1) 

‘Totals  do  not  add  to  100.0  due  to  rounding 
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Table  3.  Brown  University  Program  in  Medicine  Class  of  1990  Residency  Positions 

Name  of  Graduate 

Hospital  Name/Med.  School  Affiliation 

Specialty 

Anawis,  Monique 

Miriam  Hospital/Brown  University 

Internal  Med/Prelim 

Affiliated  Hospitals/University  of  Rochester 

Ophthalmology 

Ang,  David 

San  Fernando  Valley/U-Calif  Los  Angeles 

Internal  Medicine 

Ankenbrandt,  William 

Ravenswood  Hospital/University  of  Illinois 

Transitional 

McGaw  Medical  Center/Northwestern  University 

Diag.  Radiology 

Armstrong,  Mary 

Coordinated  Programs/Univ.  of  Massachusetts 

Surgery 

Arreola,  Rodolfo 

Affiliated  Hospitals/Marshall  University  (Huntington,  WV) 

Surgery-Prelim. 

Ashley,  Michelle 

Memorial  Hospital/Brown  University 

Family  Medicine 

Baker,  Lisa 

Delaying  residency 

Baum,  Sarah 

Yale-New  Haven  Hospital/Yale  University 

Pediatrics 

Baziotis,  Peter 

Yale-New  Haven  Hospital/Yale  University 

Internal  Medicine/Prelim 

Yale-New  Haven  Hospital/Yale  University 

Anesthesiology 

Becker,  Jeffrey 

North  Shore  Univ.  Hospital/Cornell  University 

Internal  Medicine/Prelim 

Yale-New  Haven  Hospital/Yale  University 

Radiology 

Bell,  Lynn 

Delaying  residency 

Benedetti,  Fabio 

Strong  Memorial  Hospital/Univ.  of  Rochester 

Internal  Medicine 

Benoit,  Debbie 

Rhode  Island  Hospital/Brown  University 

Pediatrics 

Bilodeau,  Elise 

G.W.  University  Hospital/George  Wash.  Univ. 

Internal  Medicine-Prelim 

Breuer,  Christopher 

Rhode  Island  Hospital/Brown  University 

Surgery 

Butcher,  Robert 

Scott  AFB  Regional  Hospital/Scott  AFB,  III. 

Family  Medicine 

Carcieri,  David 

New  York  Hospital/Cornell  University 

Ob/Gyn 

Carpenter,  Todd 

Affiliated  Hospitals/University  of  Chicago 

Medicine/Pediatrics 

Chang,  Ophelia 

Affiliated  Hospitals/Tufts  University 

Ob/Gyn 

Chang,  Yuan-Fei 

Harbor  UCLA  Med.  Ctr./U-Calif  Los  Angeles 

Family  Medicine 

Chapdelaine,  Jeffrey 

New  England  Deaconess/Harvard  University 

Surgery/Prelim 

Cheever,  Laura 

Affiliated  Hospitals/U-Calf-San  Francisco 

Internal  Medicine 

Chen,  Anthony 

County  Medical  Center/Univ.  of  So.  California 

Internal  Medicine 

Cheng,  Helen 

Rhode  Island  Hospital/Brown  University 

Internal  Med-Primary 

Chidekel,  Aaron 

Yale-New  Haven/Yale  University 

Pediatrics 

Chiu,  Christopher 

San  Joaquin  General  Hospital/U-Calif  Davis 

Family  Medicine 

Colliton,  Julie 

Coordinated  Programs/Univ  of  Massachusetts 

Surgery 

Davy,  Charmaine 

Roger  Williams  Hospital/Brown  University 

Internal  Med 

Deluca,  Betheanne 

Rhode  Island  Hospital/Brown  University 

Pediatrics 

Deutsch,  Jason 

Miriam  Hospital/Brown  University 

Transitional 

Affiliated  Hospitals/Emory  University 

Diag.  Radiology 

Driscoll,  Daniel 

Massachusetts  General  Hospital/Harvard  University 

Surgery 

Friedberg,  Karen 

Miriam  Hospital/Brown  University 

Internal  Medicine/Prelim 

Rhode  Island  Hospital/Brown  University 

Neurology 

Furey,  Patricia 

Hartford  Hospital/University  of  Connecticut 

Surgery 

Geddes,  Lauren 

Rhode  Island  Hospital/Brown  University 

Pediatrics 

Ginsberg,  David 

NYU  Medical  Center/New  York  University 

Psychiatry 

Greenwald,  Corey 

Roosevelt  Hospital/Columbia  University 

Internal  Med/Prelim 

Harvey,  Gwyn 

Delaying  residency 

Hohmann,  Kirsten 

Walter  Reed  (Bethesda)/Army 

Internal  Medicine 

Hu,  Linden 

St.  Elizabeth’s  Hospital/Tufts  University 

Internal  Medicine 

Hull,  Meredith 

Yale-New  Haven/Yale  University 

Pediatrics 

Husain,  Syed 

Affiliated  Hospitals/Baylor  College  of  Medicine 

Transitional 

Affiliated  Hospitals/Baylor  College  of  Medicine 

Ophthalmology 

Imam,  Naniyer 

Combined  Program/Univ.  of  South  Florida 

Diag.  Radiology 

Ip,  Tze  Kin 

Western  Penn.  Hospital/University  of  Pittsburgh 

Surgery 

Johnson,  Yeva 

Affiliated  Hospitals/U-Calif 
San  Francisco 

Family  Medicine 

Kadish,  Karen 

Presbyterian  Hospital/Columbia  University 

Psychiatry 

Karp,  Debra 

Yale-New  Haven  Hospital/Yale  University 

Internal  Med/Prelim 

Katz,  David 

Georgetown  Univ.  Hospital/Georgetown  University 

Pediatrics 

Kilmarx,  Peter 

Johns  Hopkins  Hospital/Johns  Hopkins  University 

Internal  Medicine 

Kimmel,  Stephen 

Harbor-UCLA  Medical  Center/U-Calif  Los  Angeles 

Transitional 

Lefrancois,  Darlene 

St.  Elizabeth’s/Tufts  University 

Internal  Medicine-Primary 

Lemberg,  Paul 

Affiliated  Hospitals/Northwestern  University 

ENT 

Limp,  Kevin 

Duke  University  Med.  Ctr/Duke  University 

Pediatrics/ 

Johns  Hopkins  Hospital/Johns  Hopkins  University 

Anesthesiology 

Litle,  Virginia 

Affiliated  Hospitals/U-Calif,  San  Francisco 

Surgery 
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Martins,  Eduina 

Georgetown  Hospital/Georgetown  University 

Psychiatry 

McGrath,  Carolyn 

Rhode  Island  Hospital/Brown  University 

Internal  Medicine 

Medellin,  Roland 

John  Peter  Smith  Hosp/U-Texas  SW  Med.  School 

Family  Medicine 

Mendes,  Manuela 

Memorial  Hospital/Brown  University 

Family  Medicine 

Mungovan,  John 

Miriam  Hospital/Brown  University 

Internal  Med/Prelim 

Rhode  Island  Hospital/Brown  University 

Radiology 

Murphy,  John 

Temple  University  Hospital/Temple  University 

Internal  Medicine 

Nanevicz,  Tania 

Mt.  Sinai  Hospital/Mt.  Sinai  School  of  Medicine 

Internal  Medicine 

O’Dea,  Catherine 

Children’s  Hospital/University  of  Pennsylvania 

Pediatrics 

Ouano,  Dean 

Miriam  Hospital/Brown  University 

Internal  Med/Prelim 

Scheie  Eye  Institute/University  of  Pennsylvania 

Ophthalmology 

Pappas,  John 

Hartford  Hospital/University  of  Connecticut 

Ob/Gyn 

Porro,  Julio 

Community  Hospital/U.  Calif,  San  Francisco 

Family  Medicine 

Prescott,  Jon 

Cleveland  Clinic  Fdn/Case  Western  Reserve 

Radiation  Oncology 

Robinson,  Terry 

Affiliated  Hospitals/Stanford  University 

Pediatrics 

Ross,  Andrew 

Cambridge  Hospital/Harvard  Medical  School 

Transitional 

Royer,  Elizabeth 

Miriam  Hospital/Brown  University 

Internal  Med/Prelim 

Cedars-Sinai  Med  Ctr/U.  Calif  Los  Angeles 

Diag  Radiology 

Salessiotis,  Anatassios 

Valley  Medical  Center/U.  Calif  San  Francisco 

Transitional 

Schaffir,  Jonathan 

Mt.  Sinai  Hospital/Mt.  Sinai  School  of  Medicine 

Ob/Gyn 

Segall,  Michelle 

Staten  Island  Univ.  Hosp/SUNY-Brooklyn 

Internal  Med/Prelim 

Bronx  Municipal  Hosp/Einstein  Coll,  of  Medicine 

Diag.  Radiology 

Sherman,  John 

Sparrow  Hospital/Michigan  State  University 

Emergency  Medicine 

Skipitaris,  Nicholas 

NYU  Medical  Center/New  York  University 

Internal  Medicine 

Stafford,  Debra 

King-Drew  Medical  Center/U.  Calif  Los  Angeles 

Surgery 

Treff,  Elise 

San  Diego  Naval  Hospital/Navy 

Surgery 

Turchetta,  John 

Affiliated  Hospitals/University  of  Washington, 

Physical  & Rehab  Med 

Umlas,  Shari-Lyn 

New  York  Hospital/Cornell  University 

Internal  Med/Prelim 

New  York  Hospital/Cornell  University 

Diag.  Radiology 

Weisberg,  Ronald 

North  Shore  Univ.  Hospital/Cornell  University 

Internal  Med/Prelim 

University  Hospital/University  of  Pennsylvania 

Anesthesiology 

Wirth,  William 

Rhode  Island  Hospital/Brown  University 

Pediatrics 

Yank,  Otto 

NYU  Medical  Center/New  York  University 

Internal  Medicine 

Table  4.  State  in  Which  the 
First  Year  of  Residency  Training 
is  Located  for  the  Brown 
University  Program  in  Medicine 
MD  Class  of  1990 

State 

No. 

(%) 

California 

13 

(16.9) 

Connecticut 

7 

(9.1) 

District  of  Columbia 

4 

(5.2) 

Florida 

1 

(1.3) 

Illinois 

4 

(5.2) 

Maryand 

1 

(1.3) 

Massachusetts 

8 

(10.4) 

Michigan 

1 

(1.3) 

New  York 

13 

(16.9) 

North  Carolina 

1 

(1.3) 

Ohio 

1 

(1.3) 

Pennsylvania 

3 

(3.9) 

Rhode  Island 

16 

(20.8) 

Texas 

2 

(2.6) 

Washington 

1 

(1.3) 

West  Virginia 

1 

(1.3) 

Total* 

77 

(100.1) 

‘Total  does  not  equal  100 
rounding 

due  to 
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Elder  Care  Resources 
The  Compassionate  Alternative 


Professional  Dependable  Home  Care  Management 

for  Older  Patients 

PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
fields.  Each  member  of  the  Elder  Care  team  is  fully  trained  and  fully  committed  to  providing  quality 
care.  As  a result,  clients  are  assured  of  reliable,  responsive  performance  24  hours  a day,  seven  days 
a week.  Every  aspect  of  each  client's  care  is  supervised  by  a director  of  nursing  and  a professional 
social  worker,  to  provide  appropriate  attention  and  action  on  every  level,  and  to  prevent  problems 
from  becoming  crises. 

A PROVEN  TRACK  RECORD.  Since  1985,  our  unique  program  has  provided  professional  compre- 
hensive care  management  to  hundreds  of  clients  throughout  Rhode  Island.  This  agency  began 
doing  care  management  and  progressed  to  a full  continuum  of  direct  services.  Working  in  con- 
junction with  medical  professionals,  legal  guardians  and  concerned  family  members.  Elder  Care 
Resources  provides  continual  assessment  and  indepth  reporting.  Our  enviable  reputation  for 
dependable,  conscientious  service  has  been  earned  the  hard  way;  client,  after  client,  after  client. 

Provide  your  older  patients  and  their  families  with  a compassionate  alternative.  Introduce  them  to 
Elder  Care  Resources.  For  more  information,  call  Terry  Peck  today  at  751-0360.  To  maintain  the 
quality  of  life  for  older  patients,  there's  no  place  like  home. 

Elder  Care  Resources,  inc. 

One  Richmond  Square 
Providence,  Rl  02906 
401-751-0360 
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Graduate  Medical  Education  at  the  Brown 
University  Affiliated  Hospitals  and 
Institutions 

Fred  J.  Schiffman,  MD 


Graduate  medical  education  is  a 
thriving  enterprise  in  Rhode  Is- 
land. Resident  physicians  and  fel- 
lows now  number  almost  400 
training  within  18  approved  Brown 
University-affiliated  programs  and 
25  approved  Brown  University-af- 
filiated fellowship  programs  (see 
tables  1 and  2). 

Residency  Programs 

Allergy  and  Immunology.  This  is 
an  accredited  2 year  training  pro- 
gram codirected  by  Donald  Klein, 
MD  and  Guy  Settipane,  MD.  Train- 
ees are  required  to  have  com- 
pleted a 3 year  program  in  inter- 
nal medicine  or  pediatrics. 
Training  includes  instruction  in 
the  basic  sciences  and  trainees 
are  encouraged  to  undertake  re- 
search work. 

Dermatology:  The  residency 
program  in  dermatology  is  di- 
rected by  Charles  J.  McDonald, 
MD  and  is  based  at  Memorial 
Hospital  of  Rhode  Island,  Rhode 
Island  Hospital,  Roger  Williams 
General  Hospital  and  the  VA  Med- 
ical Center.  Off-campus  locations 
for  additional  training  include  the 
Providence  Health  Centers,  Inc., 
and  the  state-sponsored  facility  for 
the  treatment  of  sexually  trans- 
mitted diseases  at  St.  Joseph  Hos- 


Fred  J.  Schiffman,  MD,  is  Associ- 
ate Physician  in  Chief  at  Brown 
University  and  Associate  Director 
of  Medicine  at  The  Miriam  Hos- 
pital, Providence,  Rhode  Island. 
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pital.  Applicants  to  this  training 
program  are  urged  to  complete 
prior  residency  training  in  inter- 
nal medicine  or  pediatrics.  The 
clinical  faculty  in  dermatology 
numbers  25.  Most  graduates  of 
this  program  enter  clinical  prac- 
tice. 

Family  Medicine:  This  ac- 
credited 3 year  program,  directed 
by  Alica  Monroe,  MD,  stresses 
clinical  competence,  continuity 
of  training  and  comprehensive- 
ness for  its  12  resident  physi- 
cians. Graduates  of  the  program 
enter  a variety  of  practice  settings 
ranging  from  solo  urban  practice 
to  rural  Health  Maintenance  Or- 
ganizations, to  family  medicine 
in  an  academic  setting.  The  pro- 
gram is  based  at  Memorial  Hos- 
pital and  its  affiliated  Family  Care 
Center.  Residents  also  rotate 
through  other  Brown-affiliated 
hospitals,  Lowell  General  Hospi- 
tal and  the  private  offices  of  cer- 
tain local  practitioners. 

Internal  Medicine:  Brown’s  De- 
partment of  Medicine,  headed  by 
Paul  Calabresi,  MD,  sponsors 
several  hospital-based  accredited 
residency  training  programs 
which  are  currently  interdepen- 
dent and  cooperative  but  not  yet 
fully  integrated.  There  are  now 
over  180  residents  in  internal 
medicine  who  are  based  var- 
iously at  Memorial  Hospital  of 
Rhode  Island,  Rhode  Island  Hos- 
pital, Roger  Williams  General 
Hospital  and  The  Miriam  Hospi- 
tal. Each  of  these  residents  will 


also  rotate  through  the  VA  Medi- 
cal Center.  Currently,  residents 
may  select  any  of  the  aforemen- 
tioned hospitals’  satellite  clinics, 
HMOs  or  private  physicians’  of- 
fices for  elective  experience.  Ef- 
forts are  underway  to  further  in- 
tegrate the  ambulatory  and 
inpatient  components  of  the  res- 
idency training  program. 

Greater  attention  is  now  in- 
vested in  creating  opportunities 
for  all  medicine  residents  in  the 
Brown-affiliated  hospitals  to  have 
access  to  the  entire  Department 
of  Medicine  faculty’  and  to  inter- 
act with  other  residents  in  the 
training  program.  An  inter-hos- 
pital Medicine  Residency  Com- 
mittee and  the  Council  of  Chiefs 
of  Medicine  meet  regularly  and 
provide  a forum  for  discussion  of 
items  of  mutual  interest.  Inte- 
grated activities  now  include 


ABBREVIATIONS  USED: 

BH:  Butler  Hospital 
EPBH:  Emma  P.  Bradley  Hos- 
pital 

MHRl:  Memorial  Hospital  of 
Rhode  Island 

OME:  Office  of  Medical  Exam- 
iner 

RIH:  Rhode  Island  Hospital 
RWGH:  Roger  Williams  Gen- 
eral Hospital 

TMH:  The  Miriam  Hospital 
VAMC:  Veterans  Administra- 
tion Medical  Center 
WIH:  Women  and  Infants  Hos- 
pital 
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Table  1.  Brown  University  Affiliated  Residency  Programs 

Residency  Program 

Program  Director 

Principal  Training  Site 

Allergy  & Immunology 

Donald  Klein,  MD 

RIH 

Guy  Settipane,  MD 

RIH 

Child  Psychiatry 

Charles  Malone,  MD 

EPBH 

Dermatology 

Charles  McDonald,  MD 

RWGH,  MHRI,  RIH, 
VAMC 

Diagnostic  Radiology 

Daniel  Hanson,  MD 
John  Cronan,  MD 

RIH 

Family  Practice 

Alicia  Monroe,  MD 
Patrick  Dowling,  MD 

MHRI 

Forensic  Pathology 

William  Stumer,  MD 
Kristin  Sweeney,  MD 

OME 

General  Internal 
Medicine 

Steven  Wartman,  MD 

RIH 

Internal  Medicine 

Fred  Schiffman,  MD 

TMH 

Internal  Medicine 

Bryson  Ley,  MD 

MHRI,  VAMC 

Internal  Medicine 

Al  Most,  MD 

RIH 

Internal  Medicine 

Paul  Calabresi,  MD 
Alan  Weitberg,  MD 

RWGH,  VAMC 

Neurosurgery 

Mel  Epstein,  MD 

RIH 

Neurology 

J.  Donald  Easton,  MD 

RIH 

Obstetrics  & Gynecology 

David  Nichols,  MD 

WIH,  RIH 

Orthopedic  Surgery 

Michael  Ehrlich,  MD 

RIH,  VAMC 

Pathology  (BU  Intg) 

Abby  Maizel,  MD 

RWGH,  TMH,  MHRI, 
WIH,  OME 

Pathology  (RIFI) 

Don  Singer,  MD 

RIH 

Pediatrics 

William  Oh,  MD 

RIH,  WIH 

Plastic  Surgery 

Armand  Versaci,  MD 

RIH,  RWGH,  VAMC 

Psychiatry 

Ronald  Wintrob,  MD 

BH,  EPBH,  RIH,  TMH, 

Patricia  Recupero,  MD 

VAMC(Prov  Ctr) 

Surgery 

A.  Gerson  Greenburg,  MD 

RIH,  TMH,  VAMC 

Urology 

Anthony  Caldamone,  MD 

RIH,  RWGH,  VAMC 

Medical  Grand  Rounds,  A Resi- 
dent Physicians’  Research  Day  in 
conjunction  with  the  American 
College  of  Physicians  (see  else- 
where in  this  issue),  Brown  Med- 
ical Students’  Career  Night,  and 
Ethics  Rounds  in  collaboration 
with  Professors  Edward  N.  Beiser 
and  Dan  Brock. 

Many  residents  elect  to  obtain 
additional  training  in  subspe- 
cialty disciplines  and  do  so  in 
Brown  University-sponsored  fel- 
lowships (see  table  2)  or  at  other 
accredited  programs  elsewhere  in 
the  United  States.  A surprisingly 
high  number  of  former  Brown  res- 
ident physicians,  who  have  sought 
further  training  elsewhere,  choose 
to  return  to  Rhode  Island  for  ca- 
reers in  clinical  practice  or  aca- 
demic medicine. 

An  independent  residency  in 
general  internal  medicine  is  based 
at  Rhode  Island  Hospital  under 
the  direction  of  Steven  Wartman, 
MD.  This  program  offers  a com- 
prehensive ambulatory  experi- 
ence and  uses  a multidisciplinary 
faculty  to  integrate  the  social  and 
behavioral  sciences  into  the  fab- 
ric of  post-graduate  medical  ed- 
ucation. 

Neurology:  The  training  pro- 
gram in  neurology,  directed  by  J. 
Donald  Easton,  MD,  is  relatively 
new  to  the  Brown  residency  system 
There  are  nine  residents  in  this 
accredited  3 year  sequence.  Most 
neurology  residents  have  had  up 
to  3 prior  years  of  residency  train- 
ing in  internal  medicine.  Their 
primary  site  of  training  is  Rhode 
Island  Hospital.  Third  Year  resi- 
dents rotate  through  Roger  Wil- 
liams General  Hospital  where  they 
also  participate  in  a movement 
disorders  clinic. 

The  program  graduated  its  first 
resident  in  June  of  1990.  This  res- 
ident elected  to  remain  at  Brown 
for  2 further  years  as  a fellow  in- 
vestigating the  physiology  of  mo- 
tor control. 

The  neurology  training  pro- 


gram is  committed  to  providing  a 
broad  education  in  all  aspects  of 
general  neurology.  However,  be- 
cause of  the  depth  of  faculty  in 
certain  areas,  special  experience 
is  offered  in  the  treatment  of  ce- 
rebral vascular  diseases,  epi- 
lepsy, movement  disorders  and 
neuromuscular  disease.  The  res- 
idents are  encouraged  to  partici- 
pate in  research  activities  and  to 
conclude  investigative  projects 
that  would  merit  national  atten- 
tion. 

Neurosurgery:  This  Brown  Uni- 
versity training  program,  only  re- 
cently established,  is  based  at 
Rhode  Island  Hospital  and  is  di- 
rected by  Mel  Epstein,  MD.  This 
is  a 6 year  accredited  sequence 
with  a total  of  six  house  officers. 
Research  endeavors  as  well  as 
clinical  training  are  conducted  at 
Rhode  Island  Hospital. 


Obstetrics  and  Gynecology: 
This  4 year  approved  residency 
program  is  directed  by  David  Ni- 
chols, MD.  With  the  exception  of 
medicine  and  surgery  rotations  at 
Rhode  Island  Hospital,  the  20  res- 
idents are  based  at  Women  and 
Infants  Hospital  of  Rhode  Island, 
the  sixth  largest  women’s  hospi- 
tal in  the  United  States  and  the 
only  tertiary  perinatal  center  in 
greater  Rhode  Island.  There  are 
13  fulltime  faculty  providing  spe- 
cialty training  in  maternal-fetal 
medicine,  reproductive  endocri- 
nology, and  gynecologic  oncol- 
ogy. Over  70  physicians  in  private 
practice  also  teach  in  this  pro- 
gram. Most  graduates  establish 
their  practices  in  New  England 
while  more  than  one-fifth  seek 
additional  subspecialty  training. 

Orthopedic  Surgery:  This  pro- 
gram is  directed  by  Michael  Ehr- 
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lich,  MD  and  is  based  principally 
at  Rhode  Island  Hospital.  Resi- 
dents in  this  approved  program 
also  rotate  through  the  Trauma 
Center  and  are  required  to  devote 
a portion  of  their  training  to  basic 
research. 

Pathology:  The  Brown  Univer- 
sity Integrated  Program  in  pa- 
thology, directed  by  Abby  Maizel, 
MD,  PhD,  trains  its  residents  at 
Memorial  Hospital  of  Rhode  Is- 
land, Roger  Williams  General 
Hospital,  The  Miriam  Hospital, 
Women  & Infants  Hospital  and  the 
Medical  Examiners  Office  of 
Rhode  Island.  Neuropathology 
training,  under  the  supervision  of 
Mary  Ambler,  MD,  is  given  at 
Rhode  Island  Hospital.  There  are 
12  residents  in  a 5 year  training 
sequence.  There  are  approved 
programs  leading  to  certification 
in  anatomic  pathology,  clinical 
pathology,  forensic  pathology, 
neuropathology,  hematopathol- 
ogy,  and  dermatopathology  pro- 
vided by  a faculty  of  46  laboratory 
physicians  and  scientists.  Addi- 
tional training,  routine  or  inves- 
tigative, in  such  disciplines  as 
blood  banking,  virology,  micro- 
biology and  electron  microscopy 
is  also  offered.  A number  of  ap- 
proved combined-training  pro- 
grams may  also  be  taken,  includ- 
ing developmental  pathology  and 
gastrointestinal  pathology. 

A 5 year  program  in  anatomic 
and  clinical  pathology  is  offered  for 
eight  residents  at  the  Rhode  Island 
Hospital  with  additional  training 
at  Women  and  Infants  Hospital 
and  the  Medical  Examiners  Of- 
fice. This  program  is  directed  by 
Don  B.  Singer,  MD. 

William  Q.  Stumer,  MD,  Chief 
Medical  Examiner  of  Rhode  Is- 
land, directs  the  2 year  training 
program  in  forensic  pathology. 
Training  sites  include  the  Medi- 
cal Examiner’s  Office  of  Rhode  Is- 
land, the  Connecticut  Crime  Lab- 
oratory and  the  Anthropology 
Department  of  the  Smithsonian 


Institution.  Graduates  of  this  pro- 
gram are  presently  serving  in 
medical  examiner  offices  in  Del- 
aware, Massachusetts  and  New 
Jersey. 

Pediatrics:  The  Brown  Univer- 
sity residency  program  in  pedi- 
atrics is  based  at  the  Rhode 
Island  Hospital  and,  for  neona- 
tology, at  Women  & Infants  Hos- 
pital. Pediatric  residents  also  ro- 
tate through  Emma  Pendelton 
Bradley  Hospital  for  child  psy- 
chiatry. There  are  38  resident  phy- 
sicians in  this  accredited  pro- 
gram directed  by  William  Oh,  MD. 
Two  of  the  second  year  residents 
will  undertake  an  additional  3 
years  of  psychiatry  residency 
training  at  Butler  and  Bradley 
Hospitals  and  thus  be  qualified 
for  certification  in  pediatrics,  child 
psychiatry  and  adult  psychiatry. 
This  training  sequence  is  the  so- 
called  Triple-Board  Pathway,  a pi- 
lot training  program  conducted  at 
Brown  as  well  as  5 other  medical 
schools  in  the  United  States. 

The  training  program  in  pedi- 
atrics is  noted  for  its  balance 
between  academic  activity  and 
clinical  experience  in  general  pe- 
diatrics. Graduates  prepare  for  a 
career  either  in  academic  pedi- 
atrics or  private  practice.  The  pro- 
gram is  highly  regarded  nation- 
ally and  about  40%  of  its 
graduates  pursue  additional  sub- 
specialty fellowship  training  else- 
where. In  the  past,  most  pediat- 
rics residents  originated  from  the 
northeastern  states:  their  geo- 
graphic origins  are  now  much 
more  cosmopolitan. 

Plastic  Surgery:  This  is  the  old- 
est accredited  plastic  surgery 
training  program  in  New  England, 
offering  2 years  of  supervised 
training  to  a total  of  four  residents. 
It  is  directed  by  Lee  Edstrom,  MD 
and  is  based  principally  at  Rhode 
Island  Hospital.  The  program  of- 
fers many  research  opportunities. 

Psychiatry:  There  are  30  resi- 
dent physicians  in  this  approved 


3 year  program  based  principally 
at  Butler  Hospital  but  with  addi- 
tional training  undertaken  at  the 
other  Brown-affiliated  hospitals. 
Further  supervised  training  sites 
include  various  community  men- 
tal health  centers  in  Rhode  Island 
and  Massachusetts.  Elective  ex- 
periences are  available  within  the 
Brown  consortium  of  hospitals 
and  at  the  Institute  of  Mental 
Health.  The  program  emphasizes 
both  biological  and  psychother- 
apeutic interventions  as  essential 
clinical  tools  in  psychiatry.  Op- 
portunities for  research  are  of- 
fered. The  training  program  is  co- 
directed by  Patricia  Recupero,  MD 
and  Ronald  Wintrob,  MD. 

There  are  nine  residents  partici- 
pating in  a 2 year  program  in  child 
psychiatry  based  at  Emma  P. 
Bradley  Hospital  and  directed  by 
Charles  Malone,  MD. 

Radiology:  This  accredited  4 
year  program  directed  by  Daniel 
J.  Hanson,  MD,  currently  trains  12 
residents  and  is  based  at  Rhode 
Island  Hospital.  Additional  train- 
ing is  undertaken  at  Women  & 
Infants  Hospital  and  the  Armed 
Forces  Institute  of  Pathology, 
Washington,  DC.  Recent  gradu- 
ates have  uniformly  sought  fur- 
ther subspecialty  training  and 
about  half  have  entered  aca- 
demic medicine.  The  geographic 
distribution  of  the  graduates  is 
nationwide. 

Surgery:  The  Brown  University 
Integrated  Residency  in  surgery  is 
an  accredited  6 year  program 
leading  to  certification  by  the 
American  Board  of  Surgery.  There 
are  44  house  officers  in  the  pro- 
gram at  Rhode  Island  Hospital, 
Roger  Williams  General  Hospital, 
The  Miriam  Hospital  and  VA  Med- 
ical Center.  Off-campus  rotations 
are  arranged  for  subspecialties 
such  as  transplant  surgery  or 
treatment  for  burns.  The  primary 
goal  of  the  program  is  to  provide 
well-trained  general  surgeons,  in 
an  academic  environment,  for  the 
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greater  Rhode  Island  community. 
The  program  is  directed  by  A. 
Gerson  Greenburg,  MD,  PhD. 

Urology:  This  accredited  3 year 
program  is  directed  by  Anthony 
A.  Caldamone,  MD.  Trainees  are 
required  to  complete  2 years  of 
general  surgery  residency  before 
beginning.  The  principal  center 
for  training  is  Rhode  Island  Hos- 
pital with  both  adult  and  pediatric 
urology  services,  and  to  a lesser 
degree,  Women  and  Infants  Hos- 
pital, Roger  Williams  General 
Hospital  and  the  VA  Medical  Cen- 
ter. 

Fellowships 

Internal  medicine  fellowships  in- 
clude fully  integrated  programs  in; 
cardiology,  clinical  pharmacol- 
ogy, critical  care  medicine,  en- 
docrinology and  metabolism, 
gastroenterology,  geriatric  medi- 
cine, hematology/oncology,  in- 
fectious diseases,  pulmonary  dis- 
eases, nephrology  and 
rheumatology. 

Pediatric  fellowships  include: 
endocrinology  and  metabolism, 
hematology/oncology,  child  de- 
velopment and  developmental 
disabilities,  and  ambulatory  pe- 
diatrics. The  neonatology/peri- 
natology fellowships  are  3 year 
programs  based  at  Women  & In- 
fants Hospital.  Of  the  37  gradu- 
ates of  this  highly  regarded  fel- 
lowship program,  34  hold 
professorships  at  US  medical 
schools  and  4 are  directors  of 
neonatology  at  major  academic 
centers. 

Radiology  fellowships  are  of- 
fered in  cross-sectional  imaging, 
interventional  and  vascular  ra- 
diology, and  radiologic  research. 

Maternal-fetal  medicine  fellow- 
ships, lasting  2 years,  require  prior 
completion  of  residency  training 
in  obstetrics  and  gynecology.  All 
the  graduates  of  this  program, 
thus  far,  have  entered  academic 
medicine. 

Post-doctoral  Training  Pro- 


Table 2.  Brown  University  Affiliated  Fellowship  Programs 

Fellowship 

Principal  Training 

Program  Director 

Sites 

Alcoholism  & Drug 

David  Lewis,  MD 

RWGH,  BH 

Abuse 

Ambulatory  Pediatrics 

John  O’Shea,  MD 

RIH 

Cardiology 

David  Williams,  MD 

RIH 

Cardiology 

Candace  McNulty,  MD 

TMH,  MHRI,  RWGH, 
VAMC 

Child  Dev  & Dev  Disabil 

Siegfried  Pueschel,  MD 

RIH 

Clinical  Pharmacology 

Darrell  Abernethy,  MD 

RWGH 

Combined  Imaging 

Daniel  Hanson,  MD 

RIH 

Critical  Care  Medicine 

William  Kaye,  MD 

TMH 

Developmental 

Don  Singer,  MD 

RIH,  WIH,  OME 

Pathology 

Endocrinology  & 

Ivor  Jackson,  MD 

RIH 

Metabolism 

Joseph  Tucci,  MD 

RWGH,  VAMC 

Gastroenterology 

Walter  Thayer,  MD 

RIH,  RWGH 

Geriatric  Medicine 

Marsha  Fretwell,  MD 

RWGH 

Hematology/Oncology 
(Brown  Affiliated 

Louis  Leone,  MD 

RWGH,  VAMC,  TMH, 
MHRI,  RIH 

Program) 

Infectious  Diseases 

Stephen  Zinner,  MD 
(adult) 

Georges  Peter,  MD 
(pediatric) 

TMH,  MHRI,  RIH 
RWGH,  VAMC 

Maternal-Fetal 

Donald  Coustan,  MD, 

WIH 

Medicine 

Neonatology 

William  Oh,  MD 

RIH,  WIH 

Nephrology 

Joseph  Chazan,  MD 
J.  Gary  Abuelo,  MD 

RIH 

Neuropathology 

Mary  Ambler,  MD 

TMH,  RIH 

Ped  Hematology/ 

Ed  Forman,  MD 

RIH 

Oncology 

Ped  Metabolism  & 

Philip  Gruppuso,  MD 

RIH 

Nutrition 

Pulmonary  Diseases 

Sidney  Braman,  MD 

RIH,  VAMC,  MHRI, 
RWGH 

Rheumatology 

Edward  Lally,  MD 

RWGH,  RIH,  VAMC 

Vase  & Interventional 

Daniel  Hanson,  MD 

RIH 

Radiology 

gram  in  Research  on  Substance 
Abuse,  Treatment  and  Interven- 
tion: This  is  a training  program 
conducted  within  the  administra- 
tive structure  of  the  Center  for  Al- 
cohol and  Addiction  Studies  at 
Brown  University.  It  provides  re- 
search training  for  behavioral  and 
social  scientists  and  health  care 
professionals  who  wish  to  pursue 
a career  in  alcohol  and/or  drug 
abuse  research. 


Address  correspondence  to:  Fred 
J.  Schiffman,  MD,  Department  of 
Medicine,  The  Miriam  Hospital, 
164  Summit  Avenue,  Providence, 
RI  02906 
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DO  YOU  HAVE 
AN  UNTAPPED  SOURCE 
OF  INCOME? 

You  do  if  you’re  not  sending  your  bad  debts 
to  a third  party  for  coiiection. 


Don’t  work  more  hours — Increase  your  net  income 
by  allowing  us  to  pursue  your  bad  debts. 


It  is  a business  fact  that  at  a certain  point 
your  billing  becomes  ineffective  in  regard  to 
overdue  debts.  If  several  months  of  your  bill- 
ing has  not  persuaded  a particular  patient  to 
pay  their  bill,  several  more  months  of  billing 
will  not  achieve  better  results. 

We  have  been  conducting  Medical  Collec- 
tions for  five  years  and  have  developed  a sys- 
tem that  is  designed  to  recover  as  much  of 
your  money  as  possible  while  trying  to  main- 
tain your  patient  relations. 

By  conducting  your  Medical  Collections  we 


obtain  income  for  you  that  you  have  already 
earned  but  is  beyond  your  reach.  You  need 
not  perform  any  additional  services  to  obtain 
this  money.  Since  we  work  on  a contingency 
basis  you  only  pay  a portion  of  what  we  obtain 
on  your  behalf.  If  we  do  not  collect  we  do  not 
bill  you. 

The  third-party  collection  process  is  a reg- 
ular part  of  any  billing  process.  If  you  do  not 
have  a third  party  collecting  for  you,  you  are 
not  completing  your  billing  process. 


1524  Atwood  Avenue 


CALL  NOW  FOR 
MORE  INFORMATION 
(401)  351-2163 

CARL  P.  DELUCA,  ESQ. 

GENERAL  PRACTICE  OF  LAW 


Suite  222 


Johnston,  R.l.  02919 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

CAPT  JAMES  COUNSMAN 
1-800-227-1721 

In  New  Hampshire  call  603-430-1830 


CLINICAL  Wm  NETWORK 


The  Margin  of  Difference  in 


Home 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


Infusion  Therapy 

YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/751-9120 

67  CEDAR  ST.  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 


Resident  Physicians’  Research  Day 


The  Fourth  Annual  Meeting  of  the  Rhode  Island  Chapter  of  the  American  College 
of  Physicians  and  the  Brown  University  Department  of  Medicine 


Fred  J.  Schiffman,  MD 


On  March  28,  1990,  the  Brown 
University  Department  of  Medi- 
cine and  the  Rhode  Island  Chap- 
ter of  the  American  College  of 
Physicians  held  their  Fourth  An- 
nual joint  meeting  which  in- 
cluded scientific  presentations  by 
Brown  University  resident  physi- 
cians in  medicine.  House  officers 
from  each  of  the  Brown  University 
teaching  hospitals  had  previously 
submitted  abstracts  of  clinical  in- 
vestigations or  clinical  vignettes 
which  they  had  worked  on  during 
the  last  year.  Additionally,  fellows 
in  Internal  Medicine  sub-spe- 
cialty programs,  were  encour- 
aged to  submit  abstracts  of  work 
for  presentation  as  posters.  A 
panel  had  evaluated  and  ranked 
submissions  and  on  March  28,  the 
top  ones  were  presented  orally  or 
in  poster  form. 

Four  years  ago.  Dr  H.  Denman 
Scott  who  was  ACP  Governor  for 
Rhode  Island  and  Dr  Paul  Cala- 
bresi.  Chairman  of  Brown’s  De- 
partment of  Medicine,  began  a 
cooperative  effort  which  incor- 
porated presentation  of  residents’ 
research  into  a day-long  meeting 
whose  agenda  included  a panel 


Fred  J.  Schiffman,  MD,  is  Associ- 
ate Physician  in  Chief  at  Brown 
University  and  Associate  Director 
of  Medicine  at  the  Miriam  Hos- 
pital, Providence,  Rhode  Island. 


discussion  of  a timely  topic  im- 
pacting upon  health  care,  distin- 
guished speakers  from  the  Amer- 
ican College  of  Physicians  and  the 
presentation  of  the  Irving  Beck 
Laureate  Award  to  an  outstanding 
internist  and  member  of  the 
American  College  of  Physicians, 
Rhode  Island  Chapter  for  long  and 
sustained  career  service  to  their 
patients. 

Over  the  last  several  years,  this 
meeting  has  been  held  in  March 
or  April  and  it  has  become  a high- 
light for  the  Brown  affiliated  hos- 
pitals with  Internal  Medicine 
training  programs.  Program  Di- 
rectors at  The  Miriam  Hospital, 
The  Memorial  Hospital  of  Rhode 
Island,  Rhode  Island  Hospital, 
Roger  Williams  General  Hospital 
and  the  VA  Hospital  begin  organ- 
izing activities  almost  9 months 
in  advance  of  the  actual  meeting. 
They,  with  their  chief  residents, 
house  officers  and  attending  phy- 
sicians identify  research  projects 
or  clinical  vignettes  which  may 
be  appropriate  for  presentation  at 
the  Annual  Meeting.  Working  with 
faculty  mentors,  residents  write 
up  in  abstract  form,  material  to 
be  considered  for  presentation  at 
the  Annual  Meeting.  The  majority 
of  submissions  are  abstracts  of 
clinical  vignettes  (interesting  or 
unusual  patient  stories  with  im- 
portant teaching  points).  How- 
ever, basic  research,  clinical  trials 
or  reviews  of  the  literature  can  be 


included  if  the  work  was  done 
during  a resident’s  training  tenure 
at  one  of  the  Brown  hospitals.  Ab- 
stracts are  reviewed  by  the  five 
program  directors,  given  a nu- 
merical rank  and  the  top  15  or  16 
are  chosen  for  oral  presentation 
at  the  meeting.  Those  which  are 
not  selected  for  such  presenta- 
tion are  considered  for  presen- 
tation as  a poster.  Fellows  in  In- 
ternal Medicine  sub-specialty 
programs  are  invited  to  submit 
abstracts  but  only  for  poster  com- 
petition since  it  is  felt  that  their 
work  may  be  more  readily  pre- 
sented at  national  forums  other 
than  the  American  College  of  Phy- 
sicians competition.  Residents 
are  also  encouraged  to  submit 
their  work  to  the  National  ACP 
Meeting  where,  on  a grander 
scale,  oral  presentations  and  pos- 
ter sessions  are  held.  Several 
Brown  residents  have  been  se- 
lected to  present  work  at  this  ses- 
sion. 

The  submitted  abstracts  this 
year  were  evaluated  and  rated  by 
the  training  program  directors  and 
then  using  a computer  program 
developed  by  Dr  Bryson  Ley, 
scores  were  generated  which  took 
into  account  many  subtleties  of 
the  ranking  process.  This  year,  16 
abstracts  were  selected  for  oral 
presentation  with  representa- 
tion from  each  of  the  hospitals. 
Twenty-five  abstracts  were  cho- 
sen for  poster  presentation.  Res- 
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idents  making  oral  presentations 
were  given  7 minutes  to  describe 
their  work  with  2 minutes  allowed 
for  questions  and  answers  from 
the  assembled  group.  Between  a 
morning  and  afternoon  session, 
the  participants  at  the  1990  Sci- 
entific Meeting  were  asked  to  view 
the  posters  and  discuss  the  work 
with  presentors. 

The  program  this  year  also  fea- 
tured a panel  discussion  of  the 
Canadian  Health  Care  System.  The 
panel  included  several  prominent 
ACP  members  from  Canada  who 
addressed  the  topic  of  “What  Can 
the  United  States  Learn  from  Can- 
ada?” Debbie  Prout,  director  of 
policy  for  the  American  College 
of  Physicians  and  Edward  P.  May- 
nard, MD,  FACP,  President  of  the 
American  College  of  Physicians, 
spoke  at  the  luncheon  held  in  the 
Grand  Ballroom  at  the  Omni  Bilt- 
more  Hotel  and  updated  partici- 
pants on  current  ACP  activities. 

Following  presentation  of  sci- 
entific work,  the  Irving  A.  Beck 
Laureate  Award  was  given  to  Mi- 
chael DiMaio,  MD  and  competing 
residents  received  awards  as 
judged  by  the  visiting  panel  from 
Canada  and  other  dignitaries 
present.  Cash  awards  and  a 
plaque  were  contributed  by  Mar- 
ion-Merrill  Dow  Pharmaceuti- 
cals. Three  awards  were  given  for 
clinical  vignettes,  2 for  clinical  in- 
vestigations and  2 for  the  best 
posters.  While  in  some  ways  the 
presentors  compete  with  each 
other  for  prizes,  it  has  been  the 
goal  of  the  organizing  committee 
to  deemphasize  award-seeking- 
behavior  and  foster  meaningful 
participation  and  high  quality, 
scholarly  work  by  as  many  partic- 
ipants as  possible. 

All  of  the  abstracts  of  oral  pres- 
entations have  been  reproduced 
here  and  abstracts  of  the  award 
winning  posters  have  as  well. 

It  is  felt  that  research  by  med- 
ical residents  is  an  important  part 


Resident  Physiciii'® 

Prize  Winner 

’I 


(L)  Paul  Calabresi,  MD,  Chairman,  Brown  Department  of  Medicine; 
(R)  Abraham  Kocheril,  MD,  First  Prize  Poster  Competition. 


(L)  Paul  Calabresi,  MD,  Chairman,  Brown  Department  of  Medicine; 
(R)  Anne  Ruggieri,  MD,  first  prize  Clinical  Vignette  Competition. 
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is’  Research  Day 

larch  28,  1990 


(L)  Paul  Calabresi,  MD,  Chairman,  Brown  Department  of  Medicine; 
(R)  Jane  Carter,  MD,  second  prize  poster  competition. 


i 


(L)  Peter  Cohn,  MD,  tied  first  prize,  clinical  investigation;  (C)  Paul 
Calabresi,  MD,  Chairman,  Brown  Department  of  Medicine;  (R)  C. 
Pyne,  MD,  tied  first  prize,  clinical  investigation. 


of  the  Brown  University  Internal 
Medicine  training  program  for 
several  reasons; 

1.  A more  critical  manner  of 
thinking  is  fostered. 

2.  Sharper  focus  is  brought  to 
bear  on  clinical  problems 
and  disease  processes  at  a 
particularly  formative  pe- 
riod of  time. 

3.  Mentoring  relationships  are 
fostered. 

4.  Non-specialty  “hobbies”  are 
developed. 

5.  The  resident  gains  a sense 
of  academic  accomplish- 
ment and  a foundation  is 
constructed  for  further 
scholarly  pursuit. 

6.  The  resident  learns  to  read 
and  write  “the  literature.” 

7.  Teaching  others  is  fostered. 

8.  Active  resident  research  en- 
hances the  intellectual  fer- 
ment in  the  institution  and 
potentially  expands  the 
range  of  career  options  and 
interests. 

It  is  hoped  that  the  Residents 
Research  Day  will  continue  to 
evolve  over  the  years  and  that  even 
more  residents  will  participate. 
Besides  the  intellectual  merit  dis- 
cussed above,  this  meeting  has 
fostered  closer  ties  between  the 
American  College  of  Physicians, 
Brown’s  Internal  Medicine  De- 
partment, the  program  directors 
and  all  of  our  medical  residents. 
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Scientific  Papers  Presented  by  Resident 
Physicians  from  the  Hospitals  of  Rhode 
Island  at  the  1990  Annual  Scientific  Meeting 
of  the  Rhode  Island  Chapter  of  the  American 
College  of  Physicians 


In  each  of  the  scientific  abstracts,  the  resident-physician  is  identified  by  hospital  of  origin  and  medical 
school;  the  faculty  sponsor  is  identified  by  faculty  rank.  All  faculty  positions  are  at  Brown  University. 

Abstracts  designated  by  asterisks  were  awarded  prizes  by  the  judges. 


*1.  Echocardiac  Assessment  of  Atrioventricular  Valvular  Regurgitation  in  Pregnancy 

A.  Kocheril,  MD,  Miriam  Hospital  (New  York  Univ) 

A.  Sadaniantz,  MD,  Assistant  Professor  of  Medicine 

Systolic  murmurs  are  common  findings  during  pregnancy,  the  etiology  of  which  may  be  A-V  valvular  regurgitation  or 
flow  murmurs  due  to  increased  cardiac  output.  A previous  study  has  shown  an  increased  frequency  of  tricuspid 
regurgitation  (TR)  during  pregnancy,  although  that  study  was  done  on  women  in  various  stages  of  pregnancy. 

The  purpose  of  our  study  is  to  assess  longitudinal  changes  in  A-V  valvular  regurgitation  with  pregnancy.  We  studied 
1 1 pregnant  women  by  M-mode,  2-D,  pulsed  and  color  Doppler  (D)  echocardiography  at  8 months  of  pregnancy  and 
then  again  in  the  same  subjects  1 month  after  delivery,  and  compared  them  with  7 nonpregnant  age-matched  controls. 
Exclusion  criteria  were:  1)  exercise  more  than  3 times  per  week  for  greater  than  20  minutes  each  time,  2)  significant 
medical  illness,  and  3)  any  morphologic  valvular  abnormality  by  M-mode  or  2-D  echocardiography  at  any  stage.  Jet 
areas  and  atrial  dimensions  were  measured  in  the  4-chamber  view  by  digitizing.  Mild  mitral  regurgitation  (MR)  or  TR 
was  defined  by  color  Doppler  jet  area  less  than  25%  of  the  corresponding  atrial  size,  moderate  being  25-50%  of  atrial 
size,  and  severe  greater  than  50%  of  atrial  size.  Our  results  are  as  follows; 


MR  by  (D)* 

TR  by  (D)* 

SEM 

Holosystolic  murmur 


8 months  pregnant 

2/11  (18%) 

6/11  (54%) 

5/11  (45%) 

0/11  (0%) 


1 month  after  delivery Control 

5/1 1 (45%)  4/7  (57%) 

6/1 1 (54%)  6/7  (86%) 

0/11(0%)  1/7(14%) 

0/1 1 (0%)  0/7  (0%) 


*A11  subjects  had  mild  or  less  regurgitation;  none  were  moderate  or  severe.  We  found  no  statistically  significant 
differences  by  chi-square  analysis  in  any  of  the  above  parameters  among  the  groups.  We  found  no  significant  differences 
in  frequency  or  severity  of  MR  or  TR  in  the  same  subjects  at  8 months  of  pregnancy  compared  to  1 month  after 
delivery,  or  compared  to  the  controls.  Flow  murmurs  are  common  findings  in  women  8 months  pregnant,  without 
associated  significant  regurgitant  jets  by  Doppler  echocardiography,  but  disappear  at  1 month  after  delivery. 
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*2.  Cardiac  Catheterization  Prior  to  Electrophysiologic  Studies 

P.  Cohn,  MD,  Rhode  Island  Hospital  (Rob  WoodJohnson  Sch  Medicine) 

C.  Chmielewski,  MD,  Clin  Assistant  Professor  of  Medicine 

The  long  term  prognosis  after  symptomatic  ventricular  tachycardia  or  cardiac  arrest,  in  the  absence  of  acute  myocardial 
infarction,  has  been  significantly  improved  by  electrophysiologic  testing  and  the  implantable  defibrillator.  Studies 
have  recommended  cardiac  catheterization  prior  to  electrophysiologic  testing,  as  there  is  a high  incidence  of  significant 
coronary  artery  disease  in  this  patient  population.  We  studied  patients  who  presented  in  symptomatic  ventricular 
tachycardia  or  sudden  cardiac  death  from  1984  to  June  of  1989.  A retrospective  analysis  of  cardiac  catheterizations 
in  these  patients  was  performed.  A total  of  130  patients  presented  with  ventricular  tachycardia  and  had  EPS  studies. 
Of  69  patients  undergoing  cardiac  catheterization,  53  had  significant  coronary  artery  disease  (70%  or  greater  luminal 
stenosis).  17  patients  had  3 vessel  disease,  19  had  2 vessel  disease  and  17  had  single  vessel  disease.  A total  of  75 
patients  who  had  survived  a cardiac  arrest  underwent  EPS  studies.  Of  the  52  patients  who  were  catheterized,  39  had 
significant  disease.  21  patients  had  3 vessel  disease,  12  patients  had  2 vessel  disease  and  6 patients  had  single  vessel 
disease.  The  study  confirms  that  patients  who  present  with  ventricular  tachycardia  and  sudden  death  in  the  absence 
of  a myocardial  infarction,  do  have  a high  incidence  of  significant  coronary  artery  disease.  In  both  groups  the  percentage 
of  severe  disease,  classified  as  2 to  3 vessel  involvement,  is  quite  high.  This  was  especially  evident  in  the  sudden 
death  group.  We  conclude  that  catheterization  is  necessary  prior  to  EPS  in  the  patients  presenting  with  the  above 
diagnoses. 

*3.  Post-Partum  Renal  Vein  Thrombosis  in  a Patient  with  Pre-eclampsia 

A.  Ruggieri,  MD,  Miriam  Hospital  (Brown-Dartmouth) 

R.  Mahnensmith,  MD,  Assistant  Professor  of  Medicine 

A 20-year-old  previously  normotensive  prima  gravida  with  a history  of  ITP  presented  with  accelerating  hypertension 
and  abdominal  pain  in  her  31st  week  of  pregnancy.  She  was  hospitalized.  BUN  and  serum  creatinine  were  normal. 
Proteinuria  was  present  as  a new  finding.  She  was  treated  with  hydralazine  and  underwent  C-section  at  32  weeks. 
Abdominal  pain  resolved  after  delivery  but  BP  remained  elevated.  She  was  discharged  on  hydralazine  and  methyldopa. 
Left  lower  quadrant  pain  reappeared  with  fever  to  103°  one  week  later.  A D&C  was  performed  for  presumed  detained 
placenta.  No  placenta  was  found.  A working  diagnosis  of  pelvic  thrombophlebitis  was  made  and  heparin  was  initiated. 
Her  BP  remained  severely  elevated  despite  therapy.  Abdominal  pain  and  fever  persisted.  An  abdominal  CAT  scan 
showed  a markedly  enlarged  left  kidney  without  hydronephrotic  changes.  Also  present  was  an  enhancing  peripheral 
rim  nephrogram  consistent  with  renal  edema  and  renovascular  compromise.  The  renal  vein  was  enlarged  but  the 
renal  artery  was  not  visible.  An  inferior  venacavagram  demonstrated  left  renal  vein  thrombosis  confirmed  by  digital 
arteriogram.  Based  on  her  acute  hypertensive  presentation,  persisting  severe  hypertension,  fever,  pain,  and  radiographic 
findings,  it  was  concluded  that  she  had  suffered  acute  renal  vein  thrombosis  (RVT)  with  renal  infarction.  A left 
nephrectomy  was  performed  at  this  point,  revealing  renal  infarction  and  complete  occlusion  of  the  renal  vein  by  clot 
at  least  4 weeks  old.  Fevers  dissipated  and  BP  normalized.  She  has  subsequently  required  eye  surgery  for  hypertensive 
induced  retinal  edema  and  detachment. 

RVT  is  most  often  a complication  of  chronic  nephrotic  syndrome  and  is  usually  indolent.  It  usually  does  not  cause 
renal  infarction.  Rare  case  reports  of  acute  RVT  complicating  pregnancy  exist.  Pressure  on  the  left  ovarian  vein  by  a 
gravida  uterus  may  be  an  initiating  process,  because  the  left  ovarian  vein  drains  directly  into  the  left  renal  vein.  A 
mild  hypercoagulable  state  which  accompanies  pregnancy  may  also  contribute.  This  case  presents  a rare  complication 
of  pregnancy  and  illustrates  an  unusual  mechanism  for  late  trimester  pregnancy-associated  hypertension. 

*4.  Palmar  Fasciitis-Arthritis  is  a Harbinger  of  Occult  Malignauicy 

E.  Carter,  MD,  Memorial  Hospital  (Geo  Washington  Univ) 

F.  Fawaz-Estrup,  MD,  Clin  Assistant  Professor  of  Medicine 

D.  Ettensohn,  MD,  Assistant  Professor  of  Medicine 

Palmar  fasciitis-arthritis  is  a paraneoplastic  syndrome  thought  to  be  a variant  of  reflex  sympathetic  dystrophy.  While 
primarily  associated  with  ovarian  carcinomas,  it  has  been  reported  in  patients  with  breast,  pancreatic,  colon,  and 
lung  tumors.  This  rheumatologic  symptom  complex  is  frequently  the  first  manifestation  of  malignancy.  A 63-year-old 
female  presented  with  a 3 month  history  of  rapid  onset  polyarthritis  unresponsive  to  NSAlDs.  There  was  no  history 
of  fever,  chills,  night  sweats,  dysphagia,  hemoptysis,  skin  rash,  abdominal  distention,  or  change  in  bowel  habits.  A 
complaint  of  mild  dyspnea  was  felt  to  be  smoking-related.  Rheumatologic  evaluation  (ESR,  ANA,  RE,  anti-SSA,  anti- 
SSB,  Sclero  70)  was  negative.  Over  the  next  2 months  she  developed  progressive  contractures  of  both  hands  and 
atrophy  of  the  overlying  skin.  Skin  biopsy  showed  slight  thickening  of  the  dermal  collagen  bundles  but  no  evidence 
of  scleroderma.  Steroids  did  not  slow  progression  of  deformity  or  give  symptomatic  relief.  She  developed  worsening 
dyspnea.  Chest  X-ray  revealed  a diffuse  right-sided  interstitial  pattern.  PFTs  revealed  moderate  obstruction  and  bron- 
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chodilators  partially  relieved  her  symptoms.  A lower  G1  bleed  led  to  hospitalization;  a barium  enema  showed  a polyp 
in  the  ascending  colon  and  mammography  revealed  a questionable  lesion  in  the  right  breast.  The  patient  refused 
evaluation  until  hemoptysis  ensued.  Cytologic  evaluation  of  bronchoalveolar  lavage  cells  revealed  adenocarcinoma. 
She  refused  further  therapy  and  died  two  weeks  later.  Autopsy  revealed  a giant  cell  lung  carcinoma  metastatic  to 
spleen,  liver,  and  lymph  nodes.  Palmar  fasciitis-arthritis  is  a paraneoplastic  syndrome,  the  presence  of  which  indicates 
metastatic  occult  malignancy  and  should  prompt  aggressive  evaluation  to  identify  the  primary  site. 

*5.  Simultaneous  Babesiosis  and  Lyme  Disease 

G.  Bubly,  MD,  Miriam  Hospital  (Univ  Massachusetts) 

J.  Boyce,  MD,  Assistant  Professor  of  Medicine 

In  July  1989,  a healthy  65-year-old  white  male  Block  Island  resident  sought  medical  attention  for  an  annular,  ery- 
thematous rash  with  central  clearing  on  his  left  leg.  Dicloxacillin  was  prescribed  for  presumed  cellulitis  and  the  rash 
gradually  faded.  Low  grade  fevers,  myalgias,  and  a borderline-positive  Lyme  titer  prompted  his  physician  to  switch 
his  therapy  to  doxycycline.  One  week  later,  he  developed  intermittent  fevers  to  40°C,  rigors  and  drenching  sweats. 
Therapy  was  changed  from  doxycycline  to  ampicillin/clavulanate  and  he  was  referred  to  this  hospital.  On  further 
questioning,  he  described  “hundreds”  of  previous  tick  bites,  but  denied  transfusion,  splenectomy,  or  travel  to  areas 
endemic  for  babesiosis  or  malaria.  Examination  revealed  a temperature  of  38.3°C  and  rigors,  a faintly  visible  well- 
circumscribed  oval  rash  on  his  left  leg,  and  scleral  icterus.  A peripheral  blood  smear  showed  intraerythrocytic  and 
extra-cellular  parasites,  including  one  tetrad  form  diagnostic  of  babesiosis.  Clindamycin,  quinine  and  doxycycline 
were  begun  for  presumed  simultaneous  babesiosis  and  Lyme  disease.  Antibody  titers  to  Babesia  microti  (1:1024)  and 
Borrelia  burgdorferi  (1:2048)  confirmed  both  diagnoses.  The  patient  defervesced  after  three  days  of  treatment  and 
recovered  completely. 

This  is  only  the  third  well-documented  case  of  simultaneous  symptomatic  infection  with  B.  microti  and  B.  burgdorferi 
reported  in  the  literature.  Furthermore,  this  represents  only  the  second  reported  case  of  babesiosis  acquired  in  Rhode 
Island.  Physicians  in  endemic  areas  should  be  aware  of  the  possibility  of  dual  infection. 

*6.  Intravascular  Coagulation,  Fibrinolysis,  and  Acute  Lung  Injury  in  Post-Traumatic  Patients 

C.  Pyne,  MD,  VA  Medical  Center,  Providence  (Hahnemann) 

A.  Carvalho,  MD,  Associate  Professor  of  Medicine 

In  a prospective  study  of  23  patients  with  uncomplicated  long  bone  fractures,  we  assessed  intravascular  coagulation 
(IVC),  fibrinolysis  (F),  and  development  of  acute  lung  injury.  To  monitor  endothelial  cell  injury,  we  measured  plasma 
von  Willebrand  factor  (vWF)  levels.  In  addition  to  routine  screening  tests  for  IVC,  we  measured  plasma  D-dimer  levels. 
To  assess  whether  the  fibrinolytic  response  was  appropriate  for  the  degree  of  blood  activation  we  monitored  plas- 
minogen, plasminogen  activator  inhibitors  (PAI),  and  fibrin(ogen)  degradation  products  (FDP).  Samples  were  obtained 
on  admission  and  on  days  2 and  4.  Complete  blood  counts,  platelet  count,  and  arterial  blood  gases  were  done  daily. 
Chest  radiographs  were  obtained  on  admission  and  repeated  in  patients  with  hypoxia  (p02  < 60,  Group  1).  Eleven 
of  23  patients  developed  p02  < 60  (Group  2)  on  the  2nd,  3rd,  or  4th  days,  although  none  had  F1O2  > 0.5,  indicating 
mild  lung  injury.  The  vWF  levels  in  Group  1 (n  = 12)  were  277  ± 50  (mean  ± SEM)  at  baseline  and  remained 
unchanged  for  the  4 days  of  observation;  whereas  in  Group  2 (n  = 11)  vWF  levels  were  higher  (322  ± 55)  and 
continued  to  rise  (393  ± 54).  Both  groups  had  vWF  levels  significantly  higher  than  normal  (n  = 41,  97  ± 3).  IVC 
was  present  in  both  groups  of  patients,  as  evidenced  by  increased  D-dimer  levels,  but  more  so  in  Group  2 than  Group 
1.  Plasminogen  and  FDP  levels  remained  normal  in  both  groups.  PAI  levels  were  significantly  higher  in  both  patient 
groups  than  normal  (p  < 0.01).  Our  data  show  that  IVC  with  impaired  fibrinolysis  occurs  in  post-trauma  patients  and 
may  contribute  to  their  lung  injury  and  frequent  thromboembolic  complications. 

*7.  Acute  Renal  Failure  Resulting  from  Spontaneous  Athero-embolism  Due  to  Anti-Coagulant  TTierapy 

L.  Stone,  MD,  Miriam  Hospital  (St  Louis  Univ) 

R.  Mahnensmith,  MD,  assistant  Professor  of  Medicine 

A 65-year-old  man  with  a history  of  hypertension,  a transient  ischemic  attack,  and  stable  mild  renal  insufficiency  was 
hospitalized  because  of  left  arm  and  leg  weakness  and  blurred  vision.  BP  was  200/100.  BP  was  lowered  with  clonidine. 
Full  anticoagulation  with  intravenous  heparin  was  begun.  From  the  first  hospital  day,  the  patient’s  creatinine  showed 
a progressive  elevation,  from  3.3  mg%  on  admission  to  6.1  mg%  on  the  8th  hospital  day.  This  was  initially  attributed 
to  IV  radiocontrast  and  blood  pressure  lowering.  His  creatinine  declined  to  4.1  mg%  by  the  20th  hospital  day,  but 
then  suddenly  showed  a steady  inexorable  daily  climb  to  1 0.8  mg%  by  the  35th  day.  This  deterioration  was  characterized 
by  high  output  of  dilute  urine  and  moderately  severe  hypertension.  Renal  echo  was  normal.  Urinalysis  showed  only 
trace  protein,  rare  WBCs,  and  rare  granular  casts.  The  great  toe  of  his  left  foot  became  purple  and  painful.  Heparin, 
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which  had  been  administered  for  33  of  35  days,  was  discontinued  and  renal  biopsy  was  performed.  The  biopsy 
revealed  multiple  arteries  and  arterioles  of  various  sizes  containing  cholesterol  emboli,  some  glomeruli  were  sclerosed, 
others  were  hypercellular.  The  interstitium  showed  mild  inflammation  with  tubular  fibrosis  and  atrophy. 

This  patient  had  not  undergone  any  invasive  angiographic  procedures.  His  course  is  consistent  with  the  rare 
occurrence  of  spontaneous  renal  and  distal  atheroembolism  induced  by  anticoagulation.  Renal  function  did  not 
improve:  7 of  10  toes  developed  microinfarctions,  and  peripheral  eosinophilia  later  evolved.  He  has  required  main- 
tenance dialysis. 

8.  A Guatemal2ui  Woman  with  Abdominal  Pain  and  Peripheral  Eosinophilia 

S.  Blood,  MD,  Rhode  Island  Hospital  (Univ  Vermont) 

J.  Kizirian,  MD,  Clin  Assistant  Professor  of  Medicine 

The  patient,  a 40-year-old  Guatemalan  woman  who  recently  emigrated  to  the  United  States,  presented  with  a 3 week 
history  of  abdominal  pain  and  passage  of  large,  round  worms  per  rectum.  She  also  complained  of  headache,  anorexia 
and  nausea.  Her  past  medical  history  was  significant  for  pica,  manifested  as  consumption  of  clay  tile,  which  she 
developed  during  her  first  and  only  pregnancy. 

Physical  exam  revealed  a thin,  Hispanic  woman  with  moderate  abdominal  discomfort.  Pertinent  physical  findings 
included  pale  conjunctivae  and  a diffusely  tender  abdomen  with  hyperactive  bowel  sounds.  Stool  was  occult  blood 
negative.  Lab  findings  included  iron  deficiency  anemia  deficiency,  leukocytosis,  and  an  absolute  eosinophilia  of  8832. 
Stool  specimens  contained  ova  and  the  adult  form  of  ascaris  lumbricoides.  Barium  swallow  outlined  the  worms  in 
the  G1  tract.  Because  intestinal  ascariasis  does  not  usually  produce  eosinophilia,  a work-up  for  other  parasitic  infections 
was  done.  A toxocara  titer  was  markedly  positive  at  1:2048,  suggesting  exposure  to  toxocara  in  this  patient  who 
manifested  no  end-organ  involvement  by  toxocara  or  visceral  larvae  migrans. 

The  patient  was  treated  with  a 3 day  course  of  mebendazole.  Follow  up  stool  specimens  were  parasite  free.  The 
patient’s  iron  deficiency  anemia  was  presumed  to  date  back  to  her  pregnancy.  As  is  occasionally  seen  in  the  iron 
deficiency  state,  the  patient  developed  geophagia  which  is  thought  to  satisfy  a craving  for  a lack  of  dietary  iron. 
Unfortunately,  geophagia  may  have  predisposed  her  to  soil-borne  parasitic  infections  such  as  ascariasis  and  toxo- 
cariasis which  are  indigenous  to  Central  America.  Iron  replacement  was  initiated  in  hospital  to  treat  the  anemia  and 
curb  the  tendency  toward  geophagia  to  prevent  recurrence  of  parasitic  infection.  This  case  is  an  example  of  ascariasis, 
a common  infection  in  the  Third  World,  but  uncommon  in  the  Northeastern  United  States,  in  a patient  predisposed 
to  parasitic  infections  due  to  her  unusual  habit  of  geophagia. 

9.  Mollaret’s  Meningitis 

M.  McCartney,  MD,  Roger  Williams  General  Hospital  (Wayne  State  Univ) 

P.  O’Dowd,  MD,  Clin  Assistant  Professor  of  Medicine 

A 37-year-old  white  female  with  a history  of  recurrent  aseptic  meningitis  in  1972  and  1975  and  chronic  earaches  and 
sinusitis  was  admitted  with  complaints  of  severe  headaches,  NW,  photophobia,  nuchal  rigidity  and  myalgias.  She 
denied  fever,  chills,  respiratory,  GI  or  GU  symptoms.  The  patient  had  taken  antihistamines  and  doxycycline  for  sinusitis 
and  had  no  allergies.  Pertinent  physical  exam  showed  nuchal  rigidity  and  an  otherwise  nonfocal  neurological  exam. 
Sinus  films  and  chest  X-ray  were  negative  and  LP  revealed  normal  OP,  elevated  WBC  (220)  with  90%  lymphs,  elevated 
protein  (206)  and  normal  glucose.  Gram  stain  was  negative,  as  were  AFB,  cryptococcal  antigen  and  fungal  studies. 
A parameningeal  focus  was  ruled  out  with  MRl  and  it  was  felt  that  her  history  was  consistent  with  Mollaret’s  meningitis, 
a rarely  reported  entity  of  recurrent  idiopathic  aseptic  meningitis. 

Transient  neurologic  disturbances  including  coma,  sz,  syncope,  diplopia,  disarthria,  dysequilibrium  and  facial 
paralysis  have  been  reported.  The  patients  are  usually  febrile.  Onset  may  occur  at  any  age  with  episodes  recurring 
over  3-5  years.  The  CSF  shows  pleocytosis  with  mononuclear  cell  predominance.  Large  endothelial  (“Mollaret”)  cells 
may  be  seen  but  are  not  necessary  for  the  diagnosis.  Protein  is  usually  elevated  with  normal  glucose.  It  is  speculated 
by  Barakat  that  this  dz  may  share  a common  origin  with  Familial  Mediterranean  Fever  and  as  such  a provocative  test 
with  metamrinol  infusion  may  aid  in  the  diagnosis.  Treatment  is  supportive  although  it  is  speculated  that  colchicine 
may  prevent  recurrence. 

This  unusual  case  illustrates  that  structural  abnormalities  need  not  be  present  in  cases  of  recurrent  aseptic  men- 
ingitis. 

10.  Lactobacilliary  SBE  in  a Patient  with  a Porcine  Mitral  Valve  after  a Dental  Procedure  Despite  Prophylactic 
AntiBX 

L.  Rubenstein,  MD,  Rhode  Island  Hospital  (Columbia  Univ) 

R.  Riley,  MD,  Clin  Associate  Professor  of  Medicine 

A 68-year-old  woman  with  a history  of  severe  mitral  regurgitation  2 years  status  post  a porcine  valve  replacement  had 
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dental  work  followed  by  appropriate  IM  injection  of  AMP/PCN/GENT.  Two  weeks  later  she  presented  to  the  hospital 
with  5 days’  history  of  night  sweats,  chills  and  fevers  to  103.  On  physical  exam  she  had  a temperature  of  102pr,  pulse 
100  and  regular,  and  BP  of  MO/80;  her  lungs  were  clear  and  cardiac  exam  regular,  without  a murmur.  There  was  no 
evidence  of  embolic  events  for  petechiae  on  right  thumb  and  fifth  finger,  and  neurologic  exam  was  normal.  Labs: 
llgb  was  12.3  with  a normal  smear,  WBC  was  6.4  without  a left  sfiift  and  platelets,  273  k.  Electrolytes  were  within 
normal  limits.  Four  out  of  four  blood  cultures  were  positive  for  Lactobacillus.  Echocardiogram  revealed  a small 
vegetation  on  the  mitral  valve  without  evidence  for  regurgitation.  Within  72  hours  on  PCN  12  mill.  U/day  and  Gentamicin, 
she  defervesced  and  the  bacteremia  cleared.  She  was  sent  tiome  to  complete  a 6 week  course  of  IV  therapy,  however 
re-presented  in  10  days  with  recurrent  fevers  and  chills  and  negative  blood  cxs.  These  cxs.  cleared  with  increasing 
the  PCN  to  24  mill.  U/day.  Sero-cidal  levels  obtained  previously  sfiowed  adequate  inhibitory  titres,  but  poor  cidal 
titres.  It  was  decided  to  continue  with  the  increased  antibx  regimen.  She  presented  2 weeks  later  with  progressive 
malaise,  fatigue,  and  dyspnea  on  exertion  and  was  found  to  have  low-grade  temperature  and  a new  systolic  murmur 
consistent  with  mitral  regurgitation.  Repeat  echocardiogram  confirmed  ttiis  as  well  as  demonstrating  marked  growth 
of  the  vegetation.  She  underwent  a mitral  valve  replacement  and  remains  on  long-term  IV  antibiotics  post-operatively. 
Lactobacillus  is  a rare  cause  of  sub-acute  SBE  with  only  moderate  response  to  high  dose  antibx  regimens.  This  case 
demonstrates  an  unfortunate  failure  of  antibx  prophylaxis  during  dental  work. 

11.  A Case  of  Ciguatera  Poisoning 

D.  DeFusco,  MD,  Roger  Williams  General  Hospital  (Brown  Univ) 

P.  O’Dowd,  MD,  Clin  Assistant  Professor  of  Medicine 

A 54-year-old  Spanish  man  presented  with  severe  G1  distress  after  sharing  a fish  soup  with  his  family.  Their  symptoms 
began  within  1 hour  of  their  meal  which  was  homemade  that  morning  with  uncanned  vegetables,  potatoes  and  a 
large  fish  head  purchased  from  a streetside  vendor  in  Federal  Hill.  The  wife  and  daughter,  who  had  smaller  portions, 
promptly  improved  but  the  father’s  condition  deteriorated  rapidly  to  a paralytic  coma  requiring  intubation.  On  ex- 
amination he  was  diaphoretic,  hypothermic,  hypertensive  and  tachycardic  with  markedly  miotic  pupils,  upbeat  nys- 
tagmus and  areflexia.  Toxic  ingestion  was  suspected,  including  ciguatera  toxin  and  organophosphates. 

The  patient  was  unresponsive  to  narcan,  mannitol  and  pralidoxime,  but  with  supportive  therapy  gradually  resumed 
consciousness  and  completely  recovered  within  72  hours.  His  course  was  complicated  only  by  alcohol  withdrawal 
and  aspiration  pneumonia.  Samples  of  the  soup  were  tested  for  ciguatera  toxin. 

Ciguatera  fish  poisoning  is  not  uncommon  in  tropical  reefs  with  concentration  of  the  toxin  up  the  food  chain, 
however  should  be  considered  in  unlikely  locations  due  to  importation  of  fish  products.  Interestingly,  ciguatoxin  is 
not  included  in  neurology  texts  as  a neurotoxin  capable  of  inducing  coma,  but  this  case  demonstrates  that  it  should 
be  added  to  the  differential  diagnosis  of  a comatose  patient  with  recent  fish  ingestion. 

12.  Auscultated  Forced  Expiratory  Time  as  a Clinical  and  Epidemiologic  Test  of  Airway  Obstruction 

S.  Patel,  MD,  Memorial  Hospital  (Grant) 

D.  Kern,  MD,  Assistant  Professor  of  Medicine 

Objective:  To  determine  the  validity  of  current  dogma  that  forced  expiratory  time  (FET)  is  an  excellent  clinical  test 
of  airway  obstruction  yet  epidemiologically  useless  due  to  excessive  intrasubject  variability. 

Subjects  and  Methods:  229  white  male  plumbers  and  pipefitters  were  evaluated  by  spirometry,  chest  radiography 
and  a standardized  respiratory  questionnaire  during  a union-sponsored  asbestos  screening  program.  Subjects  were 
classified  as  having  large  airway  obstruction  (LAO),  small  airway  obstruction  (SAO),  or  no  obstruction,  on  the  basis 
of  standard  spirometric  prediction  equations.  Two  physicians,  blinded  to  clinical  and  spirometric  data,  independently 
measured  FET  while  auscultating  the  trachea  with  a stethoscope.  FET  was  defined  as  the  time  taken  for  an  individual 
to  forcefully  exhale  from  total  lung  capacity  until  airflow  became  inaudible.  Five  such  times  were  recorded  for  each 
subject.  The  mean  of  the  3 values  having  the  narrowest  range  was  deemed  the  FET  for  calculating  test  sensitivity  and 
specificity.  Based  on  previous  literature,  an  FET  > 6 seconds  was  considered  abnormally  prolonged. 

Results:  204  subjects  completed  both  spirometry  and  FET  testing.  66  had  LAO,  6 SAO,  and  132  no  obstruction.  83% 
had  3 FETs  reproducible  within  a range  of  < 1 second.  In  detecting  LAO,  the  sensitivity  of  FET  was  92%  and  the 
specificity  41%.  In  detecting  SAO  alone,  the  sensitivity  of  FET  was  67%  and  the  specificity  42%.  Overall,  then,  FET 
misclassified  58%  of  non-obstructed  subjects. 

Conclusion:  Although  a simple,  sensitive,  and  fairly  reproducible  clinical  test  of  large  airway  obstruction,  FET  can 
be  recommended  as  neither  a clinical  nor  epidemiologic  tool  because  of  extremely  poor  specificity. 

13.  Prevalence  of  Crackles  in  Blue  Collar  Workers 

T-J.  Cheng,  MD,  Memorial  Hospital  (Taipei,  Harvard) 

D.  Kern,  MD,  Assistant  Professor  of  Medicine 

Objective:  To  determine  the  prevalence  of  bibasilar  lung  crackles  in  a working  male  blue  collar  population  having 
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minimal  exposure  to  fibrogenic  dust,  their  specificity  for  bilateral  pleuropulmonary  disease  processes,  and  the  inter- 
observer variability  of  such  crackles. 

Subjects:  All  200  male  carpenters,  age  < 65,  who  completed  an  examination  offered  to  the  1009  working  members 
of  the  R1  District  Council. 

Methods:  Using  standardized  definitions  and  protocols,  2 physicians,  blinded  to  clinical  data,  independently  aus- 
cultated the  subjects’  posterolateral  lung  bases  during  inhalation  from  functional  residual  capacity  (FRC)  to  total  lung 
capacity  (TLC).  Subjects  completed  standardized  respiratory  questionnaires,  performed  pulmonary  function  tests,  and 
had  chest  roentgenography. 

Results:  The  prevalence  of  bibasilar  crackles  ranged  from  0.03-0.06.  When  the  definition  required  that  crackles  be 
auscultated  by  both  physicians,  the  prevalence  was  0.009  in  the  108  subjects  randomly  selected  to  be  examined  by 
both  observers.  The  specificity  of  bibasilar  crackles  auscultated  by  both  physicians  was  99%.  The  kappa  statistic  of 
interobserver  variability  was  0.09. 

Conclusion:  In  spite  of  excessive  interobserver  variability,  the  results  suggest  that  male  blue  collar  workers  having 
minimal  fibrogenic  dust  exposure  will  only  rarely  be  found  to  have  bibasilar  crackles  by  both  of  2 examining  physicians. 
Furthermore,  the  specificity  of  crackles,  so  defined,  will  usually  be  acceptable  for  study  of  both  individuals  and 
populations  at  risk  of  bilateral  pleuropulmonary  disease. 

14.  A Herald  Bleed 

G.  Dores,  MD,  Memorial  Hospital  (Brown  University) 

M.  Miller,  MD,  Associate  Professor  of  Medicine 

A 78-year-old  male  was  brought  to  the  hospital  after  being  found  in  a “pool  of  blood.”  The  patient  was  alert,  talkative, 
hypothermic  and  orthostatic.  Nasogastric  drainage  and  stools  were  positive  for  occult  blood.  The  patient  had  recently 
been  taking  aspirin  “by  the  handful.”  Past  medical  history  was  significant  for  a small  bowel  obstruction  with  lysis  of 
adhesions  1 year  prior  to  admission.  Endoscopy  revealed  the  stomach  to  be  full  of  blood,  without  an  obvious  source 
of  bleeding.  Treatment  consisted  of  blood  products,  intravenous  fluid,  blockaders  and  vitamin  K.  The  hemoglobin 
eventually  stabilized.  Hematemesis  accompanied  by  hypotension  developed  on  the  6th  hospital  day.  An  exploratory 
laparotomy  was  performed  to  identify  the  site  of  bleeding  and  a partial  gastrectomy  was  performed.  On  the  3rd  post- 
operative day  massive  hematemesis  recurred.  “Oozing  of  blood”  was  noted  during  endoscopy  at  the  site  of  the 
anastomosis.  The  patient  was  emergently  taken  to  the  operating  room  and  was  found  to  have  a bleeding  aortoeso- 
phageal  fistula.  Despite  aggressive  fluid  and  medical  resuscitation,  the  patient  died. 

This  case  represents  one  of  the  more  unusual  causes  of  upper  G1  bleeding.  The  classic  triad  of  pain,  sentinel 
hemorrhage  and  final  exsanguination  described  by  Chiari  in  1914  was  not  entirely  met  in  our  patient  since  pain  was 
notably  absent.  Could  it  be  that  the  consumption  of  aspirin  “by  the  handful”  alleviated  the  pain  and  promoted  bleeding 
by  direct  and  by  indirect  mechanisms  thereby  adding  “fuel  to  the  fire”? 

15.  Aortic  Coarctation:  A Surprise  Diagnosis  in  a 41-Year-Oid  Woman  with  Angina  and  Refractory  Hyperten- 
sion 

B.  Andrus,  MD,  Miriam  Hospital  (McGill  Univ) 

R.  Mahnensmith,  MD,  Assistant  Professor  of  Medicine 

A 41 -year-old  female  with  a history  of  refractory  hypertension  was  admitted  to  the  hospital  for  recurrent  chest  pain 
with  ECG  changes.  High  blood  pressure  had  been  present  for  at  least  8 years  and  was  difficult  to  normalize  in  spite 
of  multiple  drug  therapy.  Chest  pressure,  intermittently  present  for  2 months,  followed  a crescendo  course  over  the 
3 days  prior  to  admission.  An  episode  unrelieved  by  sublingual  nitroglycerin  prompted  admission.  Physical  exam 
revealed  right  and  left  arm  blood  pressure  of  160/90,  grade  11  retinopathy,  a soft  systolic  chest  murmur,  diminished 
femoral  pulses,  and  poor  pedal  capillary  refill.  Blood  pressure  was  80  systolic  in  her  leg.  EKG  showed  lateral  T-wave 
inversion.  Rib  notching  was  evident  on  chest  radiograph.  Chest  pain  recurred  despite  IV  nitroglycerin.  Cardiac  cath- 
erization  demonstrated  aortic  coarctation  just  distal  to  the  left  subclavian  artery  and  normal  coronary  arteries.  Plasma 
renin  activity  measured  supine  immediately  before  and  60  minutes  after  25  mg  captopril  per  os  dramatically  increased 
from  2.8  to  19.1  ng/ml/hr. 

This  case  illustrates  classic  historical,  physical,  and  radiographic  features  of  aortic  coarctation.  In  addition,  it 
demonstrates  that  the  renin  response  to  captopril,  recognized  as  a sensitive  and  specific  test  for  renal  artery  stenosis, 
may  be  useful  in  detecting  aortic  coarctation. 

16.  Meningioma  Masquerading  as  Cervical  Syndrome 

J.  Coppola,  MD  (New  York  Medical) 

B.  Ley,  MD,  Assistant  Professor  of  Medicine 

Cervical  syndrome  is  a common  condition  in  ambulatory  medicine.  A 59-year-old  woman  carried  this  diagnosis  for 
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2 years  before  developing  incompatible  neurological  deficits. 

The  patients  initial  complaint  was  a dull,  constant,  occipital  headache,  radiating  bifrontally,  and  exacerbated  by 
neck  flexion.  Cervical  spine  films  showed  degenerative  changes.  Eighteen  months  later  she  developed  urinary  frequency 
and  paresthesias  of  the  hands  and  feet,  and  6 months  thereafter  diplopia  and  ataxia.  Neurological  examination  at 
that  time  revealed  flat  affect,  bilateral  horizontal  gaze  nystagmus,  a wide  based  ataxic  gait,  and  a positive  Romberg. 
Plantar  reflexes  and  sensory  findings  were  variable.  Lumbar  puncture  revealed  an  opening  pressure  of  7 mm  Hg,  4 
lymphocytes  and  protein  of  164  mg/dl.  Computerized  tomography  (CT)  of  the  brain  was  normal  whereas  magnetic 
resonance  imaging  (MRl)  revealed  a 2.8  cm  extracranial  mass  at  the  foramen  magnum  with  posterior  displacement 
of  the  medulla.  A meningioma  was  found  at  surgery. 

Meningiomas  account  for  13-18%  of  symptomatic  and  33%  of  asymptomatic  brain  tumors.  However,  meningiomas 
in  the  region  of  the  clivus  and  foramen  magnum  are  uncommon.  Published  cases  similar  to  the  one  presented  describe 
a syndrome  of  headache  exacerbated  by  neck  motion,  fluctuating  neurological  deficits,  and  nystagmus.  In  the  eval- 
uation of  cervical  syndrome  with  fluctuating  neurological  deficits  or  nystagmus,  tumors  of  the  posterior  fossa  and 
high  spinal  cord  should  be  considered.  Furthermore,  MRl  is  superior  to  CT  in  detecting  these  lesions. 

1 7.  Problem  Solving  in  Alcoholic  Pancreatitis:  Role  of  Elndoscopic  Retrograde  Cholangiopemcreatography  ( ERCP ) 

M.  Shuhart,  MD,  Miriam  Hospital  (Dartmouth) 

E.  Feller,  MD,  Clin  Assoc  Professor  of  Medicine 

We  reviewed  records  of  96  patients  with  alcohol  abuse  and  pancreatic  disease  who  had  ERCP  to  assess  its  utility  in 
patient  management.  Indications  for  ERCP  included  pre-operative  assessment  of  recurrent  or  intractable  pain  in  chronic 
alcoholic  pancreatitis  (43),  etiology  of  unexplained  acute  pancreatitis  (15),  diagnosis  of  cholestasis  (1 1 ),  differentiation 
of  pancreatic  carcinoma  from  chronic  pancreatitis  (13),  evaluation  of  cholangitis  or  sepsis  (6),  preoperative  assessment 
of  a pseudocyst  (5),  delineation  of  site  of  duct  disruption  in  pancreatic  ascites  or  pancreatico-pleural  fistula  (3). 

In  the  51  patients  having  ERCP  to  guide  surgical  strategy,  unexpected,  relevant  findings  were  also  seen  in  7 patients. 
These  included  common  bile  duct  stones  (2),  ampullary  stenosis  or  biliary  stricture  (2),  pancreatic  carcinoma  (1), 
pseudocyst  (2),  and  gastric  ulcer  (1).  In  acute  pancreatitis,  5 of  15  patients  had  potentially  remediable  disease, 
including  common  bile  duct  stones  (2),  gallstones  (1),  pancreatic  carcinoma  (1),  and  ampullary  stenosis  (1).  ERCP 
was  also  sensitive  in  evaluating  alcoholic  patients  with  unexplained  cholestasis,  biliary  sepsis,  or  possible  pancreatic 
carcinoma.  By  defining  duct  anatomy,  ERCP  may  determine  surgical  approach  for  pain  relief,  assess  complications, 
and  exclude  other  treatable  pancreatic  or  biliary  disorders. 

18.  Pure  RBC  Aplasia,  AIDS  and  B19  Parvoviral  Infection 

D.  Marcoux,  MD,  (Med  Coll  Wisconsin) 

M.  Safford  MD,  Clin  Instructor  of  Medicine 

F.  Schiffman,  MD  Assoc  Professor  of  Medicine 

A 26-year-old  white  homosexual  male  presented  with  complaints  of  progressive  shortness  of  breath,  headache,  and 
the  sensation  of  his  “brain  was  starved  for  oxygen”  over  4-6  weeks.  He  denied  cough,  fevers,  weight  loss,  hematemesis, 
melena,  hematochezia  and  hematuria.  He  was  taking  no  medications  and  denied  illicit  drug  and  all  alcohol  use.  On 
physical  exam  he  appeared  very  pale.  Oral  temperature  was  38°C.  Blood  pressure  was  130/70  and  heart  rate  120 
without  orthostasis.  There  was  no  icterus,  lymphadenopathy  or  splenomegaly.  Lung  and  heart  exams  were  normal 
except  for  tachycardia  and  a soft  flow  murmur.  Stool  was  negative  for  occult  blood.  Hb:  4.2  mg/dl,  WBC:  8,200  mm^: 
59  segs,  2 bands  and  27  lymphs.  Platelets:  519,000  mm.^  Peripheral  smear:  platelets  and  WBC  normal  in  number  and 
appearance.  RBC  were  of  uniform  size  and  shape  with  no  macro  or  microcytosis  and  no  evidence  of  hemolysis 
rouleaux  or  polychromatophilia.  Reticulocytes:  0.1%.  PT:  10  sec.,  PIT:  28  sec.  Coombs  tests  were  negative.  Urine  was 
yellow  and  dipstick  negative.  EKG:  sinus  tachycardia  with  no  evidence  for  ischemia.  Bone  marrow:  Hypercellularity 
will  full  myeloid  maturation  but  striking  absence  of  red  cell  precursors.  The  patient  was  transfused  to  a hb  of  1 1 gms/ 
dl  HIV  tesf:  strongly  positive.  CD4  and  CD8  counts  were  60  and  770,  respectively.  Chest  x-ray,  chest  CT  and  chest 
MRl  were  negative  for  mediastinal  mass.  Abdominal  CT  demonstrated  no  lymphadenopathy  or  splenomegaly.  Erthy- 
ropoeitin:  360  uM  (normal  < 60  20uM).  Parvovirus  B19  DNA  titers:  markedly  elevated  in  acute  and  convalescent  sera, 
consistent  with  ongoing  parvoviral  B19  infection.  The  impression  was  of  pure  red  blood  cell  aplasia  caused  by 
parvovirus  B19  infection  presenting  as  the  first  manifestation  of  HIV  disease  in  a homosexual  male.  The  patient  has 
remained  RBC  transfusion  dependent  with  no  evidence  of  reticulocytosis.  He  has  been  referred  to  the  NHBLI  for 
experimental  immunoglobulin  treatment  as  one  of  several  newly  described  AIDS  patients  with  parvoviral  B19  induced 
pure  RBC  aplasia. 

19.  Infectious  Mononucleosis  in  an  Elderly  Meui 

L.  Miller,  MD,  Roger  Williams  General  Hospital  (State  Univ  NY,  Stony  Brook) 

J.  Forest-Lam,  MD,  Roger  Williams  General  Hospital  (Eastern  Virginia) 

P.  O’Dowd,  MD,  Clin  Assistant  Professor  of  Medicine. 
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A 79-year-old  male  was  admitted  with  a 4-week  history  of  anorexia,  weight  loss  (8x2  weeks),  fever  (102°),  nightsweats, 
cough  and  malaise.  He  had  recently  remarried.  There  had  been  a brief  urticarial  rash.  There  was  a diffuse,  moderate, 
firm  adenopathy  with  hepatosplenomegaly.  The  lung,  heart,  abdominal,  skin  and  joint  exams  were  normal.  Lab  showed 
a significant  lymphocytosis  (WBC  = 21K;  68%  Lymph,  7 Atypical,  2 Plasmacytoid)  and  liver  function  abnormalities 
(ALK  PHOS  = 1100/280,  SCOT  = 94/40,  SGPT  = 99/40,  T.BILI  = 2.6,  GG  T - 525/50,  LDH  = 400/260).  A lymphocytic 
malignancy  was  suspected.  The  large  cell,  granular  morphology  of  the  lymphocytes  suggested  T cell  origin.  A marrow 
was  hypocellular  showing  increased  large  lymphs  and  plasma  cells.  There  were  occasional  lymphohistiocytic  aggre- 
gates suggestive  of  granulomata.  Special  stains  for  AFB  and  fungus  were  negative.  Flow  cytometry  of  blood  and  marrow 
identified  the  large  lymphs  in  suppressor/cytotoxic  subset.  Serologies  were  positive  for  acute  EB  virus  infection 
(Monoalert  = IgG  and  IgM  positive).  The  patient  was  discharged  and  followed.  Over  the  next  3 months  his  symptoms, 
adenopathy  and  hepatosplenomegaly  slowly  resolved.  His  LFTs  returned  to  normal.  He  has  felt  well  for  6 months. 
The  medical  literature  acknowledges  that  mononucleosis  can  occur  in  the  “elderly.”  The  most  quoted  paper,  however, 
lists  only  one  patient  over  the  age  of  70.  This  would  appear  to  be  an  additional  case. 
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Cheating  in  Medical  School: 
A Problem  or  an  Annoyance? 

Barry  Stimmel,  MD 


...  A subject  that  all  too 
often  is  ignored  to  the  det- 
riment of  the  profession,  the 
individual  physician,  and, 
most  important,  the  pa- 
tient. 


It  has  always  been  somewhat 
puzzling  how  the  public  can  con- 
sider physicians  among  the  most 
ethical  and  respected  of  profes- 
sionals, secondary  only  to  mem- 
bers of  the  clergy,  while  regarding 
those  who  wish  to  enter  into  the 
study  of  medicine  with  a degree 
of  derision  unsurpassed  by  any 
other  group  of  students.  Premed- 
ical students  have  long  been  ster- 
eotyped as  narrow-minded,  com- 
petitive, backbiting,  boorish 
individuals  to  be  avoided  at  all 
costs. 

What  can  be  the  process  then 
that  transforms  this  student, 
shunned  by  his/her  undergradu- 
ate peers,  into  a compassionate, 
caring,  and  universally  well-re- 
spected physician?  Perhaps  the 
easiest  and  most  accurate  re- 
sponse is  that  this  is  a far  from 
accurate  description  of  premedi- 
cal students.  Indeed,  there  is  a 


Barry  Stimmel,  MD,  is  Professor 
of  Medicine  and  Medical  Educa- 
tion and  Dean  for  Academic  Af- 
fairs, Admissions  and  Student  Af- 
fairs, Mount  Sinai  School  of 
Medicine,  New  York,  New  York. 


great  heterogeneity  among  med- 
ical students,  with  the  premedi- 
cal stereotype  being,  in  reality,  the 
exception  rather  than  the  rule. 

The  effects  that  the  curriculum 
or  the  faculty  may  have  on  med- 
ical students,  however,  should  not 
be  minimized.  This  may  not  al- 
ways be  salutary  as  it  is  equally 
true  that  many  consider  the  basic 
science  years  of  medical  school  to 
be  far  from  an  enlightening  or  hu- 
manistic experience  but  rather 
one  which  may  foster  the 
“premedical  environment,”  em- 
phasizing retention  and  regurgi- 
tation without  creative  thought  or 
independent  self-learning.  Yet, 
while  being  goal-oriented,  obses- 
sive, and  focused  toward  medi- 
cine, to  the  exclusion  of  other  en- 
deavors or  life  experiences,  may 
not  be  considered  optimal,  this 
in  and  of  itself  is  not  necessarily 
worthy  of  derision  and  certainly 
is  not  unethical. 

Unethical  behavior  has  been 
noted  in  individuals  long  before 
they  attend  medical  school  and, 
unfortunately,  exists  throughout 
the  educational  process.  Cheating 
appears  to  be  prevalent  in  both 
secondary  schools  and  colleges. 


Such  behavior  has  been  found  to 
exist  independent  of  religious  or 
moral  attitudes  or  even  of  the  de- 
sire to  devote  oneself  to  scholarly 
or  altruistic  activities,  including 
the  study  of  medicine.’  ^ Many 
have  ascribed  the  cheating  seen 
in  the  premedical  environment  to 
the  extreme  competition  in  gain- 
ing admission  to  medical  school. 
However,  although  this  can  never 
be  an  acceptable  excuse,  in  fact, 
over  the  last  decade,  medicine 
has  been  one  of  the  easiest  grad- 
uate programs  to  enter,  with  vir- 
tually everyone  accepted  having 
the  potential  to  graduate.  Never- 
theless, there  is  no  evidence  to 
suggest  that  cheating  or  other  ex- 
amples of  unethical  behavior  at 
the  premedical  level  has  in  any 
way  diminished. 

Once  in  medical  school,  al- 
though more  than  half  of  the 
schools  use  a non-ranking  hon- 
ors/pass/fail grading  system, 
cheating  is  far  from  minimal.  Ap- 
proximately 25%  to  60%  of  stu- 
dents reported  cheating  at  least 
once  in  medical  school  and  up 
to  57%  of  a group  of  students 
stated  that  they  had  been  put  at 
an  unfair  advantage  as  a result  of 
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other  students’  cheating.'^' One 
might  argue  that  cheating  on  a 
single  examination  does  not  in- 
dicate dishonesty  with  respect  to 
pursuing  a career  in  research  or 
in  the  practice  of  medicine.  How- 
ever, evidence  suggests  that  in 
both  of  these  areas  a consider- 
able relationship  exists  between 
student  cheating  and  subsequent 
inappropriate  behavior.  Sierles  et 
al  found  a highly  significant  cor- 
relation between  cheating  and 
falsifying  information  about  pa- 
tient care  (P<001)  or  reporting  a 
normal  finding  on  a patient  with- 
out actually  obtaining  the  infor- 
mation (P<001).‘*  A survey  by 
Sheehan  et  al  of  a third  year  med- 
ical class  found  27%  of  students 
claiming  they  had  seen  class- 
mates cover  up  mistreatment  of 
patients  or  engage  in  other  uneth- 
ical behavior,  with  9%  reporting 
they  had  witnessed  classmates 
cheat  in  research.® 


. . . there  is  no  evidence  to 
suggest  that  cheating  or 
other  examples  of  unethi- 
cal behavior  at  the  premed- 
ical level  has  in  any  way  di- 
minished. 


Not  surprisingly,  the  same  study 
revealed  40%  of  students  to  have 
observed  residents  or  interns 
cover  up  mistreatment  of  pa- 
tients, with  3 out  of  every  10  stu- 
dents reporting  having  observed 
residents  engage  in  unethical  be- 
havior or  falsify  information  and 
7%  observing  house  staff  cheat  in 
research.  The  study  did  not  doc- 
ument a decrease  in  such  behav- 
ior once  a physician  became  a 
member  of  the  faculty.  Twenty 
percent  of  students  reported  wit- 
nessing clinical  faculty  cover  up 
mistreatment  of  patients  or  en- 
gage in  other  unethical  behavior, 
with  8%  of  students  observing 
clinical  faculty  falsify  information 


and  5%  observing  faculty  cheat  in 
research. 

Of  even  greater  concern  is  the 
observation  suggesting  that  the 
number  of  students  who  cheat  or 
engage  in  other  unethical  behav- 
ior increases  from  freshman  to 
senior  medical  school  year.  Most 
discouraging  is  the  observation 
that  behavior  clearly  considered 
unethical  by  most  cannot  be  rec- 
ognized as  such  by  some  stu- 
dents, academicians,  or  practi- 
tioners.®’ ® A study  by  Simpson 
et  al  of  683  medical  students 
found  that  only  70%  considered 
copying  a lab  report  from  a friend 
as  inappropriate  and  only  38% 
considered  signing  an  attend- 
ance sheet  for  a friend  in  the  per- 
son’s absence  as  something  that 
should  be  prohibited.^  With  re- 
spect to  dishonest  clinical  behav- 
ior, only  64%  of  the  students  con- 
sidered it  inappropriate  to  change 
a diagnosis  in  order  to  increase 
hospitalization  time,  with  signif- 
icantly fewer  senior  students 
(46%)  than  freshmen  (81%)  ac- 
tually judging  this  action  inappro- 
priate. Significantly  fewer  sen- 
iors, as  compared  to  freshmen, 
considered  it  inappropriate  to 
cover  up  for  a classmate’s  failure 
to  record  patient  care  orders  or 
to  omit  information  from  a pa- 
tient’s record  in  order  to  avoid  a 
lawsuit.  Fourteen  percent  of  sen- 
iors believed  that  one  had  “to 
cheat  sometimes  to  get  ahead’’  as 
compared  to  4%  of  freshmen.  This 
suggests  that  although  freshmen 
students  appear  to  make  judg- 
ments based  on  the  conventional 
acceptance  of  society’s  mores,  in 
fact,  during  exposure  to  house 
staff  and  attending  physicians, 
these  moral  choices,  rather  than 
being  strengthened  through  role 
modeling,  diminish. 

Equally  important  is  the  obser- 
vation that  even  in  the  absence  of 
unethical  behavior  on  the  part  of 
one’s  self,  both  medical  students 
and  physicians  are  more  likely 


than  not  to  refrain  from  reporting 
or  confronting  others  whose  be- 
havior does  not  meet  appropriate 
standards.  Reuben  and  Noble,  in 
a study  of  76  internal  medicine 
house  officers,  found  that  only 
72%  of  residents  would  call  to  the 
attention  of  the  chief  resident  an 
alcohol-impaired  attending  phy- 
sician and  only  50%  an  incom- 
petent house  officer.'®  This  ob- 
servation is  consistent  with  the 
public  perception  of  a “conspir- 
acy of  silence”  among  physicians 
addressing  areas  of  inappropriate 
behavior  in  their  own  profession. 

Of  even  greater  concern  is 
the  observation  suggesting 
that  the  number  of  students 
who  cheat  or  engage  in 
other  unethical  behavior 
increases  from  freshman  to 
senior  medical  school  year. 

The  institutional  response  to 
unethical  and  inappropriate  be- 
havior often  is  also  far  less  than 
satisfactory.  Curricular  changes, 
such  as  deemphasizing  the  im- 
portance of  examinations,  using 
small  group  teaching,  or  intro- 
ducing lectures  and  seminars  on 
ethical  issues,  have  never  been 
shown  to  be  effective  in  changing 
behavior.  Deans  and  faculty  fre- 
quently state  formally  that  uneth- 
ical behavior  will  not  be  toler- 
ated, and,  in  most  instances, 
guidelines  concerning  manage- 
ment of  such  allegations  on  the 
part  of  both  medical  students  and 
faculty  exist.  However,  such  be- 
havior is  often  implicitly  con- 
doned. Honor  codes,  existing  in 
a number  of  medical  schools  are, 
in  general,  considered  effective." 
This  perception,  however,  may 
not  be  accurate.  Many  medical 
students  are  against  such  codes. 
In  those  institutions  where  pres- 
ent, few  identify  violations.  Brooks 
et  al,  in  reviewing  the  effective- 
ness of  a medical  school  honor 
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code,  noted  that  although  76%  of 
students  indicated  that  it  was  an 
effective  mechanism  for  handling 
students’  suspected  violations, 
only  6%  of  students  who  had 
identified  a possible  violation  had 
actually  reported  this  to  the  honor 
board. A study  by  Sierles  et  al, 
comparing  proctored  with  un- 
proctored  examinations  in  a 
school  which  created  an  honor 
system,  found  significantly  more 
students  cheated  and  observed 
others  cheating  in  unproctored, 
compared  to  proctored,  exami- 
nations." Similar  to  earlier  stud- 
ies, of  17  students  who  observed 
cheating,  only  2 reported  it,  with 
the  offenders’  names  not  pro- 
vided in  either  case. 

It  is  not  uncommon  for  faculty 
to  perceive  their  roles  as  educa- 
tors rather  than  enforcers  or 
maintainers  of  ethical  standards. 
Indeed,  faculty  are  often  equally 
negligent  in  reporting  suspected 
cases  of  unethical  behavior  or 
even  impairment  among  house 
staff  or  peers.  Many  faculty  have 
encountered  instances  of  fabri- 
cation on  the  part  of  residents; 
however,  follow-up  of  such  be- 
havior is  relatively  infrequent. 
Similarly,  peer  reporting  of  im- 
paired colleagues  is  far  from  op- 
timal. And,  even  with  respect  to 
allegations  concerning  fraud  in 
research,  faculty-institutional 
awareness  has  only  recently  be- 
gun to  develop.  In  summary, 
unethical  behavior  on  the  part  of 
medical  students,  house  staff,  and 
attendings,  while  not  proven  to 
be  worse  than  that  occurring  in 
other  professions,  is  not  docu- 
mentarily any  better. 

What  can,  if  anything,  be  done 
to  address  this  issue?  It  is  quite 
true,  as  frequently  stated  by  those 
of  a more  cynical  bent,  that 
unethical  behavior  does  not  be- 
come implanted  as  one  enters 
medical  school.  It  is  equally  cor- 
rect that  one  who  has  cheated  all 
of  his/her  life  will  continue  to  do 
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so  throughout  medical  school  and 
the  subsequent  practice  of  med- 
icine. Unethical  behavior  is  also 
not  limited  to  any  particular 
profession.  However,  those  indi- 
viduals hopefully  comprise  a rel- 
atively small  proportion  of  any 
medical  student  or  physician  co- 
hort. A larger  number  of  this  co- 
hort includes  those  who  will  en- 
gage in  unethical  behavior  if  such 
behavior  is  perceived  by  them  as 
being  the  norm  or  of  relatively 
meaningless  importance.  And, 
perhaps,  the  largest  proportion  of 
students  and  physicians  are  those 
who  do  not  engage  in  such  be- 
havior but,  unfortunately,  will  do 
nothing  to  “stand  up  and  be 
counted,”  indicating  their  intol- 
erance of  such  behavior  among 
their  colleagues  or  teachers. 


It  is  not  uncommon  for  fac- 
ulty to  perceive  their  roles 
as  educators  rather  than 
enforcers  or  maintainers  of 
ethical  standards. 


There  have  been  many  studies 
to  determine  associations  that 
tend  to  promote  cheating.  Those 
that  have  been  identified  are  easy 
to  understand.'^'  They  in- 

clude: a)  the  presence  of  stressful 
conditions  serving  as  deterrents 
to  learning,  accompanied  by  what 
is  perceived  as  inappropriate 
methods  of  testing  knowledge;  b) 
the  possibility  of  failure  following 
initial  success;  c)  the  attitude  on 
the  part  of  students  that  faculty 
condone  such  activity;  and  d)  the 
presence  of  unproctored,  un- 
structured examinations.  It  is 
commonly  assumed  that  most 
people  who  cheat  do  not  need  to 
do  so.  Although  in  the  case  of 
high  achievers,  such  as  medical 
students,  this  may  be  correct,  it 
has  also  been  documented  that 
the  need  to  achieve,  regardless  of 
capability,  is  positively  associ- 
ated with  cheating.""  This  sug- 


gests that  cheating  is  really  in- 
dependent of  grade  point  average 
or  aptitude.  The  level  of  achieve- 
ment required,  however,  can  well 
affect  the  amount  of  cheating,  with 
students  more  likely  to  cheat 
when  skills,  rather  than  luck  are 
needed.  Regardless  of  the  validity 
of  these  associations,  there  is  no 
easy  or  simplistic  way  to  elimi- 
nate cheating  or  other  unethical 
behavior  either  at  the  medical 
student  or  the  physician  level. 
This,  however,  is  not  to  suggest 
that  something  cannot  or  should 
not  be  done. 

What  is  needed  is  a compre- 
hensive approach,  directed  at 
both  students  and  faculty,  to:  1) 
sensitize  all  members  of  the  ac- 
ademic community  that  the 
school  will  not  tolerate  unethical 
behavior,  be  it  cheating  on  ex- 
aminations, misreporting  labora- 
tory data,  or  misrepresenting  re- 
search; 2)  develop  a better  sense 
of  awareness  of  the  factors  that 
promote  or  allow  such  behavior 
to  continue;  3)  develop  a sense 
of  responsibility  so  that  members 
of  the  academic  community  will 
ignore  neither  peers  nor  teachers 
who  engage  in  such  behavior;  4) 
define  quite  clearly  the  steps  to 
be  taken  to  diminish  this  activity; 
and  5)  develop  a confidential 
method  of  reporting  such  activity 
to  allow  for  appropriate  identifi- 
cation while  protecting  due  proc- 
ess. 

There  is  neither  a single  nor  a 
proven  effective  way  to  accom- 
plish these  objectives.  However, 
on  a faculty  level,  what  seems 
most  reasonable  is  the  develop- 
ment of  a series  of  ongoing  work- 
shops to  address  the  issue  of 
cheating  among  students  and 
unethical  behavior  among  peers. 
Testing  should  be  conducted  un- 
der conditions  that  do  not  en- 
courage cheating.  With  multiple 
choice  examinations,  computer 
programs  similar  to  those  used  by 
the  National  Board  of  Medical  Ex- 
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aininers  to  detect  cheating  should 
be  instituted.  Faculty  must  be  held 
accountable  for  their  behavior  in 
the  classroom,  on  the  clinical 
services,  and  when  providing 
evaluations  of  students.  With  re- 
gard to  students,  commencing 
with  the  first  year  of  medical 
school  and  continuing  for  the  en- 
tire 4 years,  a system  should  be 
developed  to  allow  for  ongoing 
discussion  groups  dealing  with 
ethical  issues  inherent  in  the 
practice  of  medicine.  Such  groups 
should  be  relatively  small  in  num- 
ber of  members  and  should  be 
led  by  senior  clinicians  who  pro- 
vide excellent  role  modeling. 
There  should  be  frank  discus- 
sions concerning  questionable 
behavior  as  well  as  ways  of  deal- 
ing with  such  behavior  in  others. 
By  maintaining  group  continuity, 
solidarity  may  develop  that  will 
allow  for  thoughtful  action. 
Whether  such  responses  will  ac- 
tually diminish  cheating  in  med- 
ical school  or  subsequent  inap- 
propriate behavior  as  house  staff 
or  physician  is,  of  course,  impos- 
sible to  predict  as,  unfortunately, 
it  has  been  demonstrated  that 
positive  thoughts  concerning 
moral  behavior  and  one’s  sub- 
sequent actions  are  not  neces- 
sarily correlated.'®  However,  at 
the  least,  this  paper  may  bring  to 
the  surface  a subject  that  all  too 
often  is  ignored  to  the  detriment 
of  the  profession,  the  individual 
physician,  and,  most  important, 
the  patient. 
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An  Outbreak  of  Staphylococcal  Food  Poisoning  among 
East  Providence  School  Children 


Staphylococcal  food  poisoning  is  the 
second  most  commonly  reported 
cause  of  acute  food  poisoning  in  the 
United  States,  after  salmonella.  It  ac- 
counts annually  for  20%  of  all  out- 
breaks involving  contaminated  food. 
The  disease  results  from  the  inges- 
tion of  a heat-stable  enterotoxin 
which  is  preformed  by  a toxigenic 
strain  of  S.  aureus  growing  in  a con- 
taminated food.  A number  of  foods 
promote  the  growth  of  S.  aureus\  the 
most  common  are  custard-filled  pas- 
tries, canned  food,  processed  meats, 
potato  salad,  and  ice  cream.' 

On  May  31,1 990,  the  Rhode  Island 
Department  of  Health  was  notified  of 
the  sudden  onset  of  nausea  and  vom- 
iting among  students  at  two  elemen- 
tary schools  in  East  Providence.  The 
school  superintendent  reported  that 
the  children  had  become  ill  several 
hours  after  eating  the  school  lunch, 
which  consisted  of  sliced  ham,  baked 
beans,  corn,  bread  and  butter,  and 
pudding.  The  food  had  been  pre- 
pared at  one  school  and  was  sub- 
sequently distributed  to  four  addi- 
tional schools. 

For  662  lunches  served  there  were 
100  reported  illnesses,  yielding  an  at- 
tack rate  of  15%  for  all  5 schools 
combined.  Two  schools  made  up  the 
bulk  of  the  cases,  however,  with 
School  A reporting  an  attack  rate  of 
47%  (67/144)  and  School  B reporting 
an  attack  rate  of  18%  (27/153).  Attack 
rates  at  each  of  the  remaining  3 
schools  C,  D,  and  E were  each  less 
than  5%. 

Telephone  and  in-person  inter- 
views eliciting  symptom  and  food 
histories  were  conducted  the  follow- 
ing day.  Interviews  were  completed 
with  134  (93%)  of  144  students  en- 
rolled at  School  A.  Among  65  ill  stu- 
dents interviewed,  complaints  of 


nausea  (90%),  vomiting  (81%)  and 
cramps  (66%)  predominated  with  a 
median  incubation  period  of  2.8 
hours  (Figure  1).  The  risk  of  illness 
associated  with  the  consumption  of 
each  food  item  was  calculated.  The 
relative  risk  associated  with  the  con- 
sumption of  ham  was  17.7  (95%  Cl 
= 2.6,  122.0)  whereas  for  the  rest  of 
the  food  items,  relative  risks  ranged 
from  0.8  to  1.6  (Table  T).  A dose  re- 
sponse relationship  was  observed 
between  the  amount  of  ham  con- 
sumed and  the  risk  of  illness:  the 
relative  risk  for  consumption  of  more 
than  2 slices  of  ham  was  2 1 .5  (Table 
2). 

Samples  of  food  and  vomitus  were 
analyzed  for  the  presence  of  S.  au- 
reus, which  was  found  in  each  sam- 
ple in  large  amounts  (>  2,000,000 
organisms/gm  food).  (Pre-formed 
staphylococcal  enterotoxin  A was 
also  detected  in  the  food  sample 
submitted  to  the  Food  and  Drug 
Administration.)  In  addition,  8 food 
handlers  submitted  to  nasal  and  pha- 
ryngeal cultures  for  S.  aureus.  One 
food  handler  was  positive.  Subcul- 
tures of  isolates  from  the  positive  food 
handler  as  well  as  from  19  samples 
of  food,  stool,  or  vomitus  revealed 
identical  phage  patterns  and  plasmid 
profiles.  The  food  handler  in  ques- 
tion reported  peeling  the  inner  cas- 
ing off  only  2 out  of  9 still-warm  hams 
prior  to  their  slicing,  providing  a po- 
tential explanation  as  to  why  the  out- 
break was  confined  largely  to  2 of  5 
schools.  Food  Protection  inspectors 
found  evidence  of  excessive  han- 
dling and  improper  cooling  of  the 
pre-cooked  ham.  It  was  concluded 
that  the  culture  positive  food  handler 
introduced  S.  aureus  to  the  ham  rolls 
while  removing  the  casings,  and  that 
the  S.  aureus  had  ample  opportunity 


to  multiply  and  to  elaborate  toxin 
during  subsequent  handling. 

'Waldvogel,  FA:  Staphylococcus  aureus  (in- 
cluding Toxic  Shock  Syndrome),  in  Mandell 
GC,  Douglas  RG,  Bennett  JE  (eds):  Principles 
and  Practice  of  Infectious  Diseases.  New  York, 
Churchill  Livingstone  Inc.,  1990. 


Figure  1;  Number  of  Hours  from  Eating 
Lunch  to  Onset  of  Illness 


Hours  lo  Onset 


Table  1:  Risk  of  Illness  Associated  with 
Consumption  of  Specific  Food  Items, 
School  A 


Food  Item 

Relative 

Risk 

9596 

Confidence 

Interval 

Ham 

17.7 

2.6-  122.0 

Baked  Beans 

1.6 

1. 1-2.2 

Milk 

1.4 

0.7-2. 9 

Van.  Pudding 

1.4 

0. 7-3.0 

Corn 

1.2 

0.9-  1.7 

Bread  & Butter 

1.1 

0.8-  1.7 

Choc.  Pudding 

0.8 

0.5-  1. 1 

Table  2:  Risk  of  Illness  and  Amount  of 
Ham  Consumed,  School  A 

95% 

Amount  of  Number  Attock  Relative  Confidence 

Horn  Eoten  Totol  HI  Rote  Risk  Interval 


none  28  1 

< 2 slices  20  4 

2 slices  34  20 

> 2 slices  52  40 

Totol  134  65 


4 1.0  (referent) 

20  5.6  0.7-46.4 

59  16.5  2.4-115.2 

77  21.5  3.1-148.5 


Submitted  by  the  Office  of  Disease  Control,  Epidemiology  and  Communicable  Diseases  Division,  Barbara  A.  DeBuono,  MD  MPH,  Medical 
Director,  Thomas  T.  Gilbert,  MD  MPH,  Margaret  S.  Richards,  PHD,  and  Marilyn  Rittman,  RN. 
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Provisional  Occurrence  Data  From  the 
Division  Vital  Records 


H.  Denman  Scott,  MD,  MPH 
Director  of  Health 


Roberta  A.  Chevoya 
State  Registrar 


Reporting  Period 

12  Months 

Ending  with  May  1990 

May  1990 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,286 

15,784 

15.8* 

Deaths 

815 

9,740 

9.8* 

Infant  deaths 

(11) 

(152) 

9.6t 

Neonatal  deaths 

(6) 

(123) 

7.8t 

Marriages 

887 

8,196 

8.2* 

Divorces 

374 

3,748 

3.8* 

Induced  Terminations 

654 

7,816 

495.2t 

Spontaneous  Fetal  Deaths 

100 

1,190 

75.4t 

Under  20  weeks’  gestation 

(91) 

(1,088) 

68.9f 

20  + weeks’  gestation 

(9) 

(95) 

6.0t 

'Rates  per  1,000  estimated  population. 

fRates  per  1 ,000  live  births. 

Reporting  Period 

12  Months  Ending  with  February  1990 

Underlying  Cause  of 
Death  Category 

February  1990 
Number  (a) 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Diseases  of  the  Heart 

292 

3,448 

345.5 

4,536.0 

Malignant  Neoplasms 

159 

2,421 

242.6 

6,501.5 

Cerebrovascular  Diseases 

46 

584 

58.5 

802.5 

Injuries  (Accident,  Suicide,  Homicide) 

31 

443 

44.4 

10,248.5 

COPD 

33 

331 

33.2 

458.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  998,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Standards  of  Medical  Care  for 
Patients:  A Panel  Discussion 


Stephen  F.  Quevedo,  MD  (moderator) 
Charles  B.  Kahn,  MD, 

Tom  J.  Wachtel,  MD 


**The  concept  that  control- 
ling diabetes  mellitus  makes 
a difference  in  the  outcome 
of  diabetic  patients  is  a ma- 
jor principle  behind  the  for- 
mulation of  standards  of 


The  following  is  an  edited  tran- 
script of  Medical  Grand  Rounds 
at  The  Miriam  Hospital  held  on 
October  26,  1989. 


DR.  QUEVEDO:  We  have  assem- 
bled a panel  of  distinguished  phy- 
sicians to  help  guide  us  through 
a controversial  document,  the 
Standards  of  Care  article  that  ap- 


Stephen  F.  Quevedo,  MD,  is  with 
the  Department  of  Internal  Med- 
icine, Diabetes  and  Pregnancy 
Program,  Rhode  Island  Group 
Health  Association,  Providence, 
Rhode  Island. 


Charles  B.  Kahn,  MD,  has  a pri- 
vate practice  in  Endocrinology 
and  is  Associate  Clinical  Profes- 
sor of  Medicine  at  Brown  Univer- 
sity, Providence,  Rhode  Island. 


Tom  J.  Wachtel,  MD,  is  Associate 
Director  of  the  Division  of  Gen- 
eral Internal  Medicine,  Rhode  Is- 
land Hospital  and  Associate  Pro- 
fessor of  Community  Health  at 
Brown  University,  Providence, 
Rhode  Island. 


peared  in  the  May  1989  issue  of 
Diabetes  Care.'’^  Dr  Charles  Kahn 
is  a physician  in  the  private  prac- 
tice of  diabetes  and  endocrinol- 
ogy and  Associate  Clinical  Pro- 
fessor of  Medicine  in  the  Brown 
University  Program  of  Medicine. 
Dr  Tom  Wachtel  is  Associate  Di- 
rector of  the  Division  of  General 
Internal  Medicine  at  Rhode  Island 
Hospital  and  Associate  Professor 
of  Community  Health  at  the  Brown 
University  Program  of  Medicine. 
He  is  a clinical  epidemiologist. 

By  the  late  1980s  third  party 
payers  had  expressed  a clear  in- 
terest in  how  we  practice  medi- 
cine. At  the  same  time,  the  Amer- 
ican Diabetes  Association  (ADA) 
continued  to  be  concerned  with 
improving  the  quality  of  care  of 
diabetics  throughout  the  country. 
The  ADA  board  commissioned  its 
Committee  on  Professional  Prac- 
tice to  develop  a standard  of  care 
that  could  be  utilized  nationwide. 
This  group,  composed  of  nine 
physicians,  predominantly  aca- 
demic diabetologists  and  subspe- 
cialists, a PhD  nutritionist,  a 
nurse-educator,  a lawyers,  and  an 
epidemiologist,  published  the 
standards  of  care  document  in  the 
May  1989  issue  of  Diabetes  Cure. 
The  September  issue  of  Diabetes 
Forceast,  the  ADA  patient  publi- 


Diabetic 


cation,  contains  an  article  outlin- 
ing the  standards. 3 

In  addition,  a recent  article  in 
Diabetes  Spectrum  attempts  to 
explore  the  thinking  of  the  panel, 
and  examine  some  of  the  ensuing 
controversies.'’  The  ADA  is  also 
sponsoring  a nationwide  clinical 
education  program  (CEP)  for  phy- 
sicians in  March,  1990.  This  pro- 
gram uses  the  standards  of  care 
as  the  backbone  of  a very  focused 
education  program,  and  indeed 
Dr  Charles  Kahn  on  our  panel  will 
be  involved  as  faculty. 

What  I’d  like  to  do  initially  is 


ABBREVIATIONS  USED: 

ADA:  American  Diabetes  As- 
sociation 

CEP:  Clinical  Education  Pro- 
gram 

DCCT:  Diabetes  Control  and 
Complications  Trial 
EKG  (ECG):  Electrocardiogram 
HDL:  High  density  lipoprotein 
HMO:  Health  Maintenance  Or- 
ganization 

NIH:  National  Institutes  of 
Health 

PTCA:  Percutaneous  Translu- 
minal Coronary  Angioplasty 
UGDP:  University  Group  Dia- 
betes Program 
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ask  our  panel  to  discuss  some 
general  issues.  We  will  have  Dr 
Kahn  speak  first  to  review  some 
of  the  data  in  the  medical  litera- 
ture supporting  diabetic  control, 
and  then  have  Dr  Wachtel  discuss 
practice  guidelines.  What  does 
controlled  diabetes  do  for  the  pa- 
tient? 

DR  KAHN:  1 am  most  happy  to 
discuss  the  subject  of  standards 
of  care  in  diabetes  mellitus.  For 
purposes  of  discussion  we  are 
talking  about  type  I and  type  II 
diabetes  mellitus,  with  general 
standards  of  care  relating  to  both. 
The  basic  purpose  in  developing 
standards  of  care  is  to  provide 
general  guidelines  for  all  physi- 
cians taking  care  of  diabetic  pa- 
tients, particularly  the  general 
practicing  physician.  The  board 
certified  endocrinologist/diabe- 
tologist  would  be  involved  in 
working  with  the  general  physi- 
cian in  a consultative,  collabo- 
rative way  and  probably  more  di- 
rectly in  the  care  of  the  more 
difficult  diabetic  patients. 

The  concept  that  controlling 
diabetes  mellitus  makes  a differ- 
ence in  the  outcome  of  diabetic 
patients  is  a major  principle  be- 
hind the  formulation  of  standards 
of  care.  There  is  little  argument 
that  sufficient  daily  control  of  di- 
abetes, to  avoid  symptoms,  is 
warranted.  The  idea  that  control- 
ling diabetes  mellitus,  over  time, 
has  an  advantageous  impact  upon 
the  long-term  outcome  of  the  di- 
abetic patient  remains  a less  clear 
issue.  There  are  a number  of  pro- 
spective and  retrospective  clini- 
cal studies  which  strongly  sug- 
gest that  control  of  diabetes  does 
make  an  important  difference.  The 
Joslin  Clinic  experience^  and  the 
Iowa  study®  represent  some  of  the 
more  important  retrospective 
studies.  The  Kroc  collaborative 
studies,^  studies  carried  out  at 
Oxford  in  the  United  Kingdom,® 
Pirart’s  study,^  and  those  carried 
out  in  Texas'®  represent  some  of 


the  prospective  data  that  corre- 
late control  with  complications. 

The  UGDP  trial"  was  the  only 
negative  prospective  study,  but 
this  report  has  been  quite  contro- 
versial and  had  not  been  fully  ac- 
cepted. The  most  interesting  pro- 
spective study  of  tight  diabetic 
control  is  now  being  carried  out 
in  the  United  States  and  Canada. 
The  Diabetes  Control  and  Com- 
plication Trial  (DCCT)'^  is  com- 
paring tight  diabetic  control  us- 
ing insulin  pumps  or  multiple 
injection  programs  with  more 
standard,  conventional  insulin 
therapy.  This  is  an  8-year  pro- 
spective trial,  and  data  are  not  yet 
available,  since  the  study  has  4 
more  years  until  its  conclusion. 

There  are  studies  of  secondary 
diabetes  in  man'®  and  secondary 
diabetes  in  experimental  labora- 
tory animals, '"'  which  add  fur- 
ther evidence  that  the  metabolic 
derangement  of  diabetes  plays  a 
major  role  in  development  of  di- 
abetic complications.  How  di- 
rectly applicable  these  studies  are 
to  type  1 or  type  II  diabetes  mel- 
litus remain  less  clear.  A growing 
volume  of  data  suggest  that  the 
metabolic  derangement  of  dia- 
betes is  a major  factor  in  the  de- 
velopment of  these  degenerative 
complications,  and  therein  lies 
the  issue  about  control.  When  I 
discussed  the  subject  of  control 
and  complications  in  the  past,  I 
had  developed  three  learning  ob- 
jectives. First,  that  the  data  sug- 
gest that  the  metabolic  derange- 
ments are  a principal  factor  in  the 
development  of  the  chronic  de- 
generative complications  of  dia- 
betes; second,  very  much  related 
to  the  purpose  of  standards  of  care 
of  diabetes  mellitus,  is  that  good 
control  of  diabetes  is  achievable 
with  diet,  oral  agents,  or  insulin 
therapy.  Given  the  first  two  ob- 
jectives, the  third  is  that  good 
control  of  diabetes  will  have  a fa- 
vorable impact  upon  the  devel- 
opment of  and/or  progression  of 


the  chronic  degenerative  compli- 
cations of  diabetes. 

DR  QUEVEDO:  When  you  men- 
tion degenerative  complications. 


** Macrovascular  disease, 
such  as  atherosclerotic  pe- 
ripheral vascular,  coronary 
vascular,  cerebral  vascu- 
lar, and  renal  vascular  dis- 
ease, occurring  with  in- 
creased incidence  in  type  II 
and  type  I diabetes,  may  not 
respond  as  favorably  to 
control  . . . 


you  are  specifically  talking  about 
microvascular  complications 
rather  than  macrovascular  com- 
plications, are  you  not? 

DR  KAHN:  Yes.  Obviously,  the 
statement  was  more  directed  to- 
wards microvascular  retinal  dis- 
ease and  nephropathy,  a glomer- 
ular microvascular  disease. 
Neuropathy  is  not  a direct  ex- 
ample of  microvascular  disease, 
but  we  consider  it  as  one  of  the 
more  specific  complications. 

Macrovascular  disease,  such  as 
atherosclerotic  peripheral  vascu- 
lar, coronary  vascular,  cerebral 
vascular,  and  renal  vascular  dis- 
ease, occurring  with  increased 
incidence  in  type  II  and  type  I di- 
abetes, may  not  respond  as  fa- 
vorably to  control,  which  is  an 
area  of  much  current  research. 

DR  WACHTEL:  Practice  guide- 
lines are  standardized  specifica- 
tions for  care,  either  for  the  use 
of  a particular  procedure  or  for 
the  management  of  a specific 
clinical  problem. 

Guidelines  are  nothing  new; 
they  have  been  used  for  years:  For 
example,  protocols  for  diagnosis 
and  management  of  cancer,  rec- 
ommendations for  the  use  of 
screening  tests  such  as  the  Pap 
smear,  or  mammography,  rec- 
ommendations for  vaccination  or 
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manuals  for  diagnosis  and  treat- 
ment (for  example,  of  hyperten- 
sion or  hypercholesterolemia). 
Furthermore,  many  physicians’ 
minds  seem  to  function  as  if  some 
implicit  guidelines  were  being 
followed  for  decision-making.  So 
what’s  all  the  recent  fuss  about 
practice  guidelines? 

The  concern  is  that  formaliza- 
tion and  widespread  dissemina- 
tion of  guidelines  infringe  on  the 
physician’s  independence,  and 
we  don’t  like  that.  If  guidelines 
have  been  around  for  a long  time, 
mainly  for  the  sake  of  quality, 
what’s  happened  to  bring  them  to 
the  forefront  in  the  past  few  years? 
The  answer  is  cost  containment. 
The  third  party  payers,  I believe, 
are  going  to  develop  practice 
guidelines  and  use  them  as 
guidelines  for  reimbursement. 

; Again,  1 don’t  like  that,  but  the 
payers  are  convinced  that  doctors 
are  ordering  tests,  procedures  and 
treatments  that  are  not  necessary, 
I and  they  are  determined  to  stop 
paying  for  the  unnecessary 
items.'® 

j The  response  of  the  American 

; College  of  Cardiology,  for  exam- 

' pie,  was  to  create  a task  force  on 

I assessment  of  diagnostic  and 

'!  therapeutic  cardiovascular  pro- 

1 cedures,  sponsored  both  by  the 

Health  Care  Financing  Agency  and 
il  by  the  American  College  of  Phy- 
! sicians,  producing  a number  of 
; fascicles  published  in  the  Amer- 
I icon  Journal  of  Cardiology.  1 have 
, here,  for  example,  the  “Guideline 
for  Coronary  Angiography,”'^ 
ij  “Guideline  for  PTCA,”'®  and 

“Guidelines  for  Ambulatory 
I Electrocardiography”'®  There  are 

j many  of  these  already  published 

i and  we  are  going  to  see  more. 

The  American  Society  of  Gastro- 
enterology is  doing  the  same  thing 
1 for  endoscopy.  1 think  this  is  the 

■ response  that  all  of  organized 

medicine  should  make  to  payers 
and  planners.  Physicians  should 
decide  what  is  appropriate  care 
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and  what  is  not,  not  the  third  party. 
Practice  guidelines  which  are 
flexible  enough  to  allow  physi- 
cians to  meet  their  patient’s  in- 
dividual needs  are  the  way  to  go 
in  the  present  climate. 

Now,  what  should  guidelines 


**The  third  party  payers  . . . 
are  going  to  develop  prac- 
tice guidelines  and  use  them 
as  guidelines  for  reimburse- 
ment/* 


be?2°  First,  guidelines  can  be  de- 
veloped for  use  of  a procedure  or 
for  the  management  of  a clinical 
problem.  They  must  be  compre- 
hensive. All  situations  should  be 
considered.  They  must  be  spe- 
cific, clearly  defining  the  clinical 
situation.  They  must  be  detailed 
enough  to  distinguish  features 
that  separate  one  indication  from 
another.  They  should  clearly  in- 
dicate what  is  appropriate  and 
what  is  not.  Finally,  and  this  is 
probably  the  most  important 
point,  they  must  be  manageable. 

Who  should  develop  guide- 
lines? Some  national  organiza- 
tions have  taken  the  lead  in  set- 
ting up  consensus  panels,  for 
example,  the  American  College 
of  Cardiology,  the  NIH,  and  the 
American  Diabetes  Association. 
However,  my  personal  bias  is  that 
local  groups  of  physicians  with  a 
common  interest  or  practicing  in 
a common  organizational  frame- 
work such  as  a hospital  staff  or 
an  HMO  should  reformulate  ex- 
isting guidelines  or  create  new 
ones  where  none  exist.  At  Rhode 
Island  Hospital,  for  example,  we 
are  in  the  process  of  creating 
guidelines  for  the  management  of 
specific  clinical  problems  on  a 
hospital-wide  basis.  We  have  se- 
lected clinical  problems  based  on 
their  prevalence,  the  relative  pre- 
dictability of  the  hospital  course, 
and,  of  course,  the  cost  of  the 


hospital  stay.  We’re  particularly 
interested  at  this  point  in  devel- 
oping guidelines  for  outliers. 

The  NIH,  on  the  other  hand,  se- 
lects problems  that  are  major 
public  health  issues,  such  as 
hypertension^'  or  hyperlipi- 
demia^®. Guidelines  for  proce- 
dures are  somewhat  easier  to  deal 
with  and  are  ideally  suited  to  ad- 
dress such  problems  as  unnec- 
essary surgery  or  unnecessary  in- 
vasive procedures.  This  type  of 
guideline  is  most  useful  for  pro- 
cedures that  have  potential  for 
harm,  procedures  involving  ex- 
tensive use  of  resources,  proce- 
dures that  are  controversial  or  in 
part  outdated,  or  procedures  sus- 
pected of  overuse  or  inappro- 
priate use. 

Aside  from  the  threat  to  our  in- 
dependence, what  are  legitimate 
concerns  about  the  use  of  prac- 
tice guidelines?®®  The  first  con- 
cern is  quality  of  care.  I think  that 
guidelines  actually  define  the 
process  of  care.  In  order  to  eval- 
uate quality  of  care,  one  can  either 
look  at  the  process  of  care  or  the 
outcome  of  care.  Guidelines 
clearly  have  nothing  to  do  with 
outcome,  but  they  define  the 
process  of  care,  and  insofar  as 
they  represent  reasonable  care, 
they  insure  that  acceptable  qual- 
ity of  care  is  preserved.  Quality 
assessments  are,  in  fact,  facili- 
tated since  physicians  manage 
their  patients  according  to  preset 
criteria. 

The  second  issue  concerns  the 
physician-patient  relationship, 
which  should  not  be  affected  by 
the  provision  of  standardized  care 
that  is  designed  to  provide  man- 
agement with  the  best  risk-benefit 
ratio.  Again,  there  must  be  an  in- 
herent flexibility  allowing  physi- 
cians to  meet  individual  patient 
needs. 

Third,  and  certainly  not  the 
least,  is  the  fear  of  litigation.  This 
could  be  alleviated  by  the  reas- 
surance to  physicians  that  their 
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peers  in  the  community  are  prac- 
ticing according  to  the  same 
guidelines.  The  flip  side  of  this  is 
that  deviation  from  the  standards 
would  be  easier  to  detect  by  law- 
yers or  patients  and  perhaps  more 
difficult  to  defend  in  court;  this  is 
a legitimate  concern. 


. my  personal  bias  is 
that  local  groups  of  physi- 
cians with  a common  inter- 
est or  practicing  in  a 
common  organizational 
framework  such  as  a hos- 
pital staff  or  an  HMO 
should  reformulate  existing 
guidelines  or  create  new 
ones  where  none  exist.** 

Fourth,  relationships  with  col- 
leagues may,  in  fact,  be  en- 
hanced by  the  ongoing  need  to 
review,  discuss,  and  update  the 
guidelines,  especially  if  they’re 
implemented  and  created  at  a lo- 
cal level  such  as  a hospital  staff. 

Fifth,  income  would  not  be  ad- 
versely impacted  for  most  physi- 
cians. Guidelines  may  affect  those 
few  physicians  whose  income  is 
dependent  on  the  provision  of  un- 
necessary services.  I don’t  have  a 
problem  with  that. 

Finally,  reallocation  of  re- 
sources should  not  affect  the  pa- 
tient. At  the  institutional  level  or 
at  the  regional  or  national  health 
planning  level,  some  readjust- 
ments might  be  implemented;  for 
example,  if  a procedure  or  piece 
of  equipment  becomes  outdated. 
A real  danger,  1 think,  is  for  third 
parties  to  abuse  the  guidelines  by 
imposing  inflexible  adherence  for 
reimbursement. 

DR  QUEVEDO:  I’d  like  now  to 
go  through  the  standards.  One  of 
the  recurrent  themes  that  cer- 
tainly I will  bring  forth  is  some- 
thing that  Dr  Wachtel  has  men- 
tioned, namely  the  desirable 
flexibility  in  a guideline  is  not 
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here.  This  is  a rigid  standard  of 
care.  The  opening  statement 
states  that  the  patients  should  get 
their  care  from  physicians  with 
“expertise  and  a special  interest 
in  diabetes.”  Does  that  mean  every 
patient  with  diabetes  needs  to  see 
a board  certified  diabetologist/ 
endocrinologist? 

Dr  Bruce  Zimmerman  from  the 
ADA  Committee  for  Professional 
Practice  is  on  record  as  saying 
that,  “It  should  be  an  interested, 
knowledgeable  physician,”  im- 
plying that  he/she  does  not  have 
to  be  solely  a board  certified  dia- 
betologist/endocrinologist  caring 
for  these  patients.  Any  competent 
internist,  osteopath  or  family 
practitioner  who  is  interested  in 
taking  care  of  diabetic  patients, 
and  delivers  quality  care  by  keep- 
ing up  to  date  is  capable  in  the 
view  of  the  ADA. 

DR  KAHN:  That  is  the  purpose 
of  the  ADA-CEP  course.  We  wel- 
come endocrinologists  and  dia- 
betologists,  but  we  are  primarily 
targeting  the  general  practicing 
physician  interested  in  caring  for 
the  diabetic  patient. 

DR  QUEVEDO:  The  first  section 
of  the  document  covers  the  initial 
visit.  In  terms  of  the  medical  his- 
tory, it  is  self-explanatory  and  de- 
tailed. From  a public  health  per- 
spective special  attention  needs 
to  be  paid  to  risk  factors  for  ath- 
erosclerosis. In  most  cases,  dia- 
betic patients  die  of  macrovas- 
cular  complications,  and  you  have 
probably  done  much  more  good 
by  getting  a diabetic  patient  to 
stop  cigarette  smoking  than  if  you 
drop  his  fasting  blood  sugar  by 
10  mg/dl. 

Regarding  the  physical  exami- 
nation, a very  provocative  article 
published  this  year  looked  very 
critically  at  what  we  benefit  by 
doing  a comprehensive  yearly 
physical  examination. It  was  in- 
teresting to  see  how  little  of  what 
we  do  as  part  of  a “yearly  exam- 
ination” has  been  shown  to  be  of 


proven  value. 

DR  WACHTEL:  I would  like  to 
say  something  about  that.  I have 
a problem  with  that  paper  be- 
cause of  its  narrow  viewpoint. 
Failing  to  show  that  something  is 
effective  is  not  equivalent  to  say- 
ing that  something  is  ineffective, 
and  while  it  may  be  true  that  lis- 
tening to  somebody’s  lungs  on  an 
annual  basis  does  no  clear  good, 
I do  not  see  how  it  could  possibly 
do  any  harm.  We  all  examine  pa- 
tients, and  I presume  that  we  will 
continue  to  do  this.  The  paper  ac- 
complishes nothing  except  per- 
haps to  set  the  stage  for  research 
to  determine  which  parts  of  the 
physical  exam  are  most  effective. 

DR  QUEVEDO:  That  paper 
makes  us  think  about  what  we  do 
so  we  can  practice  in  a cost-ef- 
fective and  intelligent  fashion.  I 
think  this  article  generated  a lot 
of  discussion. 

DR  KAHN:  Again,  we  are  deal- 
ing not  with  a healthy  population, 
but  with  patients  with  a chronic 
disease  that  has  identifiable  com- 
plications. 1 do  examine  the  pa- 
tient but  1 specifically  focus  on 
certain  parts  of  the  physical  ex- 
amination, such  as  looking  in  the 
eyes,  evaluating  the  circulation, 
screening  for  hypertension  and 
checking  the  neurologic  status 
because  these  are  high  yield  areas 
in  diabetic  patients. 

DR  QUEVEDO:  In  terms  of  the 
suggested  physical  exam,  most  of 
that  again  is  fairly  straight  for- 
ward. We  will  soon  get  to  the  oph- 
thalmology screening  contro- 
versy, but  should  the  primary  care 
provider  do  a dilated  pupil  exam 
if  the  patient  is  going  to  be  seen 
by  someone  with  more  expertise 
anyway? 

DR  KAHN:  No.  I would  suggest 
that  your  examining  room  be  as 
dark  as  possible,  and  that  you  give 
the  eyes  a chance  to  accommo- 
date a bit  to  enhance  your  exam. 

DR  QUEVEDO:  1 know  there’s 
some  controversy  in  the  labora- 
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tory  section.  They  recommend  a 
random  sugar  or  a fasting  sugar, 
glycosylated  hemoglobin,  a com- 
plete fasting  lipid  profile,  thyroid 
function  studies  (this  generated 
controversy  in  committee),  and  a 
urine  evaluation,  if  available,  by 
a microalbuminuric  method. 


**From  a public  health  per- 
spective special  attention 
needs  to  be  paid  to  risk  fac- 
tors for  atherosclerosis.** 


DR  WACHTEL:  I have  a strong 
preference  for  fasting  plasma  glu- 
cose in  type  II  diabetes.^^  A ran- 
dom blood  sugar  doesn’t  tell  me 
a whole  lot,  so  I would  rather  not 
do  it.  If  at  all  possible,  I would 
prefer  to  check  fasting  glucose 
levels.  1 do  not  believe  that  a gly- 
cosylated hemoglobin  is  indi- 
cated at  the  time  of  the  initial 
exam.  It  is  going  to  be  high  if  the 
patient  has  a high  blood  sugar. 
My  sense  is  that  the  primary  pur- 
pose of  the  glycosylated  hemo- 
globin is  to  determine  if  indeed  a 
patient  you  thought  was  well  con- 
trolled by  home  glucose  moni- 
toring truly  is,  in  fact,  well  con- 
trolled. As  far  as  lipid  profiles,  1 
do  the  same  for  diabetic  persons 
as  I do  for  the  population  at  large: 
I start  with  total  cholesterol.  If  it 
is  higher  than  200  mg/dl  then  1 
fractionate  for  triglycerides  and 
HDL.  Serum  creatinine  is  good  to 
get  as  a baseline  in  all  diabetic 
persons.  1 get  a urinalysis.  If  there 
is  no  proteinuria  on  the  dipstick, 
1 don’t  go  beyond  that.  I order  a 
urine  culture  if  the  microscopic 
examination  is  abnormal,  or  if  the 
patient  has  symptoms  of  an  in- 
fection. I’m  neutral  on  thyroid 
function  testing,  and  an  ECG  is 
indeed  useful  to  obtain  as  a base- 
line, but  not  on  an  annual  basis. 

DR  KAHN:  Fasting  plasma  glu- 
cose, I think,  is  a most  useful  test, 
especially  in  those  type  II  dia- 
betics on  diet  or  oral  agents,  but 


it  is  to  some  extent  impractical. 
In  our  office  we  do  random  glu- 
cose determinations  whenever  the 
patient  is  seen.  Arranging  for  fast- 
ing blood  glucose  determination 
would  be  most  difficult  and  would 
usually  separate  in  time  the  glu- 
cose determination  and  the  office 
visit.  More  importantly,  the  ma- 
jority of  patients,  especially  those 
on  insulin,  are  doing  some  kind 
of  standardized  home  glucose 
monitoring.  Under  these  circum- 
stances I can  complement  the 
random  office  glucose  with  data, 
including  fasting  values,  ob- 
tained at  home.  Obviously  some 
means  of  determining  the  accu- 
racy of  home  glucose  monitoring 
is  most  critical. 

The  glycosylated  hemoglobin 
is  an  important  test  in  diabetes 
medicine.  Emphasis  on  this  test 
will  be  increasing  rather  than  de- 
creasing. It  is  becoming  one  of 
the  most  important  pieces  of  in- 
formation that  helps  in  the  com- 
plex determination  of  how  a di- 
abetic patient  is  doing  clinically. 
The  glycosylated  hemoglobin  is  a 
retrospective  evaluation  of  dia- 
betic control  over  the  previous  6 
to  8 weeks. 

A urinalysis  1 to  3 times  a year 
is  an  important  test  to  carry  out 
in  diabetic  patients.  The  usual 
laboratory  dipstick  becomes  pos- 
itive when  the  urine  excretion  of 
protein  is  between  150  and  200 
mg/dl,  and  represents  the  macro- 
determination of  urinary  protein 
excretion.  The  issue  of  special 
testing  for  microalbumin  excre- 
tion is  less  clear.2®  There  is  some 
exciting  information  in  the  liter- 
ature indicating  that  the  earliest 
phase  of  diabetic  renal  involve- 
ment includes  two  identifiable 
features.  First  is  an  elevated  cre- 
atinine clearance  (so-called  hy- 
perfiltration) and  the  second  the 
very  earliest  determination  of  in- 
creased urinary  protein  excretion 
above  the  usual  15  ug/min  (200 
mg/day)  range  which  is  consid- 


ered normal.  This  is  a determi- 
nation carried  out  by  radio- 
immunoassay for  the  micro- 
excretion of  albumin.  At  the  pres- 
ent time  this  is  best  done  on  a 24- 
hour  urine  collection,  which  can 
be  cumbersome.  1 think  that  some 
type  of  urinary  microalbumin  de- 
termination will  be  important  in 
the  future,  since  there  are  data 
indicating  that  when  microalbu- 
minuria is  noted,  tightening  dia- 
betic control,  lowering  dietary 
protein  intake  and  perhaps  low- 
ering the  blood  pressure  will  have 
a positive  impact  on  the  future 
renal  status  of  that  patient.  When 
I say  lowering  the  blood  pressure 
an  area  of  controversy  immedi- 
ately arises.  Most  all  would  agree 
that  controlling  hypertension  is 
indicated.  However,  there  are 
those  who  now  suggest  that  the 
blood  pressure  in  a patient  with 
microalbuminuria,  or  for  that 
matter  macroalbuminuria,  should 
not  exceed  120/80.  Due  to  the 
complexity  of  the  testing,  I do  not 
think  that  determining  creatinine 
clearances  in  order  to  identify  hy- 
perfiltration is  necessary  for  man- 
agement of  diabetic  patients  at  the 
present  time.  Urine  cultures  are 
clearly  indicated  when  clinical 
signs  or  symptoms  and  the  uri- 
nalysis suggest  a urinary  tract  in- 
fection. 

Thyroid  function  testing  is  a 
most  interesting  subject.  We  had 
a negative  interaction  with  local 
third  party  carriers  concerning  the 
medical  necessity  of  thyroid  func- 
tion testing  in  any  diabetic  pa- 
tient. Many  physicians,  including 
our  practice,  have  felt  that  thyroid 
testing  is  an  important  part  of  the 
evaluation  of  type  1 diabetic  pa- 
tients. There  are  many  articles  in 
the  literature  showing  that  the 
prevalence  of  thyroid  disease  is 
as  high  as  25%  in  type  I diabetics. 
The  association  may  be  second- 
ary to  a polyendocrinologic  im- 
mune disorder.  An  initial  thyroid 
function  test  in  type  1 diabetics 
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and  perhaps  every  3 to  5 years 
thereafter  is  reasonable.  In  type  II 
diabetics,  where  the  prevalence 
of  thyroid  disease  is  increased, 
but  to  a lesser  degree,  such 
guidelines  are  less  clear.  Thyroid 
function  testing  might  be  better 
based  upon  pertinent  associated 
clinical  signs  or  symptoms  in 
these  patients. 

The  electrocardiogram  (EKG) 
is  an  important  test  to  perform  in- 
itially. The  timing  of  repeat  test- 
ing is  dependent  upon  a number 
of  factors  such  as  duration  of  di- 
abetes, associated  cardiovascu- 
lar risk  factors,  other  clinical  in- 
formation obtained  at  the  time  of 
the  office  visit  and  the  baseline 
EKG.  Diabetic  patients  of  more 
than  20  year’s  duration  can  have 
unexpected,  silent  findings  on 
EKG.  The  area  of  cardiac  auto- 
nomic neuropathy  is  now  being 
actively  explored,  and  may  even- 
tually change  the  indication  for 
obtaining  the  EKG. 

DR  QUEVEDO:  The  thyroid 
function  test  issue  generated  a lot 
of  discussion  in  committee,  and 
when  it  was  sent  out  for  review, 
specifically  in  type  II  diabetes, 
many  reviewers  claimed  that  the 
yield  did  not  justify  testing.  In  type 
I diabetes,  the  situation  is  differ- 
ent. 

Let  us  now  move  on  to  the 
management  plan.  There  are  sev- 
eral important  points  to  make 
from  a public  health  perspective. 
The  committee,  by  stating  that 
ophthalmopathy  screening  be 
done  by  an  “eye  doctor,”  side- 
stepped a raging  controversy  re- 
garding who  should  screen  for  di- 
abetic retinopathy.  As  many  of  you 
know,  there  is  an  ongoing  dis- 
cussion between  optometrists  and 
ophthalmologists  as  to  whether 
or  not  the  former  are  qualified  to 
do  diabetic  screening.  The  feel- 
ing of  the  committee  is  that  in 
some  areas  of  the  country,  op- 
tometrists are  more  readily  avail- 
able, and  that  the  younger  “better 
trained”  optometrists  may  be  per- 


fectly capable  of  doing  the 
screening,  but  then  once  an  ab- 
normality is  found,  patients 
should  be  referred  to  an  ophthal- 
mologist. This  is  an  ongoing  dis- 
cussion and  we  will  be  hearing 
more  about  this  in  the  future. 

The  care  of  diabetic  women  of 
childbearing  age,  which  is  my 
own  area  of  interest,  requires  spe- 
cial consideration.  It  is  important 
to  discuss  contraception,  and  in- 
troduce the  concept  of  a planned 
pregnancy.  Good  control  of  mean 
blood  sugar  at  conception  and 
during  the  first  7 weeks  of  preg- 
nancy (when  most  congenital 
malformations  occur)  is  ex- 
tremely important,  and  here  is  an 
instance  where  the  glycosylated 
hemoglobin  test  is  invaluable  in 
ascertaining  whether  or  not  the 
patient  is  in  adequate  control,  and 
when  attempts  to  conceive  may 
start.  Studies  in  the  obstetrics  lit- 
erature have  clearly  shown  that 
normalizing  or  near  normalizing 
glycosylated  hemoglobins  during 
this  critical  period  can  reduce 
greatly  the  excess  incidence  of 
malformations  in  type  I diabetics. 

DR  WACHTEL:  I believe  that 
type  1 diabetics  and  insulin  treated 
type  11  diabetics  should  be  self- 
monitoring their  blood  sugar,  not 
their  urines.  For  type  Ils  on  oral 
agents,  I guess  urine  values  are 
satisfactory,  but  patients  on  in- 
sulin should  be  monitoring  their 
blood. 

DR  QUEVEDO:  The  continuing 
care  section  outlines  very  spe- 
cific recommendations  and  is 
probably  one  of  the  most  contro- 
versial parts  of  this  document. 
When  you  should  routinely  see 
the  patient,  and  how  often  you 
should  see  the  patient  after  a 
change  in  their  therapeutic  regi- 
men is  outlined  here  in  a very  de- 
tailed fashion.  I know  it  is  quite 
controversial  and  I know  you  both 
wanted  to  comment  about  this. 

DR  KAHN:  I think  this  is  an  area 
where  we  as  a group,  both  gen- 
eral practice  doctors  and  those 


specializing  in  diabetology,  have 
to  maintain  a certain  degree  of 
leeway.  Rather  than  a specific 
guideline,  I would  rather  say  that 
it  is  appropriate  to  see  the  stable 
patient  perhaps  twice  a year.  I do 
not  know  that  we  have  to  specify 
an  interval;  after  any  change  in 
the  therapeutic  program,  a fol- 
low-up visit  is  appropriate.  To  see 
someone  every  2 to  4 weeks 
throughout  the  year  without 
changes  occurring  is  abuse,  and 
1 think  we  need  to  be  aware  of 
that  potential.  We  have  to  be  very 
careful  defining  the  exact  nature 
of  the  follow-up  because  as  the 
patient’s  physician  we  have  to  be 
in  charge  of  those  decisions 
which  we  are  most  comfortable 
with,  and  we  need  to  be  ready  to 
defend  our  position. 

**The  care  of  diabetic 
women  of  childbearing  age 
. . . requires  special  consid- 
eration. It  is  important  to 
discuss  contraception  and 
introduce  the  concept  of  a 
planned  pregnancy.** 

DR  WACHTEL:  I agree.  1 think 
the  committee’s  suggestion  that 
patients  may  need  to  be  seen  as 
often  as  daily  is  not  often  true. 
Even  when  you  initiate  treatment 
with  insulin,  you  do  not  neces- 
sarily have  to  change  the  dose  on 
a daily  basis. 

DR  KAHN:  But  it  allows  some- 
body in  a special  circumstance  to 
do  it  daily.  We  can  all  say  it  is 
probably  not  necessary,  but  rarely 
you  are  going  to  have  the  patient 
who  should  be  seen  daily  for  3 or 
4 days. 

DR  QUEVEDO:  Also,  in  a set- 
ting like  mine  where  we  take  care 
of  gestational  diabetic  women  and 
often  start  insulin  in  an  out-pa- 
tient setting,  certainly,  they  are 
seeing  me  or  the  nurse  practi- 
tioners daily  for  a period  of  time. 
Again,  flexibility  is  what  we  seek. 
The  ADA  document,  in  this  part 
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especially,  comes  across  in  a too 
rigid  format. 

DR  WACHTEL:  The  same  ap- 
plies to  weekly  visits  with  the  pa- 
tients on  oral  agents.  I tend  not 
to  see  them  that  frequently  even 
when  1 am  changing  dosages  or 
therapeutic  agents. 

DR  QUEVEDO:  In  terms  of  con- 
tinuing care,  interim  history  is 
discussed.  A comprehensive  ex- 
amination is  recommended  an- 
nually, along  with  complete  eye 
exams.  I think  all  of  us  would  cer- 
tainly agree.  With  regards  to  the 
laboratory,  again  some  of  the 
controversy  we  have  already 
touched  upon  comes  to  the  fore 
here.  A complete  lipid  profile, 
meaning  triglycerides,  total  cho- 
lesterol, and  HDL  annually  in 
adults  is  wasteful,  specifically  if 
patients  are  starting  off  with  a nor- 
mal profile.  How  do  both  of  you 
feel? 

DR  KAHN:  In  nondiabetics,  it’s 
recommended  every  five  years  in 
an  adult,  as  1 recall.  I think  in  a 
diabetic  patient  who  is  well  con- 
trolled, and  then  has  a normal  in- 
itial lipid  profile,  I do  not  know 
what  the  answer  is,  but  every  other 
year  if  not  every  third  year  is  fine. 

1 think  more  often  than  every  five 
years  is  appropriate,  but  1 agree 
that  annually  is  unnecessary. 

DR  WACHTEL:  In  addition  to 
that,  what  1 tend  to  do  is  begin 
with  simple  total  cholesterol,  and 
if  the  patient’s  total  cholesterol  is, 
for  example,  150  mg/dl  I am  not 
interested  in  lipid  fractions. 

DR  KAHN:  You  are  not  con- 
cerned about  triglyceride  as  a risk 
factor? 

DR  WACHTEL:  No,  the  state  of 
the  art  doesn’t  suggest  that  tri- 
glycerides are  that  significant.  I 
would  be  interested  in  Dr  Her- 
bert’s thoughts  on  this. 

DR  PETER  HERBERT  (Director- 
Division  of  Nutrition  and  Metab- 
olism, The  Miriam  Hospital):  If 
you  want  to  screen  and  identify 
abnormalities  typical  of  diabetes, 
you  need  to  check  triglycerides 


and  HDL.  One  argument  against 
screening  is  whether  you  should 
screen  for  something  you  can  not 
readily  correct,  and  that  is  a very 
open  question.  If  physicians  are 
unwilling  or  unprepared  to  initi- 
ate treatment  if  they  find  some- 
thing abnormal  on  a test,  then  you 
can  question  the  wisdom  of  test- 
ing in  the  first  place.  There  is  good 
evidence  that  most  of  the  abnor- 
malities in  lipids  that  occur  in  di- 
abetic patients  respond  to  control 
of  the  diabetes,  so  it  is  another 
index  of  how  well  you  are  doing. 

DR  KAHN:  One  of  the  offsetting 
things  also,  if  you  are  adding  up 
risk  factors,  is  that  a low  HDL  in 
and  of  itself  is  a risk  factor. 

DR  QUEVEDO:  They  recom- 
mend a protein  excretion  deter- 
mination yearly,  if  possible  by  a 
microalbuminuric  method;  again, 
another  very  controversial  area. 
There  are  many  problems  with  the 
albumin  excretion  rate  determi- 
nation. On  the  one  hand,  they  can 
vary  seemingly  spontaneously, 
with  physical  exercise  during  the 
collection  period,  fever,  and  with 
other  intercurrent  illnesses.  On 
the  other  hand,  if  consistently  el- 
evated they  are  a marker  for  the 
development  of  significant  pro- 
teinuria, and  even  perhaps  a 
marker  of  long-term  morbidity. 
The  issue  of  screening  and  what 
to  do  with  elevated  excretion,  if 
found,  came  up  at  the  Newport 
Diabetes  Symposium  last  May.  1 
informally  polled  several  of  the 
symposium  faculty,  and  came 
away  with  a feeling  that  patients 
should  not  be  screened  routinely 
at  present.  However,  patients  in 
whom  perhaps  you  are  looking 
for  a reason  to  intervene  because 
of  mild  hypertension,  at  levels  of 
blood  pressure  where  you  would 
not  necessarily  treat  a nondi- 
abetic (ie,  diastolic  pressures  in 
the  mid  to  high  80s),  and  if  you 
then  found  albumin  excretion 
rates  above  normal,  you  might 
wish  to  start  antihypertensive 
therapy.  Again,  it  is  soft  data  thus 


far.  There  is  also  new  epidemiol- 
ogical data  that  suggest  there  is 
a racial  difference  in  the  devel- 
opment of  nephropathy.  In  a re- 
cent study  from  Michigan,^^  blacks 
were  found  to  progress  to  signif- 
icant nephropathy  at  a different 
rate  than  whites,  but  again  look- 
ing back  at  it,  the  diastolic  pres- 
sures of  the  black  population  were 
slightly  higher  than  whites. 

DR  KAHN:  1 think  this  is  where 
the  ADA  is  ahead  of  itself.  I would 
not  recommend  microalbumin 
determinations  at  the  present 
time,  but  I think  it  is  going  to  be 
the  next  step.  I do  not  think  we 
understand  its  role  yet,  1 do  not 
think  we  understand  its  validity 
yet;  for  example,  how  often  do 
you  do  it?  Do  you  need  an  average 
over  3 days?  1 would  do  it  selec- 
tively in  certain  patients,  but 
would  routinely  do  a urinalysis  for 
protein  excretion.  Practicing  phy- 
sicians for  now  should  defer  rou- 
tine use  of  microalbumin  deter- 
minations until  more  data 
accumulate. 

DR  QUEVEDO:  The  manage- 
ment plan  speaks  for  itself.  In  the 
area  of  Special  Considerations  1 
know  there  are  a couple  of  ques- 
tions. 

DR  WACHTEL:  Actually,  1 have 
several  problems  with  that  area. 
The  first  thing  that  shocked  me 
was  in  the  treatment  of  diabetic 
ketoacidosis  and  hyperosmolar 
coma  in  the  physician’s  office.  1 
have  yet  to  encounter  a patient 
with  either  of  those  complica- 
tions that  1 am  willing  to  treat  on 
an  ambulatory  basis.  Perhaps  they 
are  referring  to  patients  who  have 
not  eaten  in  2 days  and  are  mildly 
ketotic,  but  1 would  not  call  those 
episodes  diabetic  ketoacidosis 
anyway.  I think  there  is  some  evi- 
dence that  there  are  specific  risk 
factors  for  the  hyperosmolar  coma 
and  probably  the  same  for  DKA; 
I think  we  need  to  be  particularly 
aggressive  in  treating  any  infec- 
tion, bacterial  or  viral,  in  diabetic 
persons.  Older  age  is  a risk  factor 
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for  hyperosmolar  coma,  and  we 
need  to  be  somewhat  more  care- 
ful monitoring  the  elderly  dia- 
betic. Nursing  home  residents 
also  appear  to  be  at  higher  risk. 

DR  QUEVEDO:  There  is  an- 
other controversial  area  concern- 
ing nephropathy.  The  ADA  sug- 
gests that  the  patient  with 
abnormal  renal  function,  protein- 
uria or  elevated  serum  creatinine 
requires  consultation  with  a spe- 
cialist in  diabetic  renal  disease. 
Now,  if  they  take  that  to  mean  that 
every  patient  with  microalbumi- 
nuria, for  example,  or  minimal 
proteinuria  needs  to  see  a ne- 
phrologist, many  of  us  will  have 
misgivings.  If  a patient  has  a de- 
creased creatinine  clearance  and/ 
or  troublesome  hypertension, 
then  the  additional  expertise  of  a 
nephrologist  may  be  in  the  best 
interest  of  the  patient. 

DR  KAHN:  If  we  are  doing  our 
job  in  monitoring  protein  intake, 
monitoring  the  blood  pressure, 
and  the  creatinine  is  normal,  I 
think  it  is  unnecessary  to  seek  the 
advice  of  a nephrologist,  unless 
something  extraordinary  is  hap- 
pening with  the  volume  of  protein 
excretion. 

DR  QUEVEDO:  We  are  coming 
to  a close  now,  and  I would  just 
like  to  share  with  you  one  of  the 
concerns  we  had  about  the  stand- 
ards. What  are  some  of  the  legal 
implications?  1 was  fortunate 
enough  to  get  an  opinion  from  Mr 
Thomas  Gidley,  a well  known 
malpractice  defense  lawyer  in  the 
State  of  Rhode  Island.  He  has 
been  kind  enough  to  allow  us  to 
paraphrase  him.  He  feels  that 
standards  like  this  are  going  to  be 
admissible  as  court  evidence  in 
malpractice  cases.  However,  and 
again  this  gets  back  to  the  theme 
of  this  discussion,  he  believes  that 


A copy  of  “Standards  of  Medical 
Care  for  Patients  with  Diabetes 
Mellitus”  appears  in  Diabetes 
Care  12:365-68,  May  1989. 
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local  groups,  ADA  affiliates,  med- 
ical societies,  specialty  groups, 
hospital  groups,  indeed  any  group 
of  practitioners  can  and  should 
go  on  public  record  with  reser- 
vations, modifications,  and/or 
disagreements  with  such  pub- 
lished standards.  This  is  what  we 
need  to  do  in  the  coming  years 
when  we  find  ourselves  con- 
fronted with  standards,  such  as 
these,  with  which  we  do  not  nec- 
essarily agree  completely.  In  the 
1990s  we  will  see  more  guide- 
lines, and  as  a medical  society 
and  as  staff  organizations  and 
specialty  organizations,  we  will 
be  dealing  more  with  these  types 
of  issues. Again,  the  distinc- 
tion between  rigid  standards  of 
care  and  more  flexible  practice 
guidelines  becomes  important. 
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Rhode  Island  Medical  Journal 


The  Trustees  of  the  Fiske  Fund 
of  the  Rhode  Island  Medical  Society 
are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1990 


to  be  awarded  for  an  original  contribution  submitted  by  licensed 
Rhode  Island  physicians.  Eligible  for  the  1989  competition  are 
original  manuscripts  not  submitted  elsewhere  covering  medical 
topics  of  a scientific,  clinical,  socio-economic,  or  historical  nature. 

Submissions  must  be  in  English. 

The  award,  initiated  in  1836,  is  named  after  Caleb  Fiske  (1753-1834)  who 
was  a Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descendant 
of  Roger  Williams. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  February  1,  1991  to  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island 
02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  Trustees  reserve  the  right  to  award  one  or  more  prizes. 

4)  The  award  recipient(s)  must  transfer  copyright  privileges  to  the  Trustees  of  the  Caleb 
Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will  be  considered  for  publi- 
cation in  the  Rhode  Island  Medical  Journal,  subject  to  review  by  the  Editorial  Board. 

5)  The  award  recipient(s)  will  be  presented  with  the  prize  amount,  to  be  determined  by 
the  Board  of  Trustees  of  the  Caleb  Fiske  Fund,  at  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  to  be  held  in  May,  1991. 
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YOCON' 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  tor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  In  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  Include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally, T3 
Dosage  and  Administration;  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied;  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Fifty  Years  Ago 
( September  y 1940) 

The  lead  article  is  entitled  “The 
Circle  of  Willis:  Its  Angles  and  Its 
Aneurysms”  and  is  written  by  Drs 
C.A.  McDonald  and  M.  Korb.  After 
an  initial  description  of  the  clin- 
ical and  neuropathologic  distinc- 
tions between  spontaneous  apo- 
plectic hemorrhages  of  intracere- 
bral and  subarachnoid  origins,  the 
authors  proceed  to  summarize 
Willis’s  description  of  the  ventral 
arteries  at  the  base  of  the  human 
brain  found  in  his  1664  treatise, 
Cerebri  Anatome.  The  illustration 
of  the  so-called  circle  of  Willis, 
found  in  this  text  (see  figure  be- 
low) is  the  work  of  the  great  Eng- 
lish architect  and  artist,  Christo- 
pher Wren.  {Ed.  Note:  Wren,  who 
lived  from  1632  to  1723,  was  var- 
iously an  architect,  mathemati- 
cian and  astronomer.  He  is  best 
known  for  his  design  of  St.  Paul’s 
Cathedral  in  London,  built  after 
the  devastating  London  fire  of 
1666.  He  also  designed  some  52 
other  London  churches  many  of 
which  still  stand  today.  The  spires 
of  a few  of  the  churches  on  the 
east  side  of  Providence,  Rhode  Is- 
land were  patterned  from  Wren ’s 
texts  on  church  architecture.)  The 
article  by  McDonald  and  Korb 
comments  on  the  constituent  ar- 
teries of  this  “circle”  noting  also 
that  the  configuration  might  more 
accurately  be  called  a heptagon. 


or  better,  a polygon.  The  article 
then  provides  the  reader  with  the 
various  hypotheses  in  the  etiol- 
ogy of  cerebral  artery  aneurysms, 
beginning  with  Eppinger’s  1887 
commentary  attributing  these  dil- 
atations to  an  innate  weakness  of 
the  cerebral  arteries  at  their  points 
of  junction  and  bifurcation. 

The  article  offers  the  following 
conclusions:  “The  circle  of  Willis 
is  not  a circle.  It  is  a polygon  com- 
posed of  straight  arteries  joining 
and  branching  at  angles,  where 
there  is  local  weakness  of  the  ar- 
terial wall.  Developmental  anom- 
alies of  the  internal  elastic  layer 
predisposes  to  early  arterioscle- 
rosis and  aneurysm  formation  at 
the  angles.  49.5%  of  aneurysms 
were  found  on  arteriosclerotic  ar- 
teries. Developmental  defect  of 
the  muscle  of  the  media  at  the 
bifurcation  angles  predisposes  to 
formation  of  so-called  “congeni- 
tal” aneurysms  on  arteries  which 
are  otherwise  normal.  32.7%  of 
aneurysms  occurred  on  arteries 
which  showed  no  pathologic 
changes  other  than  the  aneu- 
rysm. Gross  anomaly  of  the  circle 
of  Willis  itself  is  an  important  fac- 
tor in  the  formation  of  cerebral 
aneurysms.  The  commonest  gross 
defect  of  the  circle  of  Willis  is  par- 
tial or  complete  absence  of  anas- 
tomosis between  the  basilar  and 
the  posterior  communicating  ar- 
tery. The  medical  treatment  of 
ruptured  intracranial  aneurysm  is 
treatment  of  subarachnoid  hem- 


orrhage. The  surgical  treatment 
of  repeated  subarachnoid  hem- 
orrhages is  the  treatment  of  the 
ruptured  aneurysm.” 

The  second  scientific  contri- 
bution is  authored  by  Dr  R.L.  May- 
nard and  is  entitled,  “Reduction 
of  Fractures  of  the  Acetabulum 
with  Penetration  of  the  Head  of 
the  Femur  into  the  Pelvis.”  The 
etiology  of  this  pattern  of  fracture 
is  ascribed  to  falls  or  blows,  strik- 
ing directly  on  the  great  trochan- 
ter and  hip  region.  Symptoms  and 
signs  include  a slight  flexion,  ab- 
duction and  external  rotation  of 
the  thigh  with  not  more  than  one- 
half  inch  shortening  of  the  in- 
volved extremity.  There  is  limi- 
tation of  motion  of  the  hip  with 
the  feeling  of  resistance  and  par- 
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tial  fixation,  more  than  would  be 
caused  by  pain  and  muscle 
spasm.  The  great  trochanter  is 
posterior  to  its  normal  location. 
The  X-ray  shows  a fracture 
through  the  acetabulum  with 
penetration  of  the  head  of  the  fe- 
mur into  the  pelvis  and  fragments 
of  the  ischium  pushed  in  before 
it. 

The  author  describes  three 
cases,  a 53-year-old  male  who  had 
fallen  down  stairs,  a 53-year-old 
female  who  had  slipped  off  a 
curbstone  and  had  fallen  full 
weight  upon  her  right  great  tro- 
chanter, and  a 53-year-old  spas- 
tically  paralytic  male  who  had 
fallen  on  the  sidewalk.  Therapy, 
including  prolonged  longitudinal 
and  lateral  traction  of  the  affected 
limb,  resulted  in  gratifying  recov- 
ery in  all  three  cases. 

The  principal  editorial,  (Ed. 
Note:  published  some  15  months 
prior  to  the  Pearl  Harbor  attack 
and  the  entrance  of  the  United 
States  into  World  War  II),  con- 
cerns medical  preparedness  and 
the  efforts  of  the  American  Med- 
ical Association  to  determine  the 
past  and  present  status  of  every 
physician  in  the  United  States.  The 
State  Medical  Society,  through  its 
Committee  on  Medical  Prepar- 
edness (chaired  by  Dr  Halsey 
DeWolf)  has  labored  to  encour- 
age and  hasten  the  return  of  this 
AMA  questionnaire.  The  Commit- 
tee shall  assist  the  State  govern- 
ment in  the  appointment  of  Med- 
ical Examiners  when  and  if  “ . . . 
some  form  of  Selective  Service  Bill 
passes  the  Congress.” 

Various  Society  Committee  re- 
ports are  published,  including  a 
somewhat  discouraging  sum- 
mary by  the  Committee  on  Com- 
pulsory Membership  in  the  State 
Society  (of  the  approximately 
1,000  doctors  in  Rhode  Island  as 
of  1940,  “ . . . a scant  486  are  state 
society  members.”)  The  Commit- 
tee on  Education  reports  on  the 
successful  series  of  fifteen-min- 
ute weekly  radio  talks  inaugu- 
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rated  in  December  of  1938  which 
prompted  1,079  letters  from  the 
public  requesting  copies  of  the 
presentations. 

Notice  is  published  of  Civil 
Service  examinations  to  be  held 
for  medical  officer  positions  in 
federal  service,  including  the  Vet- 
erans Administration,  the  Indian 
Service  and  the  United  States 
Public  Health  Service.  Yearly  sal- 
aries range  from  $3,200  to  $4,600. 

Obituaries  are  published  fol- 
lowing the  deaths  of  Dr  G.A.  Blu- 
mer,  the  distinguished  superin- 
tendent of  Butler  Hospital  until 
1922,  and  Dr  J.E.  Kerney,  one  of 
the  leading  urological  surgeons 
of  Rhode  Island. 

Twenty  Five  Years  Ago 
(September,  1965) 

The  lead  article  is  a report  of  a 
fatal  case  of  Listeria  monocyto- 
genes meningoencephalitis  in  a 
newborn  infant,  and  is  written  by 
Drs  L.  Falkinburg,  E.  West,  V.  Gid- 
eon and  Mr.  A.  Troppoli.  The  re- 
port describes  a 13-day-old  white 
male  infant  hospitalized  with  a 24- 
hour  history  of  fever  and  convul- 
sions. A lumbar  puncture  pro- 
duces a cloudy  spinal  fluid  with 
numerous  white  blood  cells,  el- 
evated protein  content,  de- 
pressed sugar  concentration  and 
gram  positive  cocci  indicating 
meningitis.  Despite  vigorous 
treatment  with  a range  of  anti- 
biotics, the  infant  died  on  the  third 
hospital  day.  Listeria  monocyto- 
genes is  recovered  both  from 
blood  and  spinal  fluid.  The  bac- 
teriologic  diagnosis  is  confirmed 
by  an  outside  laboratory.  An  au- 
topsy examination  reveals  an 
acute,  suppurative  meningoen- 
cephalitis and  an  acute  intersti- 
tial pneumonitis.  The  article  de- 
scribes the  history  of  Listeria 
infection  in  humans  noting  that  a 
gram  positive  diphtheroid  pleo- 
morphic rod  was  first  noted  in  hu- 
man meningitis  in  1915.  The  pres- 


ence of  the  organism  in  numerous 
vertebrate  species  suggests  that 
wild  animals  form  a natural  res- 
ervoir for  the  occasional  infection 
in  humans.  The  organism  as  the 
basis  for  central  nervous  system 
infection  has  been  reported  in 
over  200  published  cases  from  25 
different  countries.  The  authors 
also  describe  the  characteristic 
bacteriologic  features  of  this 
small,  motile  rod. 

The  second  scientific  contri- 
bution is  an  intriguing  inquiry  by 
Dr  M.  Duke  concerning  the  pos- 
sibly salutary  place  of  phlebot- 
omy as  a therapy  for  angina  pec- 
toris. The  article  briefly 
summarizes  the  role  of  phle- 
botomy (ie,  blood  letting,  cup- 
ping or  venesection)  during  the 
last  two  centuries.  A number  of 
medical  observers  in  the  nine- 
teenth century  noted  that  the  typ- 
ical patient  with  angina  pectoris 
is  a “plethoric  obese  patient”  and 
“ . . . blood  letting  was  used  as  a 
nonspecific  and  empiric  remedy” 
to  lessen  the  plethoric  state  of  the 
blood  in  such  individuals.  The 
author  concludes:  “Whether 
changes  in  hematocrit,  blood  vis- 
cosity, blood  volume,  or  circula- 
tory dynamics  prove  to  be  signif- 
icant factors  in  the  symptoms 
caused  by  this  disease,  whether 
indeed  some  of  these  changes  are 
present  at  all,  whether  they  are 
coincidental  findings  in  this  dis- 
ease rather  than  of  etiologic  sig- 
nificance, or  whether  the  patient 
with  coronary  artery  disease  can 
indeed  be  benefitted  by  phle- 
botomy, is  far  from  clear.” 

Drs  L.  Leone  and  M.  Albala  pro- 
vide a progress  report  on  the 
complexities  of  myeloma  and  the 
remissive  capabilities  of  newer 
alkylating  agents.  The  authors 
note  first  that  the  disease  may 
have  both  a neoplastic  compo- 
nent involving  discrete  or  dissem- 
inated plasma  cell  proliferation, 
and  a non-neoplastic  component 
with  such  manifestations  as  pri- 
mary amyloidosis,  macroglobu- 
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linemia  and  cryoglobulinemia. 
The  paper  than  offers  a clear  bio- 
chemical and  biophysical  de- 
scription of  the  macroglobuli- 
nemic  proteins.  Finally,  the  paper 
describes  the  uses  and  limita- 
tions of  such  agents  as  cyclo- 
phosphamide and  L-phenylala- 
nine  mustard. 

The  lead  editorial  describes  the 


amended  Social  Security  Law 
(Public  Law  89-97,  89th  Con- 
gress, July  30,  1965),  the  so-called 
Medicare  laws.  The  Journal  prints 
the  text  of  the  new  laws,  partic- 
ularly Title  1,  and  provides  the 
reader  with  the  legislative  defi- 
nitions of  such  terms  as  “ex- 
tended care  services,”  “post-hos- 
pital extended  care  services,” 
“Christian  Science  extended  care 
facility,”  and  “reasonable  cost.” 
Exclusions  from  coverage  are  also 
listed.  A briefer  editorial  also 
notes  that  self-employed  physi- 
cians are  now  included  in  the  So- 


cial Security  Laws  — on  a com- 
pulsory basis. 


MEDICAL  OFFICE  SPACE 

NORTH  PROVIDENCE:  1637  Mineral  Spring  Avenue.  Office 
condominiums  for  sale  or  lease.  Modern,  new  construction 
located  at  the  intersection  of  Routes  7 and  1 5.  Suites  available 
from  1 ,300  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Ample  parking  for  90  cars.  Total  building  25,600  SF. 

PROVIDENCE:  845  North  Main  Street.  Office  condominiums 
for  sale  or  lease.  Beautiful,  new  rehabilitation  project  located 
conveniently  off  Branch  Avenue  exit  of  1-95.  Suites  available 
from  1 ,000  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Total  building  26,000  SF. 

PROVIDENCE  East  Side:  425  Angell  Street.  Office  space  for 
lease.  Modern  space  recently  renovated  interior  and  exterior. 
Ample  on-site  parking,  reasonably  priced.  Lease  rates  include 
parking,  heat,  taxes,  insurance  . . . tenant  only  pays  for  elec- 
tricity used.  700  SF  Suite  available. 

WAKEFIELD:  Cherry  Lane  Medical  Building.  Brand  new  con- 
struction. Office  condominiums  for  sale  or  lease.  Suites  fin- 
ished up  to  10,000  SF.  Modern  space,  elevator,  ample  on- 
site parking,  handicap  accessible.  Located  within  two  mile 
radius  of  South  County  Hospital. 

WARWICK:  Toll  Gate  Road  (Route  115).  Pre-construction 
prices  quoted  for  office  condominiums  for  sale  or  lease.  The 
project  allows  for  six  buildings  constructed  along  a small  pic- 
turesque pond.  Total  buildings  74,000  SF.  Parking  for  276 
cars. 


As  a bonus,  you  will  have  the  opportunity  to  consult  with 
an  architect  to  design  your  office’s  layout.  If  you  are  plan- 
ning a move  in  the  near  future  or  know  someone  who  is, 
call  me  ...  I specialize  in  medicai  users  and  am  best 
quaiified  to  assist  you. 


Contact:  Cindy  Morse 
Peter  M.  Scotti  & Associates 
(401)421-8888 
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OB/GYN 
NEW  YORK 

32-member  multi-specialty  group  adding 
third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year,  6- 
figure  salary,  four  weeks’  vacation,  other 
benefits.  Call: 

Wanda  M.  Parker 
Sr.  Associate 
E.G.  Todd  Associates,  Inc. 

535  Fifth  Avenue,  Suite  1100 
New  York,  NY  10017 

Toll  Free:  (800)221-4762 
Collect:  (212)599-6200 
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Table  1. 

Birth  to  18  Months 

Schedule:  2,  4,  6,  15,  18  Months" 


Leading  Causes  of  Death: 
Conditions  originating  in 
perinatal  period 
Congenital  anomalies 
Heart  disease 
Injuries  (nonmotor  vehicle) 
Pneumonia/influenza 


SCREENING 


Height  and  weight 
Hemoglobin  and  hematocrit' 

HIGH-RISK  GROUPS 


Hearing^  (HR1) 

Erythrocyte  protoporphyrin 
(HR2) 


This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient's  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Developmental  disorders 
Musculoskeletal  malfor- 
mations 

Cardiac  anomalies 
Genitourinary  disorders 
Metabolic  disorders 
Speech  problems 
Behavioral  disorders 
Parent/family  dysfunction 


PARENT  COUNSELING 


Diet 

Breastfeeding 

Nutrient  intake,  especially  iron-rich 
foods 


Injury  Prevention 

Child  safety  seats 
Smoke  detector 
Hot  water  heater  temperature 
Stairway  gates,  window  guards,  pool 
fence 

Storage  of  drugs  and  toxic  chemicals 
Syrup  of  ipecac,  poison  control  tele- 
phone number 


Dental  Health 

Baby  bottle  tooth  decay 


Other  Primary 
Preventive  Measures 
Effects  of  passive  smoking 


IMMUNIZATIONS  & 
CHEMOPROPHYLAXIS 


Diphtheria-tetanus-perlussis 
(DTP)  vaccine^ 

Oral  poliovirus  vaccine 
(OPV)“ 

Measles-mumps-rubella 
(MMR)  vaccine^ 
Haemophilus  influenzae 
type  b (Hib)  conjugate 


vaccine® 


HIGH-RISK  GROUPS 

Fluoride  supplements 
(HR3) 


FIRST  WEEK 

Ophthalmic  antibiotics^ 
Hemoglobin  electrophoresis 
(HR4)^ 

T4/TSH8 

Phenylalanine® 

Hearing  (HR1) 


Remain  Alert  For: 
Ocular  misalignment 
Tooth  decay 
Signs  of  child  abuse  or 
neglect 


■*Five  visits  are  required  for  immunizations.  Because  of  lack  of  data  and  differing  patient  risk  profiles, 
the  scheduling  of  additional  visits  and  the  frequency  of  the  individual  preventive  services  listed  in 
this  table  are  left  to  clinical  discretion  (except  as  indicated  in  other  footnotes). 


High-Risk  Categories 


Table  1.  Birth  to  18  Months 


HRl  Infants  with  a family  history  of  childhood 
hearing  impairment  or  a personal  history  of  con- 
genital perinatal  infection  with  herpes,  syphilis 
rubella,  cytomegalovirus,  or  toxoplasmosis,  mal 
formations  involving  the  head  or  neck  (e  g , dys 
morphic  and  syryjromal  abrK>rmaiities.  deft  palate 
abnormal  pmna).  birthweight  below  1 500  g.  bac 
tenal  meningitis,  hyperbilirubinemia  requiring  ex' 
change  transfusion,  or  severe  perinatal  asphyxia 
(Apgar  scores  of  0-3,  absence  of  spontaneous 
respirations  for  tO  minutes,  or  hypotonia  at  2 
hours  of  age) 

HR2  Infants  who  live  in  or  frequently  visit  housing 
built  before  1950  that  is  dilapidated  or  under* 
goir^g  rer>ovation,  who  come  m contact  with  other 
children  with  known  lead  toxicity,  who  live  near 
lead  processing  plants  or  whose  parents  or 
household  members  work  in  a lead-related  oc- 
cupation, or  who  live  near  busy  highways  or  haz- 
ardous waste  sites 

HR3  Infants  living  in  areas  with  inadequate  water 
fluoridation  (less  than  0 7 parts  per  million) 

HR4  Newborns  of  Caribbean.  Latin  American, 
Asian.  Mediterranean,  or  African  descent 


1.  Once  during  infancy.  2.  At  age  18-month  visit,  if  not  tested  earlier.  3.  At  ages  2,  4,  6,  and 
15  months.  4.  At  ages  2,  4,  and  15  months.  5.  At  age  15  months.  6.  At  age  18  months.  7.  At 
birth.  8.  Days  3 to  6 preferred  for  testing. 


i. 
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High-Risk  Categories 


Table  2,  Ages  2-6 


HR1  Children  who  live  in  or  frequently  visit  hous- 
ing  built  before  1950  that  is  dilapidated  or  un* 
dergoing  renovation,  who  come  in  contact  with 
other  children  with  known  lead  toxicity,  who  live 
near  lead  processing  plants  or  whose  parents  or 
household  members  work  in  a lead-related  oc- 
cupation, or  who  live  near  busy  highways  or  haz- 
ardous waste  sites 

HR2  Household  members  of  persons  with  tuber- 
culosis or  others  at  risk  for  close  contact  with  the 
disease,  recent  immigrants  or  refugees  from 
countries  in  which  tuberculosis  is  common  (e  g , 
Asia,  Africa,  Central  and  South  America.  Pacific 
Islands),  family  members  of  migrant  workers, 
residents  of  homeless  shelters,  or  persons  with 
certain  underlying  medical  disorders 

HR3  Children  with  a family  history  of  childhood 
hearing  impairment  or  a personal  history  of  con- 
genital perinatal  infection  with  herpes,  syphilis, 
rubella,  cytomegalovirus,  or  toxoplasmosis,  mal- 
formations involving  the  head  or  neck  (e  g , dys- 
morphic and  syndromal  abnormalities,  cleft  palate, 
abnormal  pinna),  birthweight  below  1500  g,  bac- 
terial meningitis,  hyperbilirubinemia  requiring  ex- 
change transfusion,  or  severe  perinatal  asphyxia 
(Apgar  scores  of  0-3.  absence  of  spontaneous 
respirations  for  10  minutes,  or  hypotonia  at  2 
hours  of  age] 

HR4  Children  with  increased  exposure  to  sun- 
light 

HRS  Children  living  in  areas  with  inadequate  water 
fluoridation  {less  than  0 7 parts  per  million) 


1.  Ages  3-4.  2.  Annually.  3.  Before  age  3,  if  not  tested  earlier.  4.  Once  between  ages  4 and  6. 


Table  2.  Leading  Causes  of  Death: 

Ap-pc  7—fi  Injuries  (nonmotor  vehicle) 

^ o Motor  vehicle  crashes 

Schedule:  See  Footnote*  Congenital  anomalies 

Homicide 
Heart  disease 

SCREENING 

Height  and  weight 
Blood  pressure 
Eye  exam  for  amblyopia 
and  strabismus' 

Urinalysis  for  bacteriuria 

HIGH-RISK  GROUPS 

Erythrocyte  protopor- 
phyrin^ (HR1) 

Tuberculin  skin  test  (PPD) 
(HR2) 

Hearing^  (HR3) 

PATIENT  & PARENT 
COUNSELING 

Diet  and  Exercise 
Sweets  and  between-meal  snacks, 
iron-enriched  foods,  sodium 
Caloric  balance 
Selection  of  exercise  program 

Injury  Prevention 
Safety  belts 
Smoke  detector 
Hot  water  heater  temperature 
Window  guards  and  pool  fence 
Bicycle  safety  helmets 
Storage  of  drugs,  toxic  chemicals, 
matches,  and  firearms 
Syrup  of  ipecac,  poison  control  tele- 
phone number 

Dental  Health 

Tooth  brushing  and  dental  visits 

Other  Primary 
Preventive  Measures 
Effects  of  passive  smoking 

HIGH-RISK  GROUPS 

Skin  protection  from  ultraviolet  light 
(HR4) 

IMMUNIZATIONS  & 
CHEMOPROPHYLAXIS 

Diphtheria-tetanus-pertussis 
(DTP)  vaccine" 

Oral  poliovirus  vaccine 
(OPV)" 

HIGH-RISK  GROUPS 

Fluoride  supplements 
(HRS) 

This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U.S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient's  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Developmental  disorders 
Speech  problems 
Behavioral  and  learning 
disorders 

Parent/family  dysfunction 

Remain  Alert  For: 

Vision  disorders 
Dental  decay,  malalignment, 
premature  loss  of  teeth, 
mouth  breathing 
Signs  of  child  abuse  or 
neglect 

Abnormal  bereavement 

‘One  visit  is  required  for  immunizations.  Because  of  lack  of  data  and  differing  patient  risk  profiles, 
the  scheduling  of  additional  visits  and  the  frequency  of  the  individual  preventive  services  listed  in 
this  table  are  left  to  clinical  discretion  (except  as  indicated  in  other  footnotes). 
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Tabic  3. 

Ages  7-12 

Schedule:  See  Footnote* 


Leading  Causes  of  Death: 
Motor  vehicle  crashes 
Injuries  (nonmotor  vehicle) 
Congenital  anomalies 
Leukemia 
Homicide 
Heart  disease 


SCREENING 

Height  and  weight 
Blood  pressure 

HIGH  RISK  GROUPS 

Tuberculin  skin  test  (PPD) 
(HR1) 


PATIENT  & PARENT 
COUNSELING 

Diet  and  Exercise 
Fat  (especially  saturated  tat),  choles- 
terol, sweets  and  between-meal 
snacks,  sodium 
Caloric  balance 
Selection  of  exercise  program 


CHEMOPROPHYLAXIS 

HIGH  RISK  GROUPS 

Fluoride  supplements 
(HR3) 


Injury  Prevention 
Safety  belts 
Smoke  detector 

Storage  of  firearms,  drugs,  toxic 
chemicals,  matches 
Bicycle  safety  helmets 


This  list  of  preventive  ser- 
vices is  not  exhaustive.  It 

reflects  only  those  topics  re- 
viewed by  the  U S.  Preven- 
tive Services  Task  Force. 
Clinicians  may  wish  to  add 
other  preventive  services  on 
a routine  basis,  and  after 
considering  the  patient's 
medical  history  and  other  in- 
dividual circumstances.  Ex- 
amples of  target  conditions 
not  specifically  examined  by 
the  Task  Force  include; 

Developmental  disorders 

Scoliosis 

Behavioral  and  learning 
disorders 

Parent/family  dysfunction 


Dental  Health 

Regular  tooth  brushing  and  dental 
visits 

Other  Primary 
Preventive  Measures 

HIGH-RISK  GROUPS 

Skin  protection  from  ultraviolet  light 
(HR2) 


Remain  Alert  For; 

Vision  disorders 
Diminished  hearing 
Dental  decay,  malalignment, 
mouth  breathing 
Signs  of  child  abuse  or 
neglect 

Abnormal  bereavement 


‘Because  of  lack  of  data  and  differing  patient  risk  profiles,  the  scheduling  of  visits  and  the  freguencv 
of  the  individual  preventive  services  listed  in  this  table  are  left  to  clinical  discretion. 


High-Risk  Categories 


Table  3.  Ages  7-12 


HR1  Household  nnembers  of  p>ersons  with  tuber- 
culosis or  others  at  risk  lor  close  contact  with  the 
disease,  recent  immigrants  or  refugees  from 
countries  in  which  tuberculosis  is  common  (e  g , 
Asia.  Africa.  Central  and  South  America,  Pacific 
Islands),  family  members  of  migrant  workers, 
residents  of  homeless  shelters,  or  persons  with 
certain  underlying  medical  disorders 
HR2  Children  with  increased  exposure  to  sun- 
light 

HR3  Children  tivir>g  in  areas  with  inadequate  water 
fluoridation  (less  than  0 7 parts  per  million) 
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High-Risk  Categories 


Table  4.  Ages  13-18 


HR1  Persons  with  increased  recreational  or  oc- 
cupational exposure  to  sunlight,  a family  or  per- 
sonal history  of  skin  cancer,  or  clinical  evidence 
of  precursor  lesions  (e  g . dysplastic  nevi.  certain 
congenital  nevi) 

HR2  Males  with  a history  of  cryptorchidism,  or- 
chiopexy, or  testicular  atrophy 

HR3  Females  of  childbearing  age  lacking  evi- 
dence of  immunity 

HR4  Persons  who  engage  in  sex  with  multiple 
partners  in  areas  in  which  syphilis  is  prevalent, 
prostitutes,  or  contacts  of  persons  with  active  sy- 
philis 

HRS  Persons  who  attend  clinics  for  sexually 
transmitted  diseases,  attend  other  high-risk  health 
care  facilities  (e  g , adolescent  and  family  plan- 
ning clinics),  or  have  other  risk  factors  for  chla- 
mydial infection  (e  g , multiple  sexual  partners  or 
a sexual  partner  with  multiple  sexual  contacts) 

HRS  Persons  with  multiple  sexual  partners  or  a 
sexual  partner  with  multiple  contacts,  sexual  con- 
tacts of  persons  with  culture-proven  gonorrhea, 
or  persons  with  a history  of  repeated  episodes 
of  gonorrhea 

HR7  Persons  seeking  treatment  for  sexually 
transmitted  diseases,  homosexual  and  bisexual 
men,  past  or  present  intravenous  (IV)  drug  users, 
persons  with  a history  of  prostitution  or  multiple 
sexual  partners,  women  whose  past  or  present 
sexual  partners  were  HIV-infecled,  bisexual,  or 
IV  drug  users,  persons  with  long-term  residence 
or  birth  in  an  area  with  high  prevalence  of  HIV 
infection,  or  persons  with  a history  of  transfusion 
between  1970  and  1985 

HR0  Household  members  of  persons  with  tuber- 
culosis or  others  at  risk  lor  close  contact  with  the 
disease,  recent  immigrants  or  refugees  from 
countries  in  which  tuberculosis  is  common  (e  g . 
Asia.  Africa.  Central  and  South  America.  Pacific 
Islands),  migrant  workers,  residents  of  correc- 
tional institutions  or  homeless  shelters,  or  per- 
sons with  certain  underlying  medical  disorders 

HR9  Persons  exposed  regularly  to  excessive  noise 
in  recreational  or  other  settings 

HR10  Females  who  are  sexually  active  or  (if  the 
sexual  history  is  thought  to  be  unreliable)  aged 
10  or  older 

HR11  Recent  divorce,  separation,  unemploy- 
ment, depression,  alcohol  or  other  drug  abuse, 
serious  medical  illnesses,  living  alone,  or  recent 
bereavement 

HR12  Intravenous  drug  users 

HR13  Persons  of  Caribbean.  Latin  American, 
Asian.  Mediterranean,  or  African  descent 

HR14  Persons  with  increased  exposure  to  sun- 
light 

HR15  Persons  living  in  areas  with  inadequate  water 
fluoridation  (less  than  0 7 parts  per  million) 


1.  E\'L'ry  1-3  veil rs.  2.  For  females.  3.  Often  best  performed  early  in  adolescence  and  with  the 
in\'ol\ement  of  parents.  4.  Especially  for  males.  5.  Once  between  ages  14  and  16. 


Table  4.  Leading  Causes  of  Death: 

A 't'l  1 Q Motor  vehicle  crashes 

Ages  13  lo  Homicide 

Schedule:  See  Footnote*  Suicide 

Injuries  (nonmotor  vehicle) 
Heart  disease 

SCREENING 

COUNSELING 

IMMUNIZATIONS  & 
CHEMOPROPHYLAXIS 

History 

Diet  and  Exercise 

Dietary  intake 

Fat  (especially  saturated  fat),  choles- 

Tetanus-diphtheria  (Td) 

Physical  activity 

terol,  sodium,  iron,^  calcium^ 

booster^ 

Tobacco/alcohol/drug  use 

Caloric  balance 

HIGH-RISK  GROUPS 

Sexual  practices 

Selection  of  exercise  program 

Fluoride  supplements 

Physical  Exam 

Substance  Use 

(HHio) 

Height  and  weight 

Tobacco:  cessation/primary  preven- 

Blood  pressure 

tion 

HIGH-RISK  GROUPS 

Alcohol  and  other  drugs:  cessation/ 

Complete  skin  exam 

primary  prevention 

(HR1) 

Driving/other  dangerous  activities 

Clinical  testicular  exam 

while  under  the  influence 

(HR2) 

Treatment  for  abuse 

This  list  of  preventive  ser- 

HIGH-RISK  GROUPS 

vices  Is  not  exhaustive.  It 

Laboratory/Diagnostic 

Sharing/using  unsterilized  needles 

reflects  only  those  topics  re- 

Procedures 

and  syringes  (HR12) 

viewed  by  the  U.S.  Preven- 

HIGH-RISK  GROUPS 

tive  Services  Task  Force. 

Rubella  antibodies  (HR3) 

Sexual  Practices 

Clinicians  may  wish  to  add 

VDRL/RPR  (HR4) 

Sexual  development  and  behavior^ 

other  preventive  services  on 

Chlamydial  testing  (HRS) 

Sexually  transmitted  diseases:  partner 

a routine  basis,  and  after 

Gonorrhea  culture  (HR6) 

selection,  condoms 

considering  the  patient’s 

Counseling  and  testing  for 

Unintended  pregnancy  and  contra- 

medical  history  and  other  in- 

HIV  (HR7) 

ceptive  options 

dividual  circumstances.  Ex- 

Tuberculin  skin  test  (PPD) 

Injury  Prevention 

amples  of  target  conditions 

(HRS) 

not  specifically  examined  by 

Hearing  (HR9) 

Safety  belts 

the  Task  Force  include: 

Papanicolaou  smear 

Safety  helmets 

Developmental  disorders 

(HR10)' 

Violent  behavior'’ 

Scoliosis 

Firearms^ 

Behavioral  and  learning 

Smoke  detector 

disorders 

Dental  Health 

Regular  tooth  brushing,  flossing,  den- 
tal visits 

Other  Primary 
Preventive  Measures 

HIGH-RISK  GROUPS 

Discussion  of  hemoglobin  testing 
(HR13) 

Skin  protection  from  ultraviolet  light 

Parent/family  dysfunction 

(HR14) 

Remain  Alert  For: 
Depressive  symptoms 
Suicide  risk  factors  (HR11) 
Abnormal  bereavement 
Tooth  decay,  malalignment, 
gingivitis 

Signs  of  child  abuse  and 
neglect. 

*Ono  visit  is  required  for  immunizations.  Because  of  lack  of  data  and  differing  patient  risk  profiles, 

the  scheduling  of  additional  visits  and  the  frequency  of  the  individual  preventive  services  listed  in 

this  table  are  left  to  clinical  discretion  (except  as  indicated  in  other  footnotes). 
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Table  5. 

Ages  19-39 

Schedule:  Every  1-3  Years" 


Leading  Causes  of  Death: 
Motor  vehicle  crashes 
Homicide 
Suicide 

Injuries  (nonmotor  vehicle) 
Heart  disease 


SCREENING 


COUNSELING 


IMMUNIZATIONS 


History 
Dietary  intake 
Physical  activity 
Tobacco/alcohol/drug  use 
Sexual  practices 

Physical  Exam 
Height  and  \weight 
Blood  pressure 

HIGH-RISK  GROUPS 

Complete  oral  cavity 
exam  (HR1) 

Palpation  for  thyroid  nod- 
ules (HR2) 

Clinical  breast  exam 
(HR3) 

Clinical  testicular  exam 
(HR4) 

Complete  skin  exam 
(HRS) 

Laboratory/Diagnostic 

Procedures 

Nonfasting  total  blood  cho- 
lesterol 

Papanicolaou  smear' 

HIGH-RISK  GROUPS 

Fasting  plasma  glucose 
(HR6) 

Rubella  antibodies  (HR7) 
VDRL/RPR  (HRS) 
Urinalysis  for  bacteriuria 
(HR9) 

Chlamydial  testing  (HR10) 
Gonorrhea  culture  (HR11) 
Counseling  and  testing  for 
HIV  (HR12) 

Hearing  (HR13) 

Tuberculin  skin  test  (PPD) 
(HR14) 

Electrocardiogram  (HR15) 
Mammogram  (HR3) 
Colonoscopy  (HR  16) 


Diet  and  Exercise 
Fat  (especially  saturated  fat),  choles- 
terol, complex  carbohydrates,  fiber, 
sodium,  iron^,  calcium^ 

Caloric  balance 

Selection  of  exercise  program 

Substance  Use 

Tobacco:  cessation/primary  preven- 
tion 

Alcohol  and  other  drugs: 

Limiting  alcohol  consumption 
Driving/other  dangerous  activities 
while  under  the  influence 
Treatment  for  abuse 

HIGH-RISK  GROUPS 

Sharing/using  unsterilized  needles 
and  syringes  (HR18) 

Sexual  Practices 

Sexually  transmitted  diseases:  partner 
selection,  condoms,  anal  inter- 
course 

Unintended  pregnancy  and  contra- 
ceptive options 

Injury  Prevention 
Safety  belts 
Safety  helmets 
Violent  behavior^ 

Firearms^ 

Smoke  detector 

Smoking  near  bedding  or  upholstery 

HIGH-RISK  GROUPS 

Back-conditioning  exercises  (HR19) 
Prevention  of  childhood  injuries 
(HR20) 

Falls  in  the  elderly  (HR21) 

Dental  Health 

Regular  tooth  brushing,  flossing,  den- 
tal visits 


Tetanus-diphtheria  (Td) 
boosted' 

HIGH-RISK  GROUPS 

Hepatitis  B vaccine 
(HR24) 

Pneumococcal  vaccine 
(HR25) 

Influenza  vaccine^  (HR26) 
Measles-mumps-rubella 
vaccine  (HR27) 


This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient’s  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Chronic  obstructive  pul- 
monary disease 
Hepatobiliary  disease 
Bladder  cancer 
Endometrial  disease 
Travel-related  illness 
Prescription  drug  abuse 
Occupational  illness  and 
injuries 


Other  Primary 
Preventive  Measures 

HIGH-RISK  GROUPS 

Discussion  of  hemoglobin  testing 
(HR22) 

Skin  protection  from  ultraviolet  light 
(HR23) 


Remain  Alert  For: 
Depressive  symptoms 
Suicide  risk  factors  (HR  17) 
Abnormal  bereavement 
Malignant  skin  lesions 
Tooth  decay,  gingivitis 
Signs  of  physical  abuse 


"The  recommended  schedule  applies  only  to  the  periodic  visit  itself.  The  frequency  of  the  individual 
preventive  services  listed  in  this  table  is  left  to  clinical  discretion,  except  as  indicated  in  other 
footnotes. 


1.  Every  1-3  years.  2.  For  women.  3.  Especially  for  young  males.  4.  Every  10 
years.  5.  Annually. 


High-Risk  Categories 


Table  5.  Ages  19-39 


HR1  Persons  with  exposure  to  tobacco  or  exces- 
sive amounts  of  alcohol,  or  those  with  suspicious 
symptoms  or  lesions  detected  through  self- 
examination 

HR2  Persons  with  a history  of  upf>er-body  irra- 
diation 

HR3  Women  aged  35  and  okJer  with  a family  his- 
tory of  premenopausally  diagr>osed  breast  can- 
cer in  a first-degree  relative 
HR4  Men  with  a history  of  cryptorchidism,  or- 
chiopexy. or  testicular  atrophy 
HRS  Persons  with  family  or  personal  history  of 
sKin  cancer,  increased  occupational  or  recrea- 
tional exposure  to  sunlight,  or  clinical  evidence 
of  precursor  lesions  (e  g . dyspiastic  nevi.  certain 
congenital  nevi) 

HRS  The  marl^edly  obese,  persons  with  a family 
history  of  diabetes,  or  women  with  a history  of 
gestational  diabetes 

HR7  Women  lacking  evidence  of  immunity 
HRS  Prostitutes,  persons  who  engage  m sex  with 
multiple  partners  in  areas  in  which  syphilis  is 
prevalent,  or  contacts  of  persons  with  active  sy- 
philis 

HR9  Persons  with  diabetes 
HR10  Persons  who  attend  clinics  for  sexually 
transmitted  diseases,  attend  other  high-nsk  health 
care  facilities  (e  g . adolescent  and  family  plan- 
ning clinics),  or  have  other  risk  factors  for  chla- 
mydial infection  (e  g . multiple  sexual  partners  or 
a sexual  partner  with  multiple  sexual  contacts, 
age  less  than  20) 

HR  11  Prostitutes,  persons  with  multiple  sexual 
partners  or  a sexual  partner  with  multiple  con- 
tacts. sexual  contacts  of  persons  with  culture- 
proven  gonorrhea,  or  persons  with  a history  of 
repeated  episodes  of  gonorrhea 
HR12  Persons  seeking  treatment  for  sexually 
transmitted  diseases,  homosexual  and  bisexual 
men,  past  or  present  intravenous  (IV)  drug  users, 
persons  with  a history  of  prostitution  or  multiple 
sexual  partners,  women  whose  past  or  present 
sexual  partners  were  HlV-mfected.  bisexual,  or 
IV  drug  users,  persons  with  long-term  residence 
or  birth  in  an  area  with  high  prevalence  of  HIV 
infection,  or  persons  with  a history  of  transfusion 
between  1970  and  1985 

HR13  Persons  exposed  regularly  to  excessive 
noise 

HR14  Household  members  of  persons  with  tu- 
berculosis or  others  at  risk  for  close  contact  with 
the  disease  (e  g . staff  of  tuberculosis  dimes, 
shelters  for  the  homeless,  nursing  homes,  sub- 
stance abuse  treatment  facilities,  dialysis  units, 
correctional  institutions);  recent  immigrants  or 
refugees  from  countries  in  which  tuberculosis  is 
common,  migrant  workers,  residents  of  nursing 
homes,  correctional  institutions,  or  homeless 
shelters,  or  persons  with  certain  underlying  med- 
ical disorders  (e  g . HIV  infection) 

HR15  Men  who  would  endanger  public  safety  were 
they  to  experience  sudden  cardiac  events  (e  g . 
commercial  airline  pilots) 

HR1 6 Persons  with  a family  history  of  familial  pol- 
yposis coll  or  cancer  family  syndrome 
HR17  Recent  divorce,  separation,  unemploy- 
ment, depression,  alcohol  or  other  drug  abuse, 
serious  medical  illnesses,  living  alone,  or  recent 
bereavement 

HR16  Intravenous  drug  users 
HR19  Persons  at  increased  risk  for  low  back  in- 
jury because  of  past  history,  body  configuration, 
or  type  of  activities 

HR20  Persons  with  children  in  the  home  or  au- 
tomobile 

HR21  Persons  with  older  adults  in  the  home 
HR22  Young  adults  of  Caribbean.  Latin  Ameri- 
can. Asian,  Mediterranean,  or  African  descent 
HR23  Persons  with  increased  exposure  to  sun- 
light 

HR24  Homosexually  active  men.  intravenous  drug 
users,  recipients  of  some  blood  products,  or  per- 
sons in  health-related  jobs  with  frequent  expo- 
sure to  blood  or  blood  products 
HR25  Persons  with  medical  conditions  that  in- 
crease the  risk  of  pnenumococcal  infection  (e  g , 
chronic  cardiac  or  pulmonary  disease,  sickle  cell 
disease,  nephrotic  syndrome.  Hodgkin  s dis- 
ease. asplenia,  diabetes  mellitus.  alcoholism,  cir- 
rhosis, multiple  myeloma,  renal  disease,  or 
conditions  associated  with  immunosuppression) 
HR26  Residents  of  chronic  care  facilities  or  per- 
sons suffering  from  chronic  cardiopulmonary  dis- 
orders. metabolic  diseases  (including  diabetes 
mellitus).  hemoglobinopathies,  immunosuppres- 
sion. or  renal  dysfunction 
HR27  Persons  born  after  1 956  who  lack  evidence 
of  immunity  to  measles  (receipt  of  live  vaccine 
on  or  after  first  birthday,  laboratory  evidence  of 
immunity,  or  a history  of  physician-diagnosed 
measles) 
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Table  6.  Ages  40-64 


Table  6.  Leading  Causes  of  Death: 

Ages  40-64  “ 

Schedule:  Every  1-3  Years*  Cerebrovascular  disease 

Breast  cancer 
Colorectal  cancer 
Obstructive  lung  disease 

SCREENING 

History 
Dietary  intake 
Physical  activity 
Tobacco/alcohol/drug  use 
Sexual  practices 

Physical  Exam 
Height  and  weight 
Blood  pressure 
Clinical  breast  exam’ 

HIGH-RISK  GROUPS 

Complete  skin  exam 
(HR1) 

Complete  oral  cavity 
exam  (HR2) 

Palpation  for  thyroid  nod- 
ules (HR3) 

Auscultation  for  carotid 
bruits  (HR4) 

Laboratory/Diagnostic 

Procedures 

Nonfasting  total  blood  cho- 
lesterol 

Papanicolaou  smear^ 
Mammogram^ 

HIGH-RISK  GROUPS 

Fasting  plasma  glucose 
(HRS) 

VDRL/RPR  (HR6) 
Urinalysis  for  bacteriuria 
(HR?) 

Chlamydial  testing  (HRS) 
Gonorrhea  culture  (HR9) 
Counseling  and  testing  for 
HIV  (HR10) 

Tuberculin  skin  test  (PPD) 
(HR11) 

Hearing  (HR12) 
Electrocardiogram  (HR13) 
Fecal  occult  blood/sig- 
moidoscopy (HR  14) 
Fecal  occult  blood/colon- 
oscopy (HR15) 

Bone  mineral  content 
(HR16) 

COUNSELING 

Diet  and  Exercise 
Fat  (especially  saturated  fat),  choles- 
terol, complex  carbohydrates,  fiber, 
sodium,  calcium^ 

Caloric  balance 

Selection  of  exercise  program 

Substance  Use 
Tobacco  cessation 
Alcohol  and  other  drugs: 

Limiting  alcohol  consumption 
Driving/other  dangerous  activities 
while  under  the  influence 
Treatment  for  abuse 

HIGH-RISK  GROUPS 

Sharing/using  unsterilized  needles 
and  syringes  (HR19) 

Sexual  Practices 

Sexually  transmitted  diseases:  partner 
selection,  condoms,  anal  inter- 
course 

Unintended  pregnancy  and  contra- 
ceptive options 

Injury  Prevention 
Safety  belts 
Safety  helmets 
Smoke  detector 

Smoking  near  bedding  or  upholstery 

HIGH-RISK  GROUPS 

Back-conditioning  exercises  (HR20) 
Prevention  of  childhood  injuries 
(HR21) 

Falls  in  the  elderly  (HR22) 

Dental  Health 

Regular  tooth  brushing,  flossing,  and 
dental  visits 

Other  Primary  Preventive 
Measures 

HIGH-RISK  GROUPS 

Skin  protection  from  ultraviolet  light 
(HR23) 

Discussion  of  aspirin  therapy 
(HR24) 

Discussion  of  estrogen  replacement 
therapy  (HR25) 

IMMUNIZATIONS 

Tetanus-diphtheria  (Td) 
booster® 

HIGH-RISK  GROUPS 

Hepatitis  B vaccine 
(HR26) 

Pneumococcal  vaccine 
(HR27) 

Influenza  vaccine  (HR28)® 

This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient’s  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Chronic  obstructive  pul- 
monary disease 
Hepatobiliary  disease 
Bladder  cancer 
Endometrial  disease 
Travel-related  illness 
Prescription  drug  abuse 
Occupational  illness  and 
injuries 

Remain  Alert  For: 
Depressive  symptoms 
Suicide  risk  factors  (HR17) 
Abnormal  bereavement 
Signs  of  physical  abuse  or 
neglect 

Malignant  skin  lesions 
Peripheral  arterial  disease 
(HR18) 

Tooth  decay,  gingivitis, 
loose  teeth 

*The  recommended  schedule  applies  only  to  the  periodic  visit  itself.  The  frequency  of  the  individual 
preventive  services  listed  in  this  table  is  left  to  clinical  discretion,  except  as  indicated  in  other 
footnotes. 

1.  Annually  for  women.  2.  Every  1-3  years  for  women.  3.  Every  1-2  years  for  women  begin- 
ning at  age  50  (age  35  for  those  at  increased  risk).  4.  For  women.  5.  Every  10  years.  6.  Annually. 
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HR1  Persons  with  a lamily  or  personal  history  o( 
skin  cancer,  increased  occupational  or  recrea- 
tional exposure  to  sunlight,  or  clinical  evidence 
of  precursor  lesions  {e  g , dysplastic  nevi.  certain 
congenital  nevi) 

HR2  Persons  with  exposure  to  tobacco  or  exces- 
sive amounts  of  alcohol,  or  those  with  suspicious 
symptoms  or  lesions  detected  through  self- 
examination 

HR3  Persons  with  a history  of  upper-body  irra- 
diation 

HR4  Persons  with  risk  factors  for  cerebrovascular 
or  cardiovascular  disease  {e  g . hypertension, 
smoking,  CAD.  atrial  fibrillation,  diabetes)  or  those 
with  neurologic  symptoms  (e  g . transient  is- 
chemic attacks)  or  a history  of  cerebrovascular 
disease 

HRS  The  markedly  obese,  persons  with  a family 
history  of  diabetes,  or  women  with  a history  of 
gestational  diabetes 

HRS  Prostitutes,  persons  who  engage  in  sex  with 
multiple  partners  in  areas  in  which  syphilis  is 
prevalent,  or  contacts  of  persons  with  active  sy- 
philis 

HR7  Persons  with  diabetes 
HRS  Persons  who  attend  clinics  for  sexually 
transmitted  diseases,  attend  other  high-risk  health 
care  facilities  {e  g , adolescent  and  family  plan- 
ning clinics),  or  have  other  risk  factors  for  chla- 
mydial infection  (e  g . multiple  sexual  partners  or 
a sexual  partner  with  multiple  sexual  contacts) 
HR9  Prostitutes,  persons  with  multiple  sexual 
partners  or  a sexual  partner  with  multiple  con- 
tacts, sexual  contacts  of  persons  with  culture- 
proven  gonorrhea,  or  persons  with  a history  of 
repeated  episodes  of  gonorrhea 
HRIO  Persons  seeking  treatment  for  sexually 
transmitted  diseases,  homosexual  and  bisexual 
men.  past  or  present  intravenous  (IV)  drug  users, 
persons  with  a history  of  prostitution  or  multiple 
sexual  partners,  women  whose  past  or  present 
sexual  partners  were  HIV-infected.  bisexual,  or 
IV  drug  users,  persons  with  long-term  residence 
or  birth  in  an  area  with  high  prevalence  of  HIV 
infection,  or  persons  with  a history  of  transfusion 
between  1978  and  1985 

HR11  Household  members  of  persons  with  tu- 
berculosis or  others  at  risk  for  close  contact  with 
the  disease  (e  g , staff  of  tuberculosis  clinics, 
shelters  for  the  homeless,  nursing  homes,  sub- 
stance abuse  treatment  facilities,  dialysis  units, 
correctional  institutions),  recent  immigrants  or 
refugees  from  countries  in  which  tuberculosis  is 
common  (e  g . Asia,  Africa,  Central  and  South 
America.  Pacific  Islands),  migrant  workers,  res- 
idents of  nursing  homes,  correctional  institutions, 
or  homeless  shelters,  or  persons  with  certain  un- 
derlying medical  disorders  (e  g , HIV  infection) 
HR12  Persons  exposed  regularly  to  excessive 
noise 

HR13  Men  with  two  or  more  cardiac  risk  factors 
(high  blood  cholesterol,  hypertension,  cigarette 
smoking,  diabetes  mellitus.  family  history  of  CAD): 
men  who  would  endanger  public  safety  were  they 
to  experience  sudden  cardiac  events  (e  g . com- 
mercial airline  pilots),  or  sedentary  or  high-risk 
males  planning  to  begin  a vigorous  exercise  pro- 
gram 

HR14  Persons  aged  50  and  older  who  have  first- 
degree  relatives  with  colorectal  cancer,  a per- 
sonal history  of  endometrial,  ovarian,  or  breast 
cancer,  or  a previous  diagnosis  of  inflammatory 
bowel  disease,  adenomatous  polyps,  or  colorec- 
tal cancer 

HR15  Persons  with  a family  history  of  familial  pol- 
yposis coll  or  cancer  family  syndrome 
HR16  Perimenopausal  women  at  increased  risk 
for  osteoporosis  (e  g . Caucasian  race,  bilateral 
oopherectomy  before  menopause,  slender  build) 
and  for  whom  estrogen  replacement  therapy  would 
otherwise  not  be  recommended 
HR17  Recent  divorce,  separation,  unemploy- 
ment. depression,  alcohol  or  other  drug  abuse, 
serious  medical  illnesses,  living  alone,  or  recent 
bereavement 

HR18  Persons  over  age  50.  smokers,  or  persons 
with  diabetes  mellitus 
HR19  Intravenous  drug  users 
HR20  Persons  at  increased  risk  for  low  back  in- 
jury because  of  past  history,  body  configuration, 
or  type  of  activities 

HR21  Persons  with  children  in  the  home  or  au- 
tomobile 

HR22  Persons  with  older  adults  in  the  home 
HR23  Persons  with  increased  exposure  to  sun- 
light 

HR24  Men  who  have  risk  factors  for  myocardial 
infarction  (e  g , high  blood  cholesterol,  smoking, 
diabetes  mellitus.  family  history  of  early-onset 
CAD)  and  who  lack  a history  of  gastrointestinal 
or  other  bleeding  problems,  and  other  risk  factors 
for  bleeding  or  cerebral  hemorrhage 
HR25  Perimenopausal  women  at  increased  risk 
for  osteoporosis  (e  g , Caucasian,  low  bone  min- 
eral content,  bilateral  oopherectomy  before  men- 
opause or  early  menopause,  slender  build)  and 
who  are  without  known  contraindications  (e  g . 
history  of  undiagnosed  vaginal  bleeding,  active 
liver  disease,  thromboembolic  disorders,  hor- 
mone-dependent cancer), 

HR26  Homosexuatly  active  men,  intravenous  drug 
users,  recipients  of  some  blood  products,  or  per- 
sons in  health-related  jobs  with  frequent  expo- 
sure to  blood  or  blood  products 
HR27  Persons  with  medical  conditions  that  in- 
crease the  risk  of  pneumococcal  infection  (e  g . 
chronic  cardiac  or  pulmonary  disease,  sickle  cell 
disease,  nephrotic  syndrome,  Hodgkin  s dis- 
ease. asplenia,  diabetes  mellitus.  alcoholism,  cir- 
rhosis. multiple  myeloma,  renal  disease  or 
conditions  associated  with  immunosuppression) 
HR28  Residents  of  chronic  care  facilities  and  per- 
sons suffering  from  chronic  cardiopulmonary  dis- 
orders, metabolic  diseases  (including  diabetes 


High-Risk  Categories 


Table  7.  Ages  65  and  Over 


HR1  Persons  with  risk  factors  for  cerebrovascular 
or  cardiovascular  disease  (eg,  hypertension, 
smoking,  CAD,  alnal  fibrillation,  diabetes)  or  those 
v^ith  neurologic  symptoms  (e  g . transient  is- 
chemic attacks)  or  a history  of  cerebrovascular 
disease 

HR2  Persons  with  a family  or  personal  history  of 
skin  cancer,  or  clinical  evidence  of  precursor  le- 
sions (e  g . dysplastic  nevi,  certain  congenital 
nevi).  or  those  with  increased  occupational  or 
recreational  exposure  to  sunlight 

HR3  Persons  with  exposure  to  tobacco  or  exces- 
sive amounts  of  alcohol,  or  those  with  suspicious 
symptoms  or  lesions  detected  through  self-ex-  j 
ammation 

HR4  Persons  with  a history  of  upper-body  irra- 
diation 

HRS  The  markedly  obese,  persons  with  a family 
history  of  diabetes,  or  women  with  a history  of 
gestational  diabetes 

HR6  Household  members  of  persons  with  tuber- 
culosis or  others  at  risk  tor  close  contact  with  the 
disease  (e  g . staff  of  tuberculosis  clinics,  shel- 
ters for  the  homeless,  nursing  homes,  substance 
abuse  treatment  facilities,  dialysis  units,  correc- 
tional institutions),  recent  immigrants  or  refugees 
from  countries  in  which  tuberculosis  is  common 
(e  g . Asia,  Africa.  Central  and  South  America, 
Pacific  Islands),  migrant  workers,  residents  of 
nursing  homes,  correctional  institutions,  or 
homeless  shelters,  or  persons  with  certain  un- 
derlying medical  disorders  (e  g , HIV  infection) 

HR7  Men  with  two  or  more  cardiac  risk  factors 
(high  blood  cholesterol,  hypertension,  cigarette 
smoking,  diabetes  mellitus.  family  history  of  CAD),  | 
men  who  would  endanger  public  safety  were  they 
to  experience  sudden  cardiac  events  (e  g . com- 
mercial airline  pilots),  or  sedentary  or  high-nsk 
males  planning  to  begin  a vigorous  exercise  pro-  I 
gram 

HR8  Women  who  have  not  had  previous  docu- 
mented screening  m which  smears  have  been 
consistently  negative 

HR9  Persons  who  have  first-degree  relatives  with  | 
colorectal  cancer,  a personal  history  of  endo-  ' 
metnal.  ovarian,  or  breast  cancer;  or  a previous 
diagnosis  of  inflammatory  bowel  disease,  ade- 
nomatous polyps,  or  colorectal  cancer 

HR1 0 Persons  with  a family  history  of  familial  pol- 
yposis coll  or  cancer  family  syndrome 

HR11  Recent  divorce,  separation,  unemploy- 
ment. depression,  alcohol  or  other  drug  abuse, 
serious  medical  illnesses,  living  alone,  or  recent 
bereavement 

HR12  Persons  with  children  in  the  home  or  au- 
tomobile 

HR13  Women  at  increased  risk  for  osteoporosis 
(e  g , Caucasian,  low  bone  mineral  content,  bi- 
lateral oopherectomy  before  menopause  or  early  i 
menopause,  slender  build)  and  who  are  without 
known  contraindications  (e  g , history  of  undi- 
agnosed vaginal  bleeding,  active  liver  disease, 
thromboembolic  disorders,  hormone-dependent 
cancer) 

HR14  Men  who  have  risk  factors  lor  myocardial 
infarction  (e  g . high  blood  cholesterol,  smoking, 
diabetes  mellitus,  family  history  of  early-onset 
CAD)  and  who  lack  a history  of  gastrointestinal 
or  other  bleeding  problems,  or  other  risk  factors 
for  bleeding  or  cerebral  hemorrhage 

HR15  Persons  with  increased  exposure  to  sun- 
light 

HR16  Homosexually  active  men.  intravenous  drug 
users,  recipients  of  some  blood  products,  or  per- 
sons m health-related  )Obs  with  frequent  expo- 
sure to  blood  or  blood  products 


1.  Annually.  2.  Every  1-2  years  for  women  until  age  75,  unless  pathology  detected.  3.  For 
women.  4.  Every  1-3  years.  5.  Every  10  years. 


Table  7.  Leading  Causes  of  Death: 

Ages  65  and  Over  Cer^b^asclr  disease 

Schedule:  Every  Year*  Obstructive  lung  disease 

Pneumonia/influenza 
Lung  cancer 
Colorectal  cancer 

SCREENING 

History 

Prior  symptoms  of  transient 
ischemic  attack 
Dietary  intake 
Physical  activity 
Tobacco/alcohol/drug  use 
Functional  status  at  home 

Physical  Exam 
Height  and  weight 
Blood  pressure 
Visual  acuity 

Hearing  and  hearing  aids 
Clinical  breast  exam' 

HIGH-RISK  GROUPS 

Auscultation  for  carotid 
bruits  (HR1) 

Complete  skin  exam 
(HR2) 

Complete  oral  cavity 
exam  (HR3) 

Palpation  of  thyroid  nod- 
ules (HR4) 

Laboratory/Diagnostic 

Procedures 

Nonfasting  total  blood  cho- 
lesterol 

Dipstick  urinalysis 
Mammogram^ 

Thyroid  function  tests^ 

HIGH-RISK  GROUPS 

Fasting  plasma  glucose 
(HRS) 

Tuberculin  skin  test  (PPD) 
(HR6) 

Electrocardiogram  (HR7) 
Papanicolaou  smear^ 
(HR8) 

Fecal  occult  blood/Sig- 
moidoscopy  (HR9) 

Fecal  occult  blood/Colon- 
oscopy  (HR10) 

COUNSELING 

Diet  and  Exercise 
Fat  (especially  saturated  fat),  choles- 
terol, complex  carbohydrates,  fiber, 
sodium,  calcium^ 

Caloric  balance 

Selection  of  exercise  program 

Substance  Use 
Tobacco  cessation 
Alcohol  and  other  drugs: 

Limiting  alcohol  consumption 
Driving/other  dangerous  activities 
while  under  the  influence 
Treatment  tor  abuse 

Injury  Prevention 
Prevention  of  falls 
Safety  belts 
Smoke  detector 

Smoking  near  bedding  or  upholstery 
Hot  water  heater  temperature 
Safety  helmets 

HIGH-RISK  GROUPS 

Prevention  of  childhood  injuries 
(HR12) 

Dental  Health 

Regular  dental  visits,  tooth  brushing, 
flossing 

Other  Primary 
Preventive  Measures 
Glaucoma  testing  by  eye  specialist 

HIGH-RISK  GROUPS 

Discussion  of  estrogen  replacement 
therapy  (HR  13) 

Discussion  of  aspirin  therapy 
(HR14) 

Skin  protection  form  ultraviolet  light 
(HR15) 

IMMUNIZATIONS 

Tetanus-diphtheria  (Td) 
booster^ 

Influenza  vaccine' 
Pneumococcal  vaccine 

HIGH-RISK  GROUPS 

Hepatitis  B vaccine 
(HR16) 

This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient's  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Chronic  obstructive  pul- 
monary disease 
Hepatobiliary  disease 
Bladder  cancer 
Endometrial  disease 
Travel-related  illness 
Prescription  drug  abuse 
Occupational  illness  and 
injuries 

Remain  Alert  For: 
Depression  symptoms 
Suicide  risk  factors  (HR1 1) 
Abnormal  bereavement 
Changes  in  cognitive  func- 
tion 

Medications  that  increase 
risk  of  tails 

Signs  of  physical  abuse  or 
neglect 

Malignant  skin  lesions 
Peripheral  arterial  disease 
Tooth  decay;  gingivitis, 
loose  teeth 

*The  recommended  schedule  applies  only  to  the  periodic  visit  itself.  The  frequency  of  the  individual 
preventive  services  listed  in  this  table  is  left  to  clinical  discretion,  except  as  indicated  in  other 
footnotes. 
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High-Ribk  Categories 


Table  8. 


Pregnant  Women^ 


FIRST  PRENATAL  VISIT 


SCREENING 


COUNSELING 


History 

Genetic  and  obstetric  history 
Dietary  intake 
Tobacco/alcohol/drug  use 
Risk  (actors  for  intrauterine 
growth  retardation  and 
low  birthweight 
Prior  genital  herpetic  lesions 


Nutrition 
Tobacco  use 

Alcohol  and  other  drug  use 
Safety  belts 

HIGH-RISK  GROUPS 

Discuss  amniocentesis  (HRS) 
Discuss  risks  of  HIV  infection  (HR4) 


Laboratory/Diagnostic 
Procedures 
Blood  pressure 
Hemoglobin  and  hematocrit 
ABO/Rh  typing 
Rh(D)  and  other  antibody 
screen 
VDRL/RPR 

Hepatitis  B surface  antigen 
(HBsAg) 

Urinalysis  for  bacteriuria 
Gonorrhea  culture 

HIGH-RISK  GROUPS 

Hemoglobin  electrophore- 
sis (HR1) 

Rubella  antibodies  (HR2) 
Chlamydial  testing  (HR3) 
Counseling  and  testing  for 
HIV  (HR4) 


Remain  Alert  For: 
Signs  of  physical  abuse 


FOLLOW-UP  VISITS 

Schedule:  See  Footnote* 


SCREENING 


This  list  of  preventive  ser- 
vices is  not  exhaustive. 

It  reflects  only  those  topics 
reviewed  by  the  U S.  Pre- 
ventive Services  Task 
Force.  Clinicians  may  wish 
to  add  other  preventive  ser- 
vices on  a routine  basis, 
and  after  considering  the 
patient's  medical  history  and 
other  individual  circum- 
stances. Examples  of  target 
conditions  not  specifically 
examined  by  the  Task  Force 
include: 

Counseling  on  warning 
signs  and  symptoms 
Physical  findings  of  ab- 
dominal and  cervical 
examination 
Tay-Sachs  disease 
Childbirth  education 
Teratogenic  and  fetotoxic 
exposures 


COUNSELING 


1.  See  also  Tables  4-6  for 
other  preventive  services  for 
women. 

2.  Women  with  access  to 
counseling  and  follow-up  ser- 
vices, skilled  high-resolution 
ultrasound  and  amniocentesis 
capabilities,  and  reliable, 
standardized  laboratories. 


Blood  pressure 
Urinalysis  for  bacteriuria 

Screening  Tests  at  Specific 
Gestational  Ages 

14-16  Weeks: 

Maternal  serum  alpha-fetoprotein 
(MSAFP)2 

Ultrasound  cephalometry  (HRS) 

24-28  Weeks: 

50  g oral  glucose  tolerance  test 
Rh(D)  antibody  (HR9) 

Gonorrhea  culture  (HR  10) 
VDRL/RPR  (HR11) 

Hepatitis  B surface  antigen 
(HBsAg)  (HR12) 

Counseling  and  testing  for  HIV 
(HR13) 


Nutrition 
Safety  belts 

Discuss  meaning  of  upcom- 
ing tests 

HIGH-RISK  GROUPS 

Tobacco  use  (HRS) 
Alcohol  and  other  drug 
use  (HR7) 


Remain  Alert  For: 
Signs  of  physical  abuse 


36  Weeks: 

Ultrasound  exam  (HR14) 

’Because  of  lack  of  data  and  differing  patient  risk  profiles,  the  scheduling  of  visits  and  the  frequency 
of  the  individual  preventive  services  listed  in  this  table  are  left  to  clinical  discretion,  except  for 
those  indicated  at  specific  gestational  ages. 


Table  8.  Pregnant  Women 


HRl  Black  women 

HR2  Women  lacking  evidence  of  immunity  (proof 
of  vaccination  after  the  first  birthday  or  laboratory 
evidence  of  immunity  ) 

HR3  Women  who  attend  clinics  for  sexually  trans- 
mitted diseases,  attend  other  high-risk  health  care 
facilities  (e  g , adolescent  and  family  planning 
clinics),  or  have  other  risk  factors  for  chlamydial 
infection  (e  g . multiple  sexual  partners  or  a sex- 
ual partner  with  multiple  sexual  contacts) 

HR4  Women  seeking  treatment  for  sexually 
transmitted  diseases,  past  or  present  intrave- 
nous (IV)  drug  users,  women  with  a history  of 
prostitution  or  multiple  sexual  partners,  women 
whose  past  or  present  sexual  partners  were  HIV- 
infected,  bisexual,  or  IV  drug  users,  women  with 
long-term  residence  or  birth  in  an  area  with  high 
prevalence  of  HIV  infection  in  women,  or  women 
with  a history  of  transfusion  between  1970  and 
1985 

HRS  Women  aged  35  and  older 
HRS  Women  who  continue  to  smoke  during  preg- 
nancy 

HR7  Women  with  excessive  alcohol  consumption 
during  pregnancy 

HR8  Women  with  uncertain  menstrual  histones 
or  risk  factors  for  intrauterine  growth  retardation 
(e  g , hypertension,  renal  disease,  short  maternal 
stature,  low  prepregnancy  weight,  failure  to  gam 
weight  during  pregnancy,  smoking,  alcohol  and 
other  drug  abuse,  and  history  of  a previous  fetal 
death  or  growth-retarded  baby) 

HR9  Unsensitized  Rh-negalive  women 
HR10  Women  with  multiple  sexual  partners  Of  a 
sexual  partner  with  multiple  contacts,  or  sexual 
contacts  of  persons  with  culture-proven  gonor- 
rhea 

HR11  Women  who  engage  in  sex  with  multiple 
partners  m areas  in  which  syphilis  is  prevalent, 
or  contacts  of  persons  with  active  syphilis 
HR12  Women  who  engage  m high-risk  behavior 
(e  g . intravenous  drug  use)  or  m whom  exposure 
to  hepatitis  B during  pregnancy  is  suspected 
HRl  3 Women  at  high  risk  (see  HR4)  who  have 
a nonreactive  HIV  test  at  the  first  prenatal  visit 
HR14  Women  with  risk  factors  lor  intrauterine 
growth  retardation  (see  HRS) 
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EDITORIAL 


The  Prevention  of  Cancer 


This  issue  of  the  Journal  carries 
articles  describing  recent  ad- 
vances in  the  non-surgical  ther- 
apies for  cancer.  Radiotherapy 
and  chemotherapy  have  each 
achieved  notable  successes 
through  relentless  clinical  testing 
and  basic  research;  but  while  they 
represent  critical  interventions  in 
prolonging  life,  2,600  Rhode  Is- 
landers will  nevertheless  die  of 
cancer  this  year.  Indeed,  these  re- 
view articles  emphasize  repeat- 
edly that  permanent  cure,  as  an 
outcome  of  these  nonsurgical 
therapies,  is  encountered  in  only 
a fraction  of  cancer  cases. 

Cancer  prevention,  of  course, 
represents  the  goal  of  all  physi- 
cians concerned  with  the  social 
burden  of  malignant  disease.  But 
if  cancer  is  a random  happen- 
stance; if  cancer  strikes  without 
cause  or  pathophysiologic  rea- 
son, then  efforts  directed  toward 
prevention  become  an  irrele- 
vance and  a waste  of  time.  Pre- 
vention, as  a medical  principle, 
is  pointless  unless  we  know  what 
to  prevent. 

The  first  inroads  into  the  mys- 
teries of  cancer  etiology  began 
about  two  centuries  ago.  Through 
the  observations  of  certain  eight- 
eenth and  nineteenth  century  cli- 
nicians, operating  under  the 
premise  that  most  every  medical 
effect  had  a cause,  certain  risk 
factors  for  skin  cancer  became 
apparent.  In  1775,  a year  before 
the  Declaration  of  Independence, 
Percival  Pott  published  a medical 
text  with  the  inelegant  title,  “Chi- 
rurgical  Observations  Relative  to 
the  Cataract,  the  Polypus  of  the 
Nose,  the  Cancer  of  the  Scrotum, 
the  Different  Kinds  of  Ruptures, 
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and  the  Mortification  of  the  Toes 
and  Feet.”  About  800  words  of  this 
treatise  are  devoted  to  cancer  of 
the  scrotum.  Potts  notes,  “It  is  a 
disease  which  always  makes  its 
first  attack  on,  and  its  first  ap- 
pearance in  the  inferior  part  of  the 
scrotum;  where  it  produces  a su- 
perficial, painful,  ragged,  ill-look- 
ing sore,  with  hard  and  rising 
edges.  The  trade  call  it  the  soot- 
wart.  I never  saw  it  under  the  age 
of  puberty,  which  is,  1 suppose, 
one  reason  why  it  is  taken,  both 
by  patient  and  surgeon,  for  ve- 
nereal. . . .”  He  further  observes, 
“The  fate  of  these  people  (ie, 
chimney  sweeps)  seems  singu- 
larly hard;  in  their  early  infancy, 
they  are  most  frequently  treated 
with  great  brutality,  and  almost 
starved  with  cold  and  hunger;  they 
are  thrust  up  narrow,  and  some- 
times hot  chimneys,  where  they 
are  bruised,  burned,  and  almost 
suffocated;  and  when  they  get  to 
puberty,  become  peculiarly  liable 
to  a most  noisome,  painful  and 
fatal  disease.”  In  terms  of  cause, 
Pott  states,  “The  disease  in  these 
people,  seems  to  derive  its  origin 
from  a lodgment  of  soot  in  the 
rugae  of  the  scrotum.  . . .”  With 
the  subsequent  passage  of  child 
labor  laws  in  England,  encour- 
aged in  no  small  measure  by  the 
work  of  Pott,  scrotal  cancer  vir- 
tually disappeared. 

In  1866  a Scottish  physician, 
W.  Elmslie,  published  a notable 
paper  “On  the  Etiology  of  Epithe- 
lioma Among  the  Kashmiris.” 
While  working  in  a medical  mis- 
sionary dispensary  in  India,  Elms- 
lie identified  30  cases  of  “unmis- 
takable epithelioma”  amongst 
5,080  patients.  He  observed  that 


all  of  these  lesions  were  confined 
to  the  inner  thigh  or  abdominal 
surfaces  and  he  ascribed  this  re- 
strictive distribution  to  the  local 
custom  of  carrying  portable  bra- 
ziers (called  kangris),  containing 
burning  charcoal,  beneath  the 
clothing  to  ward  off  the  cold. 
Elmslie  states  that  the  heat  of  the 
kangri  acts  injuriously  on  the  skin 
thus  giving  rise  to  the  epithelio- 
mata.  He  then  inductively  spec- 
ulates whether  this  association 
with  heat  might  explain  cancer  of 
the  lip  in  English  pipe  smokers. 

About  two  decades  later  an- 
other English  physician,  J.  Hutch- 
inson, noted  an  association  be- 
tween arsenical  therapy  and 
subsequent  skin  cancer. 

The  notion  that  cancer  may  be 
prevented  by  first  identifying  its 
causes  has  now  resulted  in  many 
public  health  measures  aimed  at 
limiting  human  exposure  to  these 
causes.  Clinical  epidemiology  has 
yielded  innumerable  associa- 
tions: Thus,  for  example,  city 
people,  consumers  of  certain 
diets,  those  in  certain  occupa- 
tions and  those  with  certain 
preoccupations  are  shown  to  be 
more  likely  to  develop  cancer  than 
others. 

Has  cancer  always  been  a hu- 
man burden?  Virtually  all  medical 
texts  before  the  nineteenth  cen- 
tury avow  that  cancer  was  quite 
uncommon.  Admittedly,  the  in- 
struments and  procedures  which 
help  us  to  identify  cancer  were 
not  around  centuries  ago,  but  cer- 
tain externally  located  neo- 
plasms, skin  and  breast,  were 
well-known  to  the  medical  com- 
munity. 

Observers  have  therefore  pon- 
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dered  whether  cancer  may  per- 
haps be  a disease  of  civilization 
and  its  industrial  components; 
accordingly,  they  have  directed 
their  scrutiny  to  the  incidence  of 
cancer  in  contemporary  cultures 
“uncontaminated  by  the  ac- 
coutrements of  civilization.”  Vilh- 
jalmur  Stefansson,  the  eminent 
Arctic  explorer  and  ethnologist 
was  impressed  with  the  utter  rar- 
ity of  cancer  in  Eskimos.  F.  Hoff- 
man, studying  native  Bolivian 
populations  in  1923,  was  unable 
to  trace  a single  authentic  case  of 
malignant  disease.  Dr  Albert 
Schweitzer  wrote,  “On  my  arrival 
in  Gabon  (Africa),  in  1913,  I was 
astonished  to  encounter  no  cases 
of  cancer.  ...  1 can  not,  of  course 
say  positively  that  there  was  no 
cancer  at  all;  but,  like  other  fron- 
tier doctors,  1 can  only  say  that  if 
any  cases  existed  they  must  have 
been  quite  rare.” 

An  immense  array  of  geograph- 
ically-stratified cancer  data  has 
now  been  gathered  to  show  that 
there  are  notable  — and  consist- 
ent — variations  in  the  incidence 
rates  of  certain  cancers;  that  some 
regions  are  virtually  free  of  the 
disease  while  other  areas  have 
high  frequencies  which,  in  turn, 
are  closely  associated  with  cer- 
tain identified  risk  factors. 

While  the  principal  etiologic 
factors  preceding  some  forms  of 
cancer  are  now  established,  there 
remain  other  common  cancers, 
particularly  breast  and  colon  can- 
cer, where  no  exogenous  factors 
are  obvious.  It  is  likely  that  the 
field  of  clinical  epidemiology 
(which  has  shown  us  the  rela- 
tionships between  benzene  and 
leukemia,  cigarette  smoking  and 
lung  cancer,  industrial  exposures 
and  a host  of  skin,  bladder  and 
lung  cancers)  will  eventually  pro- 
vide us  with  abundant  etiologic 
insights  so  that  specific  preven- 
tive steps  may  then  be  adopted. 
The  thoughtful  words  of  Stefans- 
son are  worth  recalling  as  we  seek 


answers  from  the  accumulating 
cancer  registry  data;' 

1.  Learn  how  men  formerly 
lived  where  diligent  and  compe- 
tent search  for  generations  has  re- 
vealed little  or  no  cancer. 

2.  On  the  frontier,  pay  heed  to 
what  the  changes  were  that  took 
place  through  the  several  dec- 
ades which  preceded  the  first  de- 
tection of  cancer,  and  to  those 
changes  which  took  place  there- 
after during  the  rise  of  cancer  to- 
ward its  present  dread  frequency. 

3.  Likewise,  in  our  cities  and 
rural  communities,  observe  how 
those  groups  now  live  who  are 
least  afflicted  by  cancer,  and  how 
those  live  that  are  most  afflicted. 

Stanley  M.  Aronson,  MD 

'Stefansson,  V.  Cancer:  Disease  of  Civ- 
ilization? Hill  & Wang  Publishers,  New 
York,  1960. 


Cont.  from  page  443 

who  in  1775  described  scrotal 
cancer  in  chimney  sweeps  and 
suggested  that  this  cancer  was  due 
to  the  manner  of  employment  and 
hence  was  a preventible  lesion 
(see  editorial,  page  445).  His  other 
contributions  to  medicine  include 
a treatise  on  ruptures,  probably  the 
first  publication  describing 
congenital  hernias;  a description  of 
tuberculous  kyphosis  (Pott’s 
disease);  and  the  nature  of  certain 
bone  fractures  (Pott’s  fracture). 
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On  Call 

Elissa  Spinner,  MD 

Sifting  through  the  confusion  of 
sounds. 

Unweaving  knotted  scenes. 
Where  am  I? 

Am  I surfacing  in  the 
Emergency  Room 
Watching  your  yellow  and  red 
pen 

Bobbing  along  the  page? 
Scrawling  through  orders:  Date, 
Time,  Place. 

Let’s  give  fluids:  By  mouth?  By 
vein? 

Apply  to  skin? 

No,  not  here  because  I’m 
Breathing  through  my  mouth 
Head  flat  back  — 

Must  be  floating 
Past  the  wide  wide  page, 
operators 

Talking  all  night  to  strangers 
Solid,  ballast,  allowing 
connections 
Hello?  Hello? 

It’s  time  now.  Now. 

Delivery,  time  to  bring  Forth 
Delivery. 

Snap,  nod  and  shudder. 

Now  this  is  it 

Awake,  O.K.?  No  more  drifting  — 
With  shoes  on  I can  stay  fixed 
to  the  floor 
and  run. 

Earthbound,  I sort  and  shift  in 
forward  only. 

Run,  it’s  a baby. 

Now  run. 


* * * 


This  poem  is  printed  in  loving  memory 
of  its  author  who  was  tragically  killed  in 
April,  1990.  Dr  Elissa  Spinner  was  a 
Brown  University  graduate,  class  of  1983, 
worked  as  a clinical  clerk  in  many  of  the 
Providence  community  hospitals,  and 
had  received  her  MD  from  the  University 
of  Vermont.  At  the  time  of  her  death  she 
was  a resident  physician  in  pediatrics  at 
Strong  Memorial  Hospital,  Rochester,  NY. 
She  was  a gifted  poet,  artist  and  physi- 
cian. 
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Montague  Dawson,  RSMA 

Montague  Dawson  (born  in  Chiswick,  England, 
in  1895  and  died  May  21, 1973)  was  the  son  of 
a marine  engineer  and  the  grandson  of  a 
renowned  landscape  painter.  He  brought  the 
interests  and  talents  of  both  together  in  his 
own  career.  His  meticulously  researched, 
detailed,  and  accurate  depictions  of  ships  and 
his  lively  rendering  of  sea  and  sky  have  gained 
entry  for  his  paintings  into  some  of  the  most 
prestigious  collections  in  the  world. 

The  Newport  Gallery  Ltd.  has  ten  (10) 
original  paintings  by  Montague  Dawson,  as 
well  as  several  pencil-signed  limited  edition 
prints.  Our  prices  are  well  below  what  Dawson 
is  fetching  on  the  auction  market,  where 
prices  for  his  paintings  have  been  advancing 
around  4%  per  year. 


The  Newport  Gallery  Ltd. 

The  Newport  Gallery  Ltd.  was  established 
in  1983.  We  specialize  in  fine  marine  paintings 
of  the  19th  and  20th  centuries.  Besides  works 
by  Montague  Dawson,  we  carry  works  by 
James  E.  Buttersworth,  William  Bradford, 
Antonio  Jacobsen,  and  many  more,  as  well  as 
works  by  contemporary  marine  artists  who 
carry  on  the  high  standards  of  the  “Old 
Masters"  in  the  field. 

The  Newport  Gallery  Ltd.  also  carries  works 
by  other  than  marine  painters,  including  works 
by  Robert  Henry  Logan  (1874-1942),  an 
American  Impressionist. 

If  you  want  to  start  a collection,  add  to  your  pre- 
sent collection,  or  need  advice  about  marine  art, 
either  for  your  home  or  your  office,  come  visit 
or  call  us;  we're  open  every  day  but  Tuesday. 


Newport 

GALLERY 

LIMITED 


#4  in  the  Perry  Mill  Market 
337  Thames  Street 
Newport,  RI  02840 
(401)  849-8218 
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There’s  more  to 
Portable  X-Ray  tovice 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  Hour  Service 

• Holter-Monitoring’  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.i.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 


! 
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'~THE  HEmr 
CENTERS 

1076  North  Main  Street,  Providence,  Rhode  Island  02904 

401-273-2552 

A NEW  OUTPATIENT  CENTER 
FOR  CARDIAC  TESTING 

Convenient  Scheduling  Professional  Staff 

Prompt  Reports  New  Facility  and  Equipment 


Nuclear  Cardiology 

Thallium  imaging,  MUGA 
scanning  and  exercise 
testing  using  tomographic 
reconstruction  (SPECT) 

Holter  Monitoring 

Three  channel  recording 
for  simultaneous  rhythm. 


Echocardiography 

Two-dimensional  and  colorflow 
Doppler  cardiac  ultrasound 

Exercise  Testing 

Stress  testing  performed 
under  the  supervision  of 
one  of  our  board  certified 
cardiologists 
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“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 


Am  Fam  Phys  1987:36:133-140 


Brfel  Sammary. 

Consult  the  package  literature  tor  prescribing  Informatiofl. 
Indication;  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemoptiilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci}. 

Contraindication;  Known  allergy  to  cephalosporins. 
Warnings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics,  it  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Oisconbnue  Cecior  hi  the  evem  of  allergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cei^alosporins. 

• Cecior  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  ate  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made, 

• Broad-spectnim  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particular^  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactabon,  and  infants  less  than  one  month 
old.  Cecior  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Pulvules 


250  mg 


cefaclor 


Established  therapy 
for  today’s  patients 


For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Adverse  Reactions:  (percentage  of  patients} 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  2(X)  patients.  Cases 
of  seniffl-sickttess-like  reactions  have  been  reported 
with  the  use  of  Cecior.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-llke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Cecior.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea);  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
contusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Atoormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  In  hepatic  enzymes. 

•Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bie«)ing  in  patients  receiving  Cecior 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitesr'  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  {(»1490Lmi 

Additional  Information  available  to  the  profession 
on  request  from  Eli  Lilly  and  Company,  Indianapolis, 
Indiana  48285. 

Ell  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  (M630 
A Subsidiary  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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Recent  Developments  in  Medical  Oncology 


William  M.  Sikov,  MD 
Robert  D.  Siegel,  MD 

Postoperative  adjuvant 
chemotherapy  in  both  co- 
lon cancer  and  node-neg- 
ative breast  cancer  are 
prime  examples  of  newly 
accepted  elements  in  the 
overall  treatment  plan  of 
patients  with  these  dis- 
eases. 


The  recent  development  of  new 
drugs  and  treatment  strategies  in 
the  therapy  of  many  common 
cancers  has  created  an  expand- 
ing role  for  the  medical  oncolo- 
gist. Postoperative  adjuvant 
chemotherapy  in  both  colon  can- 
cer and  node-negative  breast  can- 
cer are  prime  examples  of  newly 
accepted  elements  in  the  overall 
treatment  plan  of  patients  with 
these  diseases.  In  prostate  can- 
cer, the  release  of  several  new 
hormonal  agents  has  provided  a 
wide  range  of  alternatives  in  the 
treatment  of  advanced  disease. 
This  review  will  focus  on  these 
new  developments  and  their  im- 
pact. Despite  these  advances, 
there  remain  unanswered  ques- 


William  M.  Sikov,  MD,  is  with  the 
Department  of  Medicine,  Division 
of  Hematology  and  Oncology,  The 
Miriam  Hospital  and  Assistant 
Professor  of  Medicine  at  Brown 
University,  Providence,  Rhode  Is- 
land. 

I Robert  D.  Siegel,  MD,  is  with  the 
Hartford  Hospital  Cancer  Center, 

I Hartford,  Connecticut. 
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tions.  Many  of  these  questions  are 
being  addressed  by  clinical  stud- 
ies available  locally.  Participation 
of  all  appropriate  patients  in  these 
studies  should  be  encouraged. 

Treatment  of  Node-Negative 
Breast  Cancer 

Perhaps  the  most  significant  con- 
troversy to  develop  during  the  past 
one  to  two  years  in  medical  on- 
cology has  been  the  conflict  over 
the  appropriate  post-operative 
treatment  of  patients  with  breast 
cancer  and  negative  axillary 
lymph  nodes.  The  use  of  post-op- 
erative adjuvant  systemic  therapy 
is  based  on  the  premise  that  dis- 
tant micrometastatic  disease  may 
already  exist  at  the  time  of  diag- 
nosis which  would  be  unaffected 
by  any  therapies,  such  as  surgery 
or  radiation  therapy,  directed 
solely  at  the  breast  and  axilla. 
Clearly,  the  risk  of  occult  metas- 
tases  is  higher  in  those  patients 
whose  axillary  lymph  nodes  are 
involved  by  tumor  than  in  those 
whose  axillary  nodes  are  nega- 
tive. 

Several  randomized  studies 
have  demonstrated  the  efficacy  of 
systemic  adjuvant  therapy  in 
node-positive  patients,  and  the 
use  of  post-operative  treatment  in 


this  patient  group  has  become 
routine.  A National  Cancer  Insti- 
tute (NCI)  Consensus  Conference 
held  in  1985  endorsed  the  use  of 
systemic  chemotherapy  for  all  pre- 
menopausal patients  with  posi- 
tive lymph  nodes,  and  tamoxifen 
therapy  for  post-menopausal 
women  whose  tumors  were  node- 
positive and  hormone  receptor 
positive.'  However,  approxi- 
mately 70%  of  patients  with  node- 
negative breast  cancer  will  be 
alive  10  years  after  surgery  with- 
out relapse.  At  the  time  of  the  1985 
Consensus  Conference,  there  was 


ABBREVIATIONS  USED: 

CMFP:  cyclophosphamide, 

methotrexate,  5-fluorouracil, 
prednisone 

DES:  diethyistilbesterol 
DNA:  deoxyribonucleic  acid 
5-FU:  5-fIuorouracil 
LHRH:  luteinizing  hormone  re- 
leasing hormone 
MOF:  methyl-CCNU,  oncovin,  5- 
FU 

NCCTG:  North  Central  Cancer 
Treatment  Group 
NCI:  National  Cancer  Institute 
NSABP:  National  Surgical  Ad- 
juvant Breast  and  Bowel 
Project 
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felt  to  be  insufficient  evidence  to 
warrant  recommending  the  rou- 
tine use,  outside  of  a clinical  trial, 
of  any  adjuvant  modality  in  this 
patient  group,  most  of  whom  are 
cured  by  their  primary  treatment 
(ie,  breast  surgery  with  or  without 
radiation). 

The  recent  publication  of  sev- 
eral studies  evaluating  the  effi- 
cacy of  adjuvant  treatment  of 
node-negative  breast  cancer  has 
prompted  a reevaluation  of  the 
conclusions  of  the  1985  Consen- 
sus Conference  and  has  been  a 
source  of  considerable  disagree- 
ment within  the  medical  oncol- 
ogy community.  The  three  most 
quoted  studies  include  two  from 
the  National  Surgical  Adjuvant 
Breast  and  Bowel  Project  (NSABP 
B-13  and  B-14)  and  one  Inter- 
group study.  All  three  studies  in- 
cluded a no  treatment  control 
arm. 

NSABP  B-13  evaluated  679  pa- 
tients with  node-negative  breast 
cancers  whose  tumors  were  also 
negative  for  estrogen  receptors. ^ 
The  patients  were  randomized  to 
receive  either  no  therapy  or 
chemotherapy  with  methotrexate 
and  5-FU.  At  four  years,  80%  of 
the  treated  patients  remained  free 
of  disease  compared  with  71%  of 
the  control  group,  a statistically 
significant  difference.  NSABP  B- 
14  randomized  2,644  patients  with 
estrogen  receptor  positive,  node- 
negative tumors  between  adju- 
vant tamoxifen  and  no  therapy.^ 
Again,  there  was  a statistically 
significant  decrement  in  the  re- 
lapse rate  in  the  treatment  arm 
with  82%  of  tamoxifen  treated  pa- 
tients remaining  disease-free  at 
four  years  compared  with  77%  of 
those  untreated.  Finally,  the  In- 
tergroup study  included  536  node- 
negative patients  with  either  es- 
trogen receptor  negative  tumors 
or  estrogen  receptor  positive  tu- 
mors measuring  >3  cm.'*  Patients 
were  randomized  to  treatment 
with  cyclophosphamide,  metho- 


trexate, 5-fluorouracil  and  pred- 
nisone (CMFP)  or  observation 
alone.  Eighty-one  percent  of  the 
CMFP  treated  group  remained  re- 
lapse-free at  5 years  compared  to 
58%  of  the  observation  group,  the 
largest  differential  of  the  three 
studies.  Despite  the  improve- 
ments in  disease-free  survival 
seen  in  all  three  studies,  none  has 
yet  demonstrated  an  overall  sur- 
vival advantage  for  the  various 
treatments.  Proponents  of  these 
studies  feel  that  with  continued 
follow-up,  a survival  advantage 
will  eventually  develop  as  pa- 
tients currently  relapsing  ulti- 
mately succumb  to  their  disease. 

These  studies  are,  however,  not 
without  their  detractors.  First,  the 
publicity  associated  with  the  re- 
lease of  these  data  has  perhaps 
unintentionally  created  an  atmos- 
phere in  which  both  physicians 
of  and  patients  with  node-nega- 
tive breast  cancer  feel  that  some 
form  of  treatment  is  an  impera- 
tive. In  fact,  many  women  will 
have  clinically  occult  tumors 
demonstrated  mammographi- 
cally  which  are  too  small  for 
standard  quantitative  assays  for 
estrogen  receptors.  Such  patients 
were  not  included  in  the  above 
named  studies  and  therefore  the 
results  are  not  necessarily  appli- 
cable to  them.  Second,  patients 
with  node-negative  breast  carci- 
noma have  a relatively  favorable 
prognosis  even  without  adjuvant 
therapy.  Some  have  questioned 
whether  exposing  all  such  pa- 
tients to  the  toxicity  of  chemo- 
therapy (albeit  mild)  or  the  as  yet 
undefined  consequences  of  long- 
term tamoxifen  use,  in  addition 
to  the  expense  of  treating  all 
women  with  node-negative  tu- 
mors, is  worth  the  small  improve- 
ments in  disease-free  survival 
noted  in  some  studies.  The  con- 
tinuing development  of  tumor 
DNA  flow  cytometry  and  analysis 
of  protooncogenes  may  help  to 
select  those  node-negative  pa- 


tients at  highest  risk  of  relapse 
and  thereby  target  adjuvant  ther- 
apies to  this  group  alone.^  Those 
felt  to  be  at  highest  risk  may  even 
be  candidates  for  more  intensive 
adjuvant  therapy.  Finally,  many 
feel  that  dissemination  of  the  re- 
sults of  these  studies  was  pre- 
mature and  the  improvements  in 
disease-free  survival  may  not 
translate  into  improvements  in 
overall  survival  if  these  treat- 
ments merely  delay  but  do  not 
prevent  relapse. 

Despite  these  raging  debates, 
there  are  several  points  on  which 
most  researchers  agree.  There  are 
a variety  of  national  studies  ac- 
tively investigating  both  the  opti- 
mal adjuvant  therapy  of  and  prog- 
nostic factors  in  node-negative 
breast  carcinoma.  These  proto- 
cols are  available  at  several  Rhode 
Island  hospitals.  Whenever  pos- 
sible, participation  of  appropriate 
patients  in  these  studies  remains 
a high  priority.  Virtually  all  inves- 
tigators also  caution  against 
generalizing  the  results  of  re- 
cently published  studies  to 
women  with  small,  clinically  oc- 
cult, mammographically  docu- 
mented breast  cancers.  There  are 
studies  addressing  the  appropri- 
ateness of  adjuvant  therapy  in  this 
group  of  patients,  and  these 
women  should  probably  not  be 
routinely  treated  outside  the  set- 
ting of  a protocol. 

There  remains  some  debate  as 
to  the  appropriateness  of  adju- 
vant therapy  in  node-negative 
breast  cancer.  Many  oncologists 
seem  to  share  the  notion  that  “the 
burden  of  proof  is  now  on  the 
physician  and  patient  as  to  why 
an  individual  patient  should  not 
receive  some  form  of  adjuvant 
therapy.”®  However,  there  is  not 
universal  acceptance  of  this  con- 
cept and  only  continued  support 
of  ongoing  clinical  research  proj- 
ects will  help  end  the  contro- 
versy. 
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Adjuvant  Therapy  for  Colon 
Cancer 

Developments  in  the  past  year 
have  revived  hopes  for  improving 
the  prognosis  for  patients  with  lo- 
cally advanced  adenocarcinoma 
of  the  colon.  Of  the  approxi- 
mately 150,000  new  cases  diag- 
nosed annually  in  the  United 
States,  most  are  discovered  at  a 
stage  of  disease  where  surgical 
resection  with  curative  intent  is 
possible.  Unfortunately,  disease 
recurrence  due  to  micrometas- 
tases  outside  the  surgical  field 
limits  5-year  survival  to  60-70%  in 
patients  whose  disease  extends 
to  or  through  the  bowel  serosa 
(Dukes’  Stage  B)  and  30-40%  in 
patients  with  local  lymph  node 
involvement  (Dukes’  C). 

Adjuvant  therapy  to  reduce  the 
failure  rate  has  been  studied  for 
over  30  years.  Its  development  has 
been  handicapped  by  the  ab- 
sence of  effective  chemothera- 
peutic agents  against  colon  can- 
cer. The  most  effective  single 
agent  in  advanced  disease  is  5- 
fluorouracil  (5-FU),  with  a partial 
response  rate  of  15-20%.  Alone, 
and  in  combination  with  other 
marginally  active  agents,  5-FU  has 
been  tested  extensively  to  deter- 
mine if  its  use  in  the  adjuvant  set- 
ting can  improve  the  surgical  cure 
rate.  In  several  studies,  no  treat- 
ment benefit  has  been  demon- 
strated for  5-FU  alone. A single 
large  study  from  the  National  Sur- 
gical Adjuvant  Breast  and  Bowel 
Project  (NSABP)  did  demonstrate 
significant  improvements  in  dis- 
ease-free survival  and  overall  sur- 
vival for  stage  B and  C patients 
receiving  postoperative  semus- 
tine,  vincristine,  and  5-FU  (MOF) 
chemotherapy  compared  to  un- 
treated controls.^  However,  sev- 
eral other  trials  have  failed  to  con- 
• firm  the  efficacy  of  semustine  and 
] 5-FU  chemotherapy  in  the  adju- 
I vant  setting.'^'® 

1 The  mechanism  of  5-FU  activity 

j is  believed  to  be  inhibition  of  DNA 

! 

i 
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synthesis  by  competitive  binding 
of  the  active  form  of  the  drug,  5- 
FdUMP,  to  thymidylate  synthetase 
(TS),  and  its  efficacy  is  limited  by 
dissociation  of  the  5-FdUMP:  TS 
complex.  The  presence  of  re- 
duced folates,  such  as  folinic 
acid,  also  known  as  leucovorin  or 
citrovorum  factor,  stabilizes  the 
complex,  enhancing  5-FU  cyto- 
toxicity. In  advanced  colon  can- 
cer, administration  of  folinic  acid 
increases  the  response  rate  of  5- 
FU  to  20-50%,  though  whether  this 
prolongs  overall  survival  is  con- 
troversial.® Hematologic  and  es- 
pecially gastrointestinal  toxicity 
are  increased  in  patients  receiv- 
ing the  5-FU/folinic  acid  combi- 
nation with  a disturbing  inci- 
dence of  profuse  diarrhea  in 
elderly  patients.  Controlled  stud- 
ies of  this  combination  as  adju- 
vant therapy  are  underway,  but  for 
the  major  US  study,  a joint  project 
of  several  cooperative  groups,  ac- 
crual to  the  no  treatment  arm  was 
prematurely  terminated  after  pub- 
lication of  a recent  study  on  the 
role  of  5-FU  and  levamisole  as  ad- 
juvant agents. 

Levamisole  is  an  antihel- 
minthic agent  widely  used  in  hu- 
mans and  domesticated  animals 
in  the  Third  World.  In  the  1970s, 
it  was  found  to  have  immuno- 
stimulatory  properties,  including 
T-cell  activation  and  enhance- 
ment of  macrophage  function. 
While  in  vitro  levamisole  alone  or 
in  combination  with  5-FU  inhibits 
the  growth  of  colon  cancer  lines 
only  at  concentrations  well  above 
those  achievable  in  humans,  a 
non-randomized  trial  of  levami- 
sole in  colon  cancer  following  tu- 
mor resection  suggested  a pos- 
sible improvement  in  survival, 
presumably  related  to  immuno- 
logic activation.  Thus,  the  North 
Central  Cancer  Treatment  Group 
(NCCTG)  and  the  Mayo  Clinic  in- 
itiated a randomized  study  of  lev- 
amisole in  an  adjuvant  role.'°  Four 
hundred  and  one  patients  with 


poor  prognosis  stage  B (tumor  in- 
vading into  or  through  the  serosa, 
with  or  without  involvement  of 
pericolic  or  perirectal  fat,  or  in- 
vading adjacent  organs  by  direct 
extension)  or  stage  C cancer  of 
the  colon  or  rectum  were  as- 
signed to  receive  no  postopera- 
tive therapy,  levamisole  alone,  or 
levamisole  plus  5-FU.  With  a min- 
imum follow-up  of  over  4 years, 
both  the  levamisole  alone  arm 
and  the  levamisole  plus  5-FU  arm 
exhibit  reductions  in  the  rate  of 
recurrence  of  approximately  30%. 
This  results  in  a 5-year  recur- 
rence-free rate  of  58%  for  treated 
patients  versus  48%  for  untreated 
controls,  a significant  improve- 
ment, though,  for  the  group  as  a 
whole,  treatment  has  not  signifi- 
cantly affected  overall  survival. 

Levamisole  is  an  antihel- 
minthic agent  widely  used 
...  in  the  Third  World.  In 
the  1970s  it  was  found  to 
have  immunostimulatory 
properties  including  T-cell 
activation  . . . 


When  the  patients  are  divided 
by  stage,  the  stage  C patients  who 
had  been  treated  with  5-FU  and 
levamisole  postoperatively  exhib- 
ited significant  improvement  in 
both  freedom  from  recurrence 
and  overall  survival  compared  to 
controls.  For  stage  B patients,  dif- 
ferences did  not  achieve  statisti- 
cal significance,  which  may  be 
due  to  the  relatively  low  risk  of 
recurrence  for  untreated  patients 
in  this  group.  Toxicity  with  lev- 
amisole alone  was  minimal,  while 
patients  receiving  levamisole  plus 
5-FU  had  moderate  hematologic 
and  gastrointestinal  toxicity  with 
no  treatment-related  deaths. 

These  results  were  confirmed 
by  a subsequent,  much  larger,  in- 
tergroup study.'^  For  318  Stage  B 
patients  assigned  to  receive  either 
no  postoperative  therapy  or  lev- 
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amisole  plus  5-FU,  while  there 
have  been  fewer  recurrences  at  3 
years  in  the  treated  group,  there 
is  as  yet  no  significant  difference 
in  disease  free  survival  or  overall 
survival.  For  929  Stage  C patients, 
63%  of  patients  treated  with  lev- 
amisole  plus  5-FU  were  free  of 
disease  at  3‘/2  years  compared  to 
47%  of  patients  receiving  no  post- 
operative therapy,  a 33%  reduc- 
tion in  the  death  rate.  Therapy 
with  levamisole  alone  produced 
no  detectable  improvement  in 
disease-free  survival  or  overall 
survival.  Toxicity  of  levamisole 
plus  5-FU  therapy  was  similar  to 
what  might  have  been  anticipated 
with  5-FU  alone,  including  nau- 
sea, vomiting,  diarrhea,  stomati- 
tis, dermatitis,  and  leukopenia,  all 
of  which  were  rarely  severe.  There 
was  only  one  treatment-related 
death,  this  due  to  profound  leu- 
kopenia and  sepsis. 

. . . stage  C patients  ( with 
colon  cancer)  who  have 
been  treated  with  5-FU  and 
levamisole  postoperatively 
exhibited  significant  im- 
provement in  both  freedom 
from  recurrence  and  over- 
all  survival , . . 

A smaller  British  study  dem- 
onstrated improved  freedom  from 
recurrence  for  patients  treated 
with  levamisole  plus  5-FU  com- 
pared to  patients  receiving  no  ad- 
juvant therapy  or  5-FU  alone. A 
European  study  failed  to  show  re- 
currence or  survival  benefits  from 
levamisole  alone  compared  to  a 
placebo  control  group. With 
these  as  background,  two  large 
studies  comparing  5-FU/folinic 
acid,  5-FU/levamisole,  and  5-FU/ 
levamisole/folinic  acid  as  adju- 
vant therapy  in  stage  B and  C pa- 
tients have  been  organized,  one 
sponsored  by  the  NSABP  and  the 
other  a joint  study  involving  sev- 
eral cooperative  groups. 

Though  reasonably  well  toler- 
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ated,  the  adjuvant  therapies  listed 
above  involve  considerable  ex- 
pense and  inconvenience  com- 
pared to  observation  alone,  lead- 
ing some  to  question  the  cost; 
benefit  ratio  of  such  therapy.  Fur- 
thermore, initial  positive  studies 
of  levamisole  as  adjuvant  therapy 
in  breast  cancer,  non-small  cell 
lung  cancer,  and  melanoma  could 
not  be  confirmed  in  subsequent 
studies.  Only  further  study  can 
determine  the  true  role  of  new  ad- 
juvant therapies  for  colon  cancer, 
including  the  optimal  dose  and 
timing  of  the  agents  used.  Thus, 
while  levamisole  is  available  for 
use  outside  a clinical  trial,  eligi- 
ble patients  should  be  strongly 
encouraged  to  enroll  in  studies 
which  are  available  at  several 
hospitals  in  Rhode  Island.  Over 
the  next  several  years,  these  stud- 
ies should  reveal  whether  prog- 
ress is  being  made  towards  con- 
trolling this  common  malignancy. 

New  Therapies  for  Prostate 
Cancer 

Almost  50  years  ago,  Huggins  and 
Hodges  demonstrated  that  pros- 
tate cancer  manifests  marked  an- 
drogen dependence  for  growth.''^ 
Since  that  time,  hormonal  manip- 
ulation aimed  at  androgen  dep- 
rivation has  been  the  mainstay  of 
therapy  for  patients  with  ad- 
vanced disease.  There  are  cur- 
rently several  new  products  avail- 
able for  use  in  advanced  prostatic 
cancer.  Many  of  these  products 
have  novel  mechanisms  of  action 
and  may  provide  equivalent  or 
slightly  better  results  than  older 
therapies  with  less  toxicity. 

The  testis  is  the  source  of  95% 
of  circulating  androgens  while  the 
adrenal  glands  supply  the  re- 
mainder. In  the  past,  androgen 
lowering  therapies  have  been 
aimed  predominantly  at  the  tes- 
tis. Orchiectomy  remains  the  sim- 
plest and  probably  most  cost-ef- 
fective method  to  permanently 
decrease  serum  testosterone  lev- 


els. It  almost  routinely  results  in 
impotence.  Estrogen  therapy  usu- 
ally in  the  form  of  diethylstilbes- 
terol  (DES)  has  been  a reasona- 
ble alternative  to  orchiectomy  for 
those  patients  unwilling  to 
undergo  surgery.  DES  acts  by  in- 
terfering with  the  normal  hypo- 
thalamic-pituitary-testicular  axis 
and  results  indirectly  in  the  low- 
ering of  serum  testosterone  to 
castrate  levels.  Estrogen  admin- 
istration, however,  has  been 
linked  to  increased  thromboem- 
bolic phenomena  and  cardiovas- 
cular events  which  limits  its  use- 
fulness in  elderly  men  with 
comorbid  medical  conditions. 

. . . hormonal  manipulation 
aimed  at  androgen  depri- 
vation has  been  the  main- 
stay of  therapy  for  patients 
with  advanced  prostatic 
cancer. 

Two  classes  of  drugs,  leutein- 
izing  hormone  releasing  hor- 
mone (LHRH)  analogues  and  an- 
tiandrogens, have  been  approved 
in  the  past  5 years  for  use  in  pa- 
tients with  advanced  prostate 
cancer.  The  LHRH  analogues, 
such  as  leuprolide,  when  admin- 
istered subcutaneously  on  a daily 
basis,  provide  a supraphysiologic 
stimulus  to  the  pituitary  which  ul- 
timately suppresses  the  secretion 
of  gonadotropins.  In  effect,  this 
results  in  a medical  hypophysec- 
tomy  decreasing  serum  testoster- 
one to  castrate  levels  due  to  the 
lack  of  circulating  gonadotro- 
pins. LHRH  analogues  can  in- 
duce a brief  surge  in  gonadotro- 
pin (and  therefore  testosterone) 
secretion  initially,  sometimes 
clinically  manifested  as  a “flare” 
of  symptoms  during  the  first  1-2 
weeks  of  therapy. 

Leuprolide  has  been  compared 
to  DES  in  a multi-institutional  ran- 
domized study  of  patients  with 
metastatic  prostate  carcinoma.'^ 
The  drugs  produced  equivalent 
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survival  and  response  data.  How- 
ever, the  DES  patients  experi- 
enced significantly  more  painful 
gynecomastia,  nausea  and  vom- 
iting, edema,  and  thromboem- 
bolic events  than  did  those  taking 
leuprolide.  The  leuprolide  group 
did  experience  “hot  flashes”  more 
frequently.  LHRH  analogues 
therefore  appear  to  be  therapeu- 
tically equivalent  to  DES  with  less 
toxicity,  albeit  more  expensive. 
The  recent  release  of  depot  forms 
of  LHRH  analogues  that  allow 
monthly  rather  than  daily  injec- 
tions may  make  this  alternative 
even  more  attractive. 

Antiandrogens  represent  an- 
other addition  to  the  armamen- 
tarium for  the  treatment  of  pros- 
tate cancer.  This  class  of  agents 
is  exemplified  by  flutamide,  a drug 
recently  released  for  use  in  pros- 
tate cancer.  Flutamide  is  an  oral 
nonsteroidal  agent  which  acts  by 
inhibiting  the  binding  of  andro- 
gens to  their  cytoplasmic  recep- 
tor. Unlike  other  agents,  fluta- 
mide does  not  decrease  the  pro- 
duction of  androgens,  and  serum 
testosterone  is  frequently  normal 
during  treatment.  A postulated 
advantage  of  this  class  of  agents 
is  that  they  inhibit  the  effect  of 
androgens  regardless  of  whether 
they  originate  from  the  testis  or 
adrenal  gland. 

A recent  study  evaluated 
whether  treatment  with  both  leu- 
prolide and  flutamide  conferred 
any  advantage  over  treatment  with 
leuprolide  alone.'®  The  hypothet- 
ical basis  of  the  combination  was 
; to  provide  total  androgen  block- 
ade by  both  reducing  gonadal  an- 
drogens (leuprolide)  and  inhib- 
iting the  effects  of  adrenal 
androgens  at  the  cellular  level 
(flutamide).  The  combination 
I provided  a small  but  statistically 
: significant  improvement  in  both 

' median  time  to  progression  of 
[ disease  (16.5  vs  13.9  months)  and 
death  (35.6  vs  28.3  months).  In 
addition,  the  concurrent  use  of 
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flutamide  seemed  to  minimize  the 
leuprolide-induced  “flare.”  The 
only  additional  toxicity  of  fluta- 
mide was  mild  diarrhea.  A ques- 
tion unanswered  by  this  study  is 
whether  leuprolide  is  necessary 
at  all  in  patients  receiving  fluta- 
mide. In  small  uncontrolled  stud- 
ies, flutamide  alone  has  demon- 
strated a level  of  efficacy  similar 
to  other  established  hormonal 
manipulations,  but  with  a lower 
incidence  of  impotence."'  This 
should  be  further  evaluated  in 
larger  randomized  trials. 

Despite  the  development  of 
new  treatments,  advanced  pros- 
tate cancer  remains  an  incurable 
disease.  Bilateral  orchiectomy  re- 
mains the  treatment  of  choice 
when  complications  of  the  dis- 
ease (spinal  cord  compression, 
bilateral  ureteral  obstruction)  re- 
quire prompt  treatment.  How- 
ever, in  less  emergent  situations, 
newer  (and  more  expensive) 
therapies  can  provide  a level  of 
palliation  similar  to  or  perhaps 
slightly  better  than  older  thera- 
pies without  the  psychological 
and  minimal  surgical  morbidity 
of  orchiectomy  or  the  toxicity  of 
DES.  Although  newer  therapies 
are  effective  treatment  alterna- 
tives, none  are  yet  able  to  provide 
a level  of  disease  control  sub- 
stantially better  than  older  inter- 
ventions. 
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Professional  Dependable  Home  Care  Management 
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PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
fields.  Each  member  of  the  Elder  Care  team  is  fully  trained  and  fully  committed  to  providing  quality 
care.  As  a result,  clients  are  assured  of  reliable,  responsive  performance  24  hours  a day,  seven  days 
a week.  Every  aspect  of  each  client's  care  is  supervised  by  a director  of  nursing  and  a professional 
social  worker,  to  provide  appropriate  attention  and  action  on  every  level,  and  to  prevent  problems 
from  becoming  crises. 

A PROVEN  TRACK  RECORD.  Since  1985,  our  unique  program  has  provided  professional  compre- 
hensive care  management  to  hundreds  of  clients  throughout  Rhode  Island.  This  agency  began 
doing  care  management  and  progressed  to  a full  continuum  of  direct  services.  Working  in  con- 
junction with  medical  professionals,  legal  guardians  and  concerned  family  members.  Elder  Care 
Resources  provides  continual  assessment  and  indepth  reporting.  Our  enviable  reputation  for 
dependable,  conscientious  service  has  been  earned  the  hard  way:  client,  after  client,  after  client. 

Provide  your  older  patients  and  their  families  with  a compassionate  alternative.  Introduce  them  to 
Elder  Care  Resources.  For  more  information,  call  Terry  Peck  today  at  751-0360.  To  maintain  the 
quality  of  life  for  older  patients,  there's  no  place  like  home. 

Elder  Care  Resources,  inc. 

One  Richmond  Square 
Providence,  Rl  02906 
401-751-0360 


Rhode  Island  Patients  Undergoing  Outpatient 
Chemotherapy 


Vincent  Mor,  PhD 
Susan  Masterson-Allen,  MA 


This  paper  . . . will  provide 
readers  with  an  impression 
of  the  difficulties  with  which 
patients  undergoing  out- 
patient treatment,  and  their 
families,  must  cope. 


Cancer  patients  are  a vulnerable 
population.  Their  vulnerability  is 
heightened  by  their  treatment  ex- 
perience, particularly  if  treatment 
is  administered  on  an  outpatient 
basis.  Although  recovery  from  the 
psychological  trauma  of  treat- 
ment may  be  expedited  by  the  fa- 
miliarity and  comfort  of  one’s 
family  and  home  surroundings, 
physiological  side  effects  may  in- 
terfere with  the  performance  of 
routine  activities.''^  Inability  to 
perform  these  activities  can  result 
in  noncompliance  with  treatment 
regimens,  and  ultimately,  may 
compromise  health  status.^ 


Vincent  Mor,  PhD,  is  Director  of 
the  Center  for  Gerontology  and 
Health  Care  Research  at  Brown 
University,  Providence,  Rhode  Is- 
land. 
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Senior  Project  Coordinator  for  the 
Center  for  Gerontology  and  Health 
Care  Research  at  Brown  Univer- 
sity, Providence,  Rhode  Island. 


The  research  is  supported  in  part 
by  National  Cancer  Institute 
grants  #41020  and  #46331. 


While  many  patients  have  in- 
formal support  systems  that  are 
both  willing  and  able  to  meet 
needs  arising  from  the  disease 
and  its  treatment,  help  is  not  al- 
ways readily  available.  Similarly, 
the  fragility  of  some  informal  sup- 
port systems  limits  their  ability  to 
provide  a level  of  care  that  is  ad- 
equate to  meeting  a complex  of 
patient  needs.'*'^ 

In  recognition  of  the  increasing 
trend  toward  out-of-hospital  can- 
cer treatment,  the  National  Can- 
cer Institute  launched  an  initia- 
tive to  determine  the  extent  to 
which  this  shift  in  the  locus  of 
care  creates  problems  for  pa- 
tients and  their  families  at  home. 
The  Center  for  Gerontology  and 
Health  Care  Research,  Brown 
University  Program  in  Medicine, 
was  awarded  two  grants  related 
to  this  initiative.  The  first  of  these 
grants,  “Cancer  Patients’  Con- 
crete Service  Needs,”  was  a two- 
phase  study  designed  to  first, 
identify  risk  factors  for  inade- 
quate assistance  with  daily  living 
needs  among  cancer  patients  re- 
ceiving chemotherapy  on  an  out- 
patient basis,  and  second,  to  de- 
sign and  test  a case-management 
intervention  that  would  educate 
patients  and  their  families  con- 
cerning community  resources 


available  to  assist  with  their 
needs.  Each  phase  of  the  “Con- 
crete Needs”  study  accrued  a sep- 
arate sample  of  cancer  patients. 

A second  grant,  “Cancer  Pa- 
tients’ Home  Care  Needs  and 
Costs,”  was  a longitudinal  study 
conducted  in  three  geographic 
settings:  Rhode  Island,  New  York 
City  and  Central  Pennsylvania. 
The  goals  of  this  study  were  to 
determine  the  level  of  need 
among  patients  receiving  outpa- 
tient chemotherapy  and  radiation 
treatment,  the  extent  to  which  this 
need  was  met  by  formal  and  in- 
formal sources,  and  the  extent  of 
burden  experienced  by  caregiv- 
ers in  the  home  setting. 

Patients  were  accrued  from 
hospital-based  clinics  and  private 
practices  in  Rhode  Island  for  both 
phases  of  the  “Concrete  Needs” 
study  and  for  the  “Home  Care” 
study.  This  paper  will  report  base- 
line patient  survey  results  on  out- 
come measures  which  are  com- 
mon to  the  three  studies  in 
question,  focusing  on  measures 
which  will  provide  readers  with 
an  impression  of  the  difficulties 
with  which  patients  undergoing 
outpatient  treatment,  and  their 
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families,  must  cope.  We  will  con- 
fine our  discussion  to  patients  re- 
ceiving outpatient  chemotherapy 
treatment  in  Rhode  Island,  in  or- 
der to  examine  the  differences 
and  similarities  in  findings  across 
three  relatively  homogeneous 
samples  of  cancer  patients. 

Study  Methodologies 

Concrete  Needs  Phase  1 All  pa- 
tients over  the  age  of  21  in  active 
cancer-related  chemotherapy  or 
hormonal  treatment  on  an  out-pa- 
tient basis  were  considered  eli- 
gible. Chemotherapy  for  solid  tu- 
mor cancers  as  well  as  leukemia 
and  lymphoma  met  study  criteria 
as  cancer-related  treatment. 

Participating  sites  included  the 
major  oncology  clinics  and  pri- 
vate practices  in  Rhode  Island.  All 
patients  referred  by  these  sites 
were  randomly  assigned  to  re- 
search interviewers  who  con- 
tacted patients,  explained  the 
study,  and  requested  participa- 
tion. Patients  were  interviewed  as 
soon  as  possible  after  study  entry. 
All  interviews  were  conducted 
over  the  telephone.  Subsequent 
to  the  initial  assessment,  disease 
and  treatment  characteristics 
were  abstracted  from  patients’ 
medical  records. 

Concrete  Needs  Phase  2 Pa- 
tients eligible  for  participation  in 
Phase  2 were  Rhode  Island  resi- 
dents at  least  21  years  old  who 
were  initiating  a new  course  of 
outpatient  chemotherapy.  Pa- 
tients diagnosed  with  solid  tu- 
mors or  with  leukemia  or  lym- 
phoma were  accepted  into  the 
sample.  Patients  receiving  hor- 
monal treatment  only  were  not  el- 
igible for  the  study  since  it  was 
found  in  Phase  1 that  this  treat- 
ment did  not  have  a profound  af- 
fect on  physical  functioning  and, 
therefore,  on  concrete  service 
needs.  Patient  accrual  protocol 
and  baseline  interview  data  col- 
lection proceeded  as  in  Phase  1. 


Horne  Care  Study  Patient  eli- 
gibility criteria  were  selected  to 
target  those  patients  who  were 
likely  to  experience  functional 
decline  as  a consequence  of 
treatment  or  disease  progression, 
yet  who  had  a reasonable  chance 
of  surviving  6 months  post-initi- 
ation of  treatment.  Eligible  cases 
were  those  patients  aged  21  or 
older  with  non-localized,  recur- 
rent, or  inoperable  neoplastic 
disease  whose  primary  disease 
sites  involve  solid  tumors  of  the 
gastrointestinal  tract,  genitouri- 
nary tract,  breast,  lung  (all  stages), 
and  head  and  neck.  In  addition, 
patients  with  Hodgkin’s  disease 
and  non-Hodgkin’s  lymphoma 
were  eligible. 

In  Rhode  Island,  patients  were 
identified  at  two  hospital-based 
chemotherapy  clinics.  Following 
patient  identification,  patients 
were  mailed  a letter  explaining  the 
study  and  were  contacted  by 
phone  within  30  days  of  study  en- 
try. In  addition,  disease  and  treat- 
ment-related information  was  ab- 
stracted from  patients’  medical 
records  at  6 months  post-base- 
line. 

Patient  Assessment 

In  addition  to  basic  demographic 
data  (eg,  sex,  age,  education, 
race,  marital  status,  living  ar- 
rangements, and  employment 
status),  patient  interviews  in  all 
three  studies  contained  the  fol- 
lowing domains  in  common: 

1 . Utilization  of  health  care 
services,  including  the  number  of 
hospitalizations  and  number  of 
emergency  room  visits  in  the  3 
months  preceding  interview  con- 
tact, and  the  number  of  physi- 
cians seen  regularly. 

2.  Formal  and  informal 
sources  of  assistance  to  meet 
daily  living  needs  (eg,  family, 
friends,  formal  service  agency). 

3.  An  assessment  of  daily  liv- 
ing needs  conceptualized  as  nec- 
essary for  community-based  liv- 


ing were  grouped  into  the 
following  domains  of  need:  Phys- 
ical (ability  to  bathe  and  trans- 
fer); Instrumental  (cooking,  light 
and  heavy  housekeeping,  shop- 
ping, transportation  to  the  doctor 
and  transportation  for  other  pur- 
poses); Home  Health  (medical 
tasks);  civ\d  Administrative  (com- 
pletion of  forms  and  paperwork 
such  as  insurance  claims  and  ap- 
plications for  entitlements,  finan- 
cial counseling,  legal  counseling, 
information  about  cancer  and  rel- 
evant treatment). 

Conditions  of  a patient  having 
no  need  for  assistance,  met  need, 
and  unmet  need  were  defined  as 
follows:  no  need  is  defined  as  a 
patient  performing  an  activity 
alone,  and  no  further  help  is 
needed;  met  need  is  defined  as  a 
patient  having  help  in  performing 
an  activity,  and  reporting  that  the 
help  received  is  sufficient;  unmet 
need  is  defined  as  patients  per- 
forming an  activity  alone  when 
they  need  help,  or  having  help  but 
reporting  they  need  more  help. 

4.  Presence  and  severity  of 
symptoms  experienced  in  the  2 
weeks  before  interview. 

5.  Disruption  caused  by  treat- 
ment, including  the  overall  diffi- 
culty of  the  treatment  experience, 
disruption  in  daily  routine,  reduc- 
tion in  contact  with  family  and 
friends,  and  reduction  in  social 
activities. 

Results  Across  Studies 

Study  Samples  Sociodemo- 
graphic and  disease-related  char- 
acteristics of  the  three  study  sam- 
ples are  presented  in  Table  1. 
Patient  samples  are  fairly  similar 
demographically,  with  some  var- 
iations that  are  probably  attrib- 
utable to  differences  in  the  dis- 
tribution of  patients  with  various 
cancer  types  and  stages.  For  ex- 
ample, the  large  proportion  of  pa- 
tients in  the  Home  Care  Study  with 
advanced  disease  may  account  for 
the  lower  proportion  who  were 


458 


Rhode  Island  Medical  Journal 


Table  1.  Description  of  Study  Samples 

Home  Care 

Concrete  Needs 
Phase  1 Phase  2 

N=  85 

N = 412 

N = 301 

Male 

32.9% 

28.6% 

36.9 

Patient  Age 

21-44 

18.8 

13.6 

19.3 

45-64 

48.2 

43.2 

46.5 

65 -f 

32.9 

43.2 

34.2 

Education 

< High  School 

25.9 

26.9 

28.6 

High  School 

41.2 

35.7 

35.5 

Some  College 

9.4 

15.6 

15.9 

College  Graduate 

14.1 

8.8 

11.6 

Post-graduate 

9.4 

13.0 

8.3 

Lives  Alone 

12.9 

20.0 

17.4 

Married 

65.9 

62.6 

69.4 

Employed 

23.5 

32.8 

31.2 

Primary  Cancer  Site 

Head/Neck 

1.2 

3.2 

3.7 

Gastro-intestinal 

16.5 

11.9 

24.7 

Lung 

2.4 

6.6 

9.0 

Breast 

31.8 

47.3 

39.1 

Genito-urinary 

17.6 

9.5 

5.7 

Hodgkins/Lymphoma 

30.6 

11.2 

10.0 

Brain 

0.0 

1.2 

3.7 

Other 

0.0 

9.2 

4.0 

Extent  of  Disease 

Metastatic 

57.6 

30.3 

53.2 

Regional 

41.2 

38.1 

32.8 

Local 

1.2 

20.1 

14.0 

Unknown 

0.0 

11.4 

0.0 

Number  of  Days  in  Bed 
Last  2 weeks 

0 

64.7 

77.2 

63.4 

1-3 

20.1 

9.5 

17.1 

4-13 

8.2 

6.7 

11.7 

14 

7.1 

6.6 

7.8 

Number  of  Days  Reduced 
Activity  Last  2 weeks 

0 

39.3 

54.7 

42.0 

1-3 

15.6 

10.2 

12.8 

4-13 

27.6 

16.6 

27.8 

14 

17.9 

18.4 

17.5 

employed  or  who  lived  alone  at 
baseline.  However,  indicators  of 
mobility  are  similar  for  Home  Care 
patients  and  Concrete  Needs 
Phase  2 patients,  eg,  65%  and 
63%,  respectively,  report  no  days 
spent  in  bed  in  the  2 weeks  before 
interview.  Mobility  is  somewhat 
higher  for  Concrete  Needs  Phase 
1 patients  (77%  report  no  bed 
days). 

Distribution  of  cancer  type  var- 
ies somewhat  across  studies,  with 
a higher  proportion  of  Hodgkin’s 
disease  and  lymphoma  in  the 
Home  Care  Study,  a higher  pro- 


portion of  breast  cancer  patients 
in  Concrete  Needs  Phase  1,  and 
more  patients  with  cancers  of  the 
gastro-intestinal  tract  in  Concrete 
Needs  Phase  2.  Distributions  of 
patient  age,  education  and  mari- 
tal status  are  roughly  similar. 

Statistics  on  health  service  uti- 
lization before  baseline  interview 
are  presented  in  Table  2.  As  can 
be  seen,  need  for  home  health 
services  is  fairly  low,  although 
somewhat  higher  for  Home  Care 
patients  than  for  patients  in  the 
Concrete  Needs  studies.  A higher 
proportion  of  patients  in  the  Con- 
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Crete  Needs  studies  had  home 
health  needs  met  by  formal 
agency  use  than  did  patients  in 
the  Home  Care  Study.  Receipt  of 
chemotherapy  at  home  is  rare  (< 
5%)  across  all  3 studies. 

Hospitalizations  in  the  3 
months  before  interview  are  most 
frequent  among  Concrete  Needs 
Phase  2 patients,  with  fully  two 
thirds  (66%)  of  the  sample  re- 
porting at  least  one  hospitaliza- 
tion. The  reverse  situation  is  seen 
for  Phase  1 , with  65%  of  the  sam- 
ple reporting  no  hospitalizations. 
The  highest  percentage  of  pa- 
tients reporting  multiple  hospi- 
talizations are  Home  Care  Study 
patients  (23%).  Use  of  the  emer- 
gency room  was  much  less  fre- 
quent, with  the  majority  of  pa- 
tients in  all  three  studies  reporting 
no  emergency  room  visits  in  the 
3 months  before  interview. 

Patients  in  the  Home  Care  Study 
were  not  asked  about  the  number 
of  doctors  they  see  regularly. 
However,  patients  in  both  phases 
of  the  Concrete  Needs  study  re- 
ported high  physician  utilization. 
Only  a minority  of  patients  in  both 
studies  reported  seeing  only  one 
physician  regularly  (12%  and 
16%),  and  approximately  one 
third  of  patients  in  both  studies 
reported  seeing  four  or  more  phy- 
sicians on  a regular  basis  (35% 
and  31%). 

Patient  Need  for  Assistance 
Levels  of  patient  need  for  assist- 
ance, both  met  and  unmet,  are 
reported  by  task  in  Table  3.  The 
majority  of  patients  in  all  three 
studies  are  independent  in  basic 
ADL  tasks.  Even  in  the  Home  Care 
Study,  in  which  the  majority  of  pa- 
tients have  metastasized  disease, 
only  approximately  14%  of  pa- 
tients report  needing  assistance 
with  bathing  or  moving  in  and  out 
of  bed.  However,  a substantial 
proportion  of  patients  reporting 
needs  report  that  their  need  is  un- 
met (one  third  to  one  half  of  pa- 
tients in  need,  across  studies). 
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Table  2.  Utilization  of  Health  Care  Services 

Concrete  Needs 


Home  Care 

Phase  1 

Phase  2 

N = 85 

N = 412 

N = 301 

Primary  Source  Home 
Med  Care  is  Formal 

No 

1 1 .8% 

4.1% 

2.7% 

Yes 

3.5 

6.6 

6.6 

NA/No  need 

84.7 

89.3 

90.7 

Primary  Source  Home 
Chemo  Care  is  Formal 

No 

0.0 

0.5 

0.3 

Yes 

3.5 

0.2 

0.7 

NA/No  Need 

96.5 

99.3 

99.0 

Hospitalizations 

Past  3 Months 
0 

42.4 

65.0 

34.0 

1 

35.3 

19.2 

51.0 

2 + 

22.5 

15.9 

15.0 

ER  Visits 
Past  3 Months 

0 

67.1 

83.9 

75.3 

1 

22.4 

13.9 

23.5 

2-r 

10.7 

2.2 

1.2 

Number  of  MDs 
Seen  Regularly 

1 

n/a 

11.9 

15.9 

2 

n/a 

25.2 

21.7 

3 

n/a 

27.7 

31.4 

4-r 

n/a 

35.1 

31.1 

The  low  level  of  need  with  ADL 
tasks  is  in  sharp  contrast  to  the 
relatively  high  level  of  need  for 
assistance  with  Instrumental  Ac- 
tivities of  Daily  Living,  eg,  meal 
preparation,  housework  and 
shopping.  More  than  half  of  the 
patients  in  all  studies  report 
needing  help  with  these  tasks. 
Need  for  help  with  heavy  house- 
work and  shopping  is  especially 
high,  with  70-80%  of  patients  in 
all  studies  requiring  some  assist- 
ance. As  can  be  seen,  the  majority 
of  need  for  instrumental  activities 
is  met. 

Patients  in  all  studies  report  ap- 
proximately twice  the  need  for  as- 
sistance in  transportation  to  the 
doctor  than  they  do  for  transpor- 
tation for  other  reasons.  The  ma- 
jority of  this  need  is  met.  As  men- 
tioned previously,  need  for  home 
health  services  is  low,  and  vir- 
tually all  expressed  need  is  met. 

Approximately  one  third  of  pa- 
tients across  studies  report  need 
for  assistance  in  filling  out  forms. 


eg,  insurance  claims  and  appli- 
cations for  financial  assistance. 
Unmet  need  for  this  assistance  is 
somewhat  higher  in  the  Home 
Care  Study  than  in  either  phase 
of  the  Concrete  Needs  study,  with 
10%  of  Home  Care  patients  re- 
porting not  having  enough  help. 
Similarly,  levels  of  overall  need 
and  unmet  need  for  financial  ad- 
vice and  legal  advice  are  higher 
for  patients  in  the  Home  Care 
Study  than  in  the  Concrete  Needs 
Study. 

More  than  half  of  the  pa- 
tients . . . reported  needing 
help. . . . Need  for  help  with 
heavy  housework  and 
shopping  is  especially 
high  . . . 

Finally,  patient-reported  need 
for  disease  information  is  sub- 
stantially higher  in  the  Home  Care 
Study  than  in  the  Concrete  Needs 
Studies,  and  the  proportions  of 
patients  in  all  studies  who  have 
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need  in  this  area  and  who  report 
that  the  need  is  not  met  is  fairly 
high. 

Symptom  Experience  Patient- 
reported  experience  of  symptoms 
in  the  2 weeks  before  interview  is 
reported  in  Table  4 as  a function 
of  symptom  severity.  The  most 
frequently  reported  symptom  by 
patients  in  all  three  samples  is 
pain  (40-50%)  and  a substantial 
proportion  of  patients  reporting 
pain  state  that  it  is  moderate  or 
severe. 

Nausea  is  next  in  prevalence, 
as  may  be  expected,  given  that 
these  are  samples  of  patients 
undergoing  chemotherapy  treat- 
ment. The  prevalence  of  nausea 
is  particularly  high  in  Concrete 
Needs  Phase  2,  reported  by  more 
than  half  of  the  sample  (53%). 
Again,  substantial  proportions  of 
patients  with  this  symptom  ex- 
perience it  to  a moderate  or  se- 
vere degree. 

Similar  proportions  of  patients 
in  the  three  studies  report  diar- 
rhea (20-26%  across  studies), 
bleeding  (9-13%),  fever  (8-10%), 
shortness  of  breath  (19-32%)  and 
swelling  (14-23%).  However, 
while  bleeding  and  fever  are  more 
often  reported  as  mild,  the  re- 
maining symptoms  are  as  likely 
or  more  likely  to  be  reported  as 
moderate  or  severe. 

Treatment  Disruption  Most  pa- 
tients report  the  experience  of 
outpatient  chemotherapy  treat- 
ment as  interfering  in  their  daily 
lives.  Approximately  two-thirds  of 
patients  report  that  their  current 
treatment  is  difficult,  and  one 
quarter  report  that  it  is  very  diffi- 
cult (Table  5).  Approximately  one- 
third  of  patients  in  the  Concrete 
Needs  studies,  and  over  40%  of 
Home  Care  patients,  report  that 
treatment  is  somewhat  or  very 
disruptive  to  their  daily  routine. 
While  a minority  of  patients  (11- 
22%  across  studies)  report  that 
treatment  reduces  social  contacts 
somewhat  or  very  much,  higher 
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Table  3.  Patient  Needs  at  Baseline 


Home  Care 
N = 85 

Concrete  Needs 
Phase  1 Phase  2 

N = 412  N = 301 

Bathing 

No  Need 

86.8% 

88.7% 

Met  Need 

(bathing  and 

10.2 

8.3 

Unmet  Need 

mobility  combined) 

2.9 

3.0 

Mobility 

No  Need 

86.7 

92.2 

96.0 

Met  Need 

8.4 

5.6 

3.3 

Unmet  Need 

4.8 

2.2 

0.7 

Meals 

No  Need 

42.9 

48.5 

43.5 

Met  Need 

53.6 

47.8 

53.8 

Unmet  Need 

3.6 

3.7 

2.7 

Light  Housework 

No  Need 

45.9 

42.5 

46.7 

Met  Need 

48.2 

49.4 

48.7 

Unmet  Need 

5.9 

8.1 

4.7 

Heavy  Housework 

No  Need 

17.6 

23.3 

25.1 

Met  Need 

72.9 

64.6 

66.2 

Unmet  Need 

9.4 

12.0 

8.7 

Shopping 

No  Need 

22.6 

33.5 

30.1 

Met  Need 

71.4 

61.6 

64.5 

Unmet  Need 

6.0 

4.9 

5.4 

Transport  to  Doctor 

No  Need 

28.2 

41.7 

28.0 

Met  Need 

64.7 

53.1 

64.3 

Unmet  Need 

7.1 

5.2 

7.7 

Other  Transport 

No  Need 

63.0 

58.3 

60.9 

Met  Need 

33.3 

37.0 

36.8 

Unmet  Need 

3.7 

4.7 

2.3 

Home  Health  Care 

No  Need 

84.7 

89.1 

90.7 

Met  Need 

15.3 

10.5 

9.3 

Unmet  Need 

0.0 

0.5 

0.0 

Filing  Forms 

No  Need 

61.9 

67.4 

63.7 

Met  Need 

28.6 

30.2 

31.7 

Unmet  Need 

9.5 

2.4 

4.7 

Financial  Advice 

No  Need 

79.8 

90.4 

93.3 

Met  Need 

7.1 

6.6 

2.4 

Unmet  Need 

13.1 

2.9 

4.4 

Legal  Advice 

No  Need 

83.3 

n/a 

92.3 

Met  Need 

8.3 

n/a 

4.3 

Unmet  Need 

8.3 

n/a 

3.3 

Disease  Info 

No  Need 

45.9 

89.7 

75.6 

Met  Need 

36.5 

3.2 

12.4 

Unmet  Need 

17.6 

7.1 

12.0 

proportions  (33-40%  across  stud- 
ies) report  that  it  reduces  partic- 
ipation in  social  activities  some- 
what or  very  much. 

Discussion 

We  examined  need  for  assistance 
with  daily  activities,  symptom  ex- 
perience, and  life  disruption 
caused  by  treatment  across  three 
samples  of  cancer  patients 
undergoing  outpatient  chemo- 
therapy in  Rhode  Island.  Al- 
though there  is  some  variation  as 
a result  of  differences  in  cancer 
type,  stage  of  disease  and  type  of 
treatment  received  (ie,  single  vs 
combination  chemotherapy  vs 
hormonal  therapy,  as  well  as  dif- 
ferences in  drug  type),  there  is 
enough  commonality  in  results  to 
assure  the  reliability  of  our  find- 
ings. 

Most  patients  report  the  ex- 
perience of  outpatient 
chemotherapy  as  interfer- 
ing  in  their  daily  lives. 

Since  the  majority  of  patients 
in  these  samples  are  not  in  the 
terminal  phase  of  illness,  we  see 
relatively  low  levels  of  complete 
dependence,  or  need  for  assist- 
ance, with  basic  activities  of  daily 
living.  In  other  words,  most  of 
these  patients  are  still  able  to 
bathe  themselves  and  to  get  from 
bed  to  chair  without  help.  How- 
ever, the  majority  of  patients  in 
all  three  samples  reported  need- 
ing assistance  with  more  compli- 
cated and  strenuous  tasks  such 
as  cooking  and  housekeeping,  or 
for  activities  that  require  leaving 
home,  eg,  shopping  and  trans- 
portation to  doctor.  While  many 
of  these  patients  will  regain  the 
ability  to  perform  activities  alone 
; once  treatment  has  ended,  this 
I study  provides  evidence  that  the 
' treatment  period  is  characterized 
' by  substantial  dependence  on 
others  for  the  fulfillment  of  daily 
I living  needs.  Given  that  the  prev- 
! alence  of  symptoms  most  often 
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associated  with  cancer  and 
chemotherapy,  pain  and  nausea, 
are  relatively  high,  these  findings 
are  not  surprising. 


However,  our  research  indi- 
cates that  the  side  effects  of  treat- 
ment are  not  all  physiological.  For 
some  patients,  the  impact  of 
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Table  4.  Symptom  Experience 

Concrete  Needs 


Home  Care 

Phase  1 

Phase  2 

in 

CO 

II 

z 

N = 412 

N = 301 

Pain 

None 

60.7% 

55.3% 

50.0% 

Mild 

27.4 

14.4 

18.0 

Moderate/Severe 

11.9 

30.3 

32.0 

Nausea 

None 

70.2 

61.1 

46.7 

Mild 

21.4 

16.9 

31.9 

Moderate/Severe 

8.3 

22.0 

21.4 

Diarrhea 

None 

82.4 

80.9 

73.9 

Mild 

11.8 

8.1 

12.5 

Moderate/Severe 

5.9 

11.0 

13.6 

Bleeding 

None 

89.4 

91.0 

87.1 

Mild 

8.2 

7.3 

9.8 

Moderate/Severe 

2.4 

1.7 

3.1 

Fever 

None 

89.4 

92.4 

92.2 

Mild 

8.2 

5.4 

4.7 

Moderate/Severe 

2.4 

2.2 

3.1 

Shortness  of  Breath 

None 

81.0 

67.9 

71.5 

Mild 

15.5 

17.2 

15.6 

Moderate/Severe 

3.6 

15.0 

12.9 

Swelling 

None 

85.9 

77.3 

83.9 

Mild 

7.1 

9.6 

6.3 

Moderate/Severe 

7.1 

13.1 

9.8 

treatment  on  social  functioning 
may  be  as  traumatic  as  its  impact 
on  physical  functioning.  The  daily 
routine  which  constitutes  normal 
living  is  disrupted,  participation 
in  social  activities  is  suspended, 
and,  for  a minority  of  patients, 
contact  with  friends  and  families 
is  reduced  at  a time  when  contact 
may  be  most  needed. 

While  the  majority  of  needs  re- 
ported by  patients  in  these  stud- 
ies are  met  by  family  and  friends, 
there  are  subgroups  of  patients 
whose  needs  go  unmet.  These 
patients  are  either  receiving  help, 
but  not  enough  to  meet  their 
needs,  or  they  are  attempting  to 
perform  tasks  themselves,  de- 
spite functional  impairment  due 
to  disease  and/or  treatment.  Other 
analyses  of  these  data  reveal  that 
unmet  need  arises  for  patients 
who  have  high  levels  of  need  for 
assistance,  and  also  for  patients 
who  have  deficits  in  their  infor- 


mal helping  network,  eg,  they  live 
alone,  or  have  only  a few  helpers 
to  assist  with  a multiplicity  of 
needs.®'  ^ Patients  who  report  that 
their  network  is  not  resilient,  that 
is,  they  do  not  feel  they  can  rely 
on  families  and  friends  to  provide 
help,  are  also  more  likely  to  have 
unmet  need. 

The  daily  routine  . . . is  dis- 
rupted, participation  in  so- 
cial activities  is  suspended, 
and,  for  a minority  of  pa- 
tients, contact  with  friends 
and  families  is  reduced  at  a 
time  when  contact  may  he 
most  needed. 

While  the  dehospitalization  of 
oncologic  treatment  is  likely  to 
continue  over  the  next  decade,  it 
is  unlikely  that  a whole  new  array 
of  benefits  will  be  introduced  to 
cover  home  care  for  those 


undergoing  outpatient  treatment. 
The  consequences  for  that  group 
of  patients  who  lack  the  financial 
resources  to  secure  formal  (paid) 
help,  and  who  also  lack  the  social 
support  resources  to  secure  in- 
formal help,  may  be  serious,  and 
may  ultimately  compromise  their 
ability  to  comply  with  treatment 
regimens. 

We  feel  that  some  of  the  social 
service  resources  that  were  ac- 
cepted as  necessary  before  can- 
cer treatment  was  dehospitalized 
need  to  be  made  available  in  the 
outpatient  setting.  While  many 
hospitals  do  have  social  service 
workers  assigned  to  the  outpa- 
tient clinics,  the  volume  of  pa- 
tients for  whom  these  staff  have 
ongoing  responsibility  is  consid- 
erable. Physicians’  offices  may  be 
a better  setting  from  which  to 
monitor  the  fluctuations  in  needs 
and  problems  that  patients  and 
their  families  experience.  Our 
data  reveal  that  the  indications  of 
potential  unmet  need  are  easily 
observable:  level  of  symptoma- 
tology and  functional  impair- 
ment, and  whether  they  live  alone 
and/x)r  have  few  helpers.  While 
more  clinically  sophisticated  staff 
may  be  necessary  for  backup  and 
referral,  physicians’  nursing  and 
clerical  staff  can  screen  for  prob- 
lems and  then  direct  patients  to 
available  community  resources, 
including  designated  profes- 
sional social  service  staff. 
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Table  5.  Treatment  Disruption 

Home  Care 

Concrete  Needs 
Phase  1 Phase  2 

N = 85 

N = 412 

N = 301 

Difficulty  of 
Current  Treatment 

Not  at  all 

29,4% 

38.8% 

36.9% 

A little 

21.2 

18.5 

15.3 

Somewhat 

25.9 

17.8 

23.5 

Very 

23.5 

24.9 

24.3 

Treatment  Disrupts 
Daily  Routine 

None 

37.6 

48.5 

47.5 

A little 

20.0 

15.4 

18.0 

Somewhat 

16.5 

13.5 

14.9 

Very 

25.9 

22.5 

19.6 

Treatment  Reduces 
Social  Contacts 

None 

70.6 

66.0 

42.7 

A little 

9.4 

12.0 

46.3 

Somewhat 

11.8 

10.0 

5.5 

Very 

8.2 

12.0 

5.5 

Treatment  Reduces 
Social  Activities 

Not  at  all 

36.5 

55.7 

49.0 

A little 

23.5 

11.0 

13.3 

Somewhat 

20.0 

7.6 

12.2 

A lot 

20.0 

25.7 

25.5 
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BC/BE  "AMBULATORY  " 
OB/GYN  or  FAMILY 
PRACTICE  PHYSICIAN 

Providence  Ambulatory 
Health  Care  Foundation,  Inc. 
a non-profit  network  of  community  health 
centers  in  Providence.  Start  May-June, 
1991.  Very  little  "on-call"  required; 
position  largely  ambulatory  obstetrics  and 
gynecology.  Some  deliveries  and  surgery 
possible.  Good  salary  and  benefit  package 
including  malpractice  insurance. 

Call  or  write: 

Nancy  Bowering,  MSN  or 
Stanley  Block,  MD 
Providence  Ambulatory 
Health  Care  Foundation 
469  Angell  Street 
Providence,  RI  02906 

(401)  861-6300 
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ERRATUM 

In  the  article  “Standards  of  Med- 
ical Care  for  Diabetic  Patients:  A 
Panel  Discussion  ” by  Quevedo  et 
al,  which  appeared  in  the  Rhode 
Island  Medical  Journal,  the  sec- 
ond column,  lines  17-22,  of  page 
421  contains  typographical  errors 
which  should  read:  “nurse-edu- 
cator, a lawyer,  and  an  epide- 
miologist, published  the  stand- 
ards of  care  document  in  the  May 
1989  issue  of  Diabetes  Care.  The 
September  issue  of  Diabetes 
Forecast, 

We  apologize  for  these  errors. 

— The  editors 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (choiinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  choiinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergIc  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
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A medical  student  in  Phil- 
adelphia . . . hypothesized 
that  the  X-rays  might  also 
be  able  to  **burn**  cancer- 
ous tissues. 


Introduction 

In  the  latter  half  of  1895,  an  ob- 
scure German  physicist.  Profes- 
sor Wilhelm  Conrad  Roentgen, 
was  experimenting  (in  unrelated 
tests)  with  gas  discharge  tubes 
and  fluorescent  plates.  Sometime 
in  mid-November  of  that  year,  he 
realized  that  his  plates  were  glow- 
ing, even  at  distances  of  several 
feet,  whenever  he  turned  on  his 
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tubes.  He  came  to  the  realization 
that  he  had  discovered  a new  ray 
(which  he  named  X)  that  had  the 
ability  to  penetrate  various  sub- 
stances (including  those  of  the 
human  body).  Furthermore,  he 
was  able  to  capture  an  image  of 
this  penetration  on  photographic 
film,  thus  producing  what  he 
called  a shadowgraph.  The  sci- 
ence of  radiology  was  thus  born. 
News  of  the  discovery  spread  very 
quickly  through  the  scientific 
communities  of  Europe,  and, 
within  2 weeks,  to  the  United 
States.  During  the  next  year,  many 
physicians  began  to  use  the  new 
technology  to  image  broken 
bones  and  locate  foreign  bodies 
such  as  gunshot.  Many  of  the  early 
“radiologists”  sustained  skin 
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burns  from  their  emerging,  and 
poorly  understood,  tool. 

A medical  student  in  Philadel- 
phia (Hahnemann  Medical  Col- 
lege . . . alma  mater  of  one  of  the 
authors)  named  Emile  Grubbe 
hypothesized  that  the  X-rays  might 
also  be  able  to  “burn”  cancerous 
tissues.  In  an  act  of  incredible 
prescience,  he  treated  a woman 
with  locally  advanced  breast  can- 
cer in  January  of  1896  (only  2 
months  after  the  discovery  of  the 


ABBREVIATIONS  USED: 

lORT;  Intra-operative  radiation 
therapy 

RT:  External  beam  radiation 
therapy 

Gy:  Grays  (unit  of  radiation 
dose) 

cGy:  Centigrays  (unit  of  radia- 
tion dose) 

MeV:  Million  electron  volts  (unit 
of  radiation  energy) 

NIH:  National  Institutes  of 
Health 

MGH:  Massachusetts  General 
Hospital 

bid:  Twice-a-day  (radiation) 

RTOG:  Radiation  Therapy  On- 
cology Group 

AVM:  Arteriovenous  malfor- 
mation 

CNS:  Central  nervous  system 
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X-rays)  and  achieved  a docu- 
mented palliative  regression.  Fie 
was  even  able  to  empirically  split 
the  dose  into  multiple  daily  frac- 
tions, and  to  use  lead  shielding 
to  protect  normal  tissues.  Thus, 
the  science  of  radiation  oncology 
was  born. 

In  1898,  Professors  Marie  and 
Pierre  Curie  in  Paris  discovered 
and  characterized  a distillate  of 
pitchblende  which  seemed  to  give 
off  natural  radiation  similar  in 
properties  to  Roentgen’s  X-rays. 
This  element  was  named  radium. 
In  1901,  Professor  Becquerel,  a 
colleague  of  the  Curies,  burned 
his  chest  skin  after  carrying  a tube 
of  radium  in  his  vest  pocket  for 
several  hours.  As  with  Mr  Grubbe 
5 years  earlier,  Becquerel  won- 
dered whether  the  radium  could 
be  directly  applied  to  a tumor  to 
produce  regression.  Soon,  phy- 
sicians in  Europe  and  the  United 
States  were  implanting  sealed 
tubes  of  radium  into  various  hu- 
man tumors  (head  and  neck, 
breast  and  gynecologic  lesions), 
reporting  excellent  results.  The 
technique  known  as  brachyther- 
apy  had  been  born. 

While  the  early  researchers 
made  rapid  progress,  they  were 
limited  by  the  poor  accuracy,  pre- 
cision and  penetration  of  their 
equipment.  In  addition,  they  knew 
little  about  the  powerful,  and  po- 
tentially lethal,  effects  of  radia- 
tion on  normal  tissues  (indeed, 
almost  all  of  the  “pioneers”  in  this 
field  died  of  radiation-induced 
malignancies).  Each  decade  pro- 
vided major  new  advances:  In  the 
1910s  and  1920s,  X-ray  tubes  be- 
came more  reliable  and  repro- 
ducible. In  the  1930s  and  1940s, 
X-ray  tubes  became  more  pow- 
erful (penetrating)  and  dose 
measuring  equipment  became 
available.  In  the  1950s  and  1960s, 
radiation  oncology  came  into  the 
modern  age  with  the  advent  of 
megavoltage  equipment  (Cobalt 
60,  linear  accelerators,  etc.)  and 


specific  and  detailed  knowledge 
of  radiation  pathology  and  nor- 
mal tissue  tolerance.  The  1970s 
saw  the  beginning  of  particle 
beam  applications  and  the  begin- 
ning of  the  marriage  of  digital 
computers  with  clinical  radiation 
therapy.  This  article  will  briefly 
review  the  newer  technologies, 
some  of  which  are  still  experi- 
mental and  some  of  which  are 
being  used  in  daily  clinical  prac- 
tice. These  newer  technics  hold 
out  promise  of  improved  tumor 
control  coupled  with  decreased 
normal  tissue  damage. 

Intra-operative  Radiation 
Therapy  (lORT) 

lORT  is  an  investigational  treat- 
ment used  to  treat  cancers  which 
by  virtue  of  their  location  and  pat- 
tern of  spread  are  unlikely  to  be 
resectable  for  cure,  and  equally 
unlikely  to  be  controlled  by  con- 
ventionally administered  external 
beam  radiation  therapy  (RT).  It 
was  introduced  in  Japan  in  the 
1960s  and  began  to  be  developed 
in  the  United  States  in  the  late 
1970s.  It  is  administered  to  the 
tumor  or  tumor  bed  during  an  op- 
erative procedure.  lORT  has  been 
used  in  the  management  of  sev- 
eral intra-abdominal  malignan- 
cies including  gastric,  pan- 
creatic, biliary,  and  rectal  cancers. 
It  has  also  been  investigated  in 
the  treatment  of  retroperitoneal 
sarcomas,  and  carcinomas  of  the 
bladder. 

In  virtually  all  cases  lORT  has 
been  used  as  part  of  a planned 
course  of  combined  treatment 
which  includes  pre-operative  RT 
and  tumor  resection.  lORT  is  most 
often  administered  following  re- 
section of  the  primary  tumor.  A 
single,  high  dose  of  radiation  is 
administered  to  the  tumor  bed 
usually  in  doses  of  2000  to  3000 
cGy.  The  intra-operative  radiation 
beam  must  be  able  to  deliver  this 
dose  of  radiation  to  a limited 
depth,  thus  protecting  underlying 


tissues  and  organs  from  radiation 
injury.  The  electron  beam  is  ide- 
ally suited  for  this,  and  in  most 
cases  electrons  in  the  range  of  10 
to  15  MeV  are  used.  In  some  in- 
stitutions, orthovoltage  X-rays 
have  been  utilized,  thus  produc- 
ing a somewhat  similar  distribu- 
tion of  radiation.  In  those  insti- 
tutions in  which  lORT  is  available, 
either  a dedicated  operating  room 
is  equipped  with  a linear  accel- 
erator or  more  commonly,  a ra- 
diation therapy  room  in  the  de- 
partment of  radiation  oncology  is 
converted  to  an  operating  suite. 
Often  the  resection  is  performed 
in  the  operating  room,  and  the 
patient  is  then  transported  while 
under  anesthesia  to  the  radiation 
oncology  department.  lORT  is 
then  administered  and  the  wound 
is  closed. 

Tepper  et  al  have  reported  on 
their  efforts  to  control  locally  ad- 
vanced rectal  cancer  with  the  use 
of  lORT.'  Patients  received  high 
dose  pre-operative  RT  to  5000  cGy 
followed  by  resection  and  lORT. 
Both  primary  and  recurrent  rectal 
cancers  were  treated.  All  patients 
were  felt  to  have  locally  advanced 
tumors  which  would  make  cura- 
tive resection  unlikely.  Most  had 
tumor  fixation  to  the  pelvic  side- 
walls  or  sacrum.  Eighty-seven  pa- 
tients were  taken  to  surgery  fol- 
lowing pre-operative  RT.  Twelve 
did  not  receive  lORT  because  me- 
tastases  were  found.  Of  the  re- 
maining 75,  58  received  lORT. 
lORT  was  utilized  in  those  pa- 
tients in  whom  there  was  residual 
fixation  of  the  rectum,  or  in  those 
in  whom  there  was  residual  tu- 
mor post  resection.  Of  those  with 
locally  advanced  primary  tumors, 
the  3 year  actuarial  survival  in 
those  who  received  lORT  was 
58%.  In  those  with  recurrent  rec- 
tal carcinomas,  it  was  32%.  Local 
control  rates  ranged  from  92%  in 
primary  tumors  completely  re- 
sected with  lORT  to  57%  in  re- 
current tumors  similarly  treated. 
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These  cases  compare  very  favor- 
ably both  in  regard  to  survival  and 
local  control  to  series  reported  in 
the  literature  of  patients  who  re- 
ceived pre-operative  radiation 
only.  It  is  felt  that  the  excellent 
local  control  rate  is  a function  of 
the  higher  radiation  dose  which 
can  be  administered  using  lORT 
as  a supplement  to  external  beam 
RT. 

lORT  has  generally  been  well 
tolerated.  Early  studies  failed  to 
demonstrate  an  increase  in  se- 
vere complications  as  compared 
to  patients  treated  with  pre-op- 
erative radiation  and  surgery.^  It 
is  quite  clear  that  single  large 
doses  of  radiation  can  be  admin- 
istered directly  to  tumors  or  tu- 
mor beds  without  incurring  ex- 
cessive risk  of  radiation  damage 
to  normal  structures. 

Intra-operative  radiation 
therapy  . . . may  have  some 
promise  in  the  management 
of  advanced  rectal  cancer, 
and  may  have  a role  in  se- 
lected pancreatic  carci- 

noma. 

At  present  lORT  is  still  an  ap- 
pealing investigational  tool.  It  ap- 
pears to  have  some  promise  in 
the  management  of  advanced 
rectal  cancer,  and  may  have  a role 
in  selected  pancreatic  carcino- 
mas. Its  usefulness  in  other  intra- 
abdominal malignancies  needs 
further  evaluation.  It  is  a complex 
technique  requiring  a large  ex- 
penditure in  resources  and  per- 
sonnel. Its  use  at  present  should 
be  restricted  to  those  institutions 
conducting  carefully  designed 
clinical  trials. 

Altered  Fractionation 

The  term  “conventional  fraction- 
ation” is  used  to  describe  the  de- 
livery of  one  175  to  200  cGy  dose 
of  radiation  per  day  in  the  treat- 
ment of  malignant  disease.  To- 
day, that  concept  is  being  ques- 
tioned as  investigators  look  for 
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altered  fractionation  schemes  that 
may  increase  the  therapeutic  ra- 
tio between  tumors  and  normal 
tissues.^ 

Repair  of  sublethal  injury,  re- 
generation, redistribution  and 
reoxygenation  have  been  de- 
scribed as  the  “4  Rs”  of  radio- 
therapy. There  are  3 different  tis- 
sue types  that  will  behave 
differently  to  each  of  those  proc- 
esses: Early  responding  normal 
tissues  (such  as  mucous  mem- 
branes, hematopoietic  tissue), 
late  responding  tissues  (such  as 
nerve  tissue  and  dermis)  and  tu- 
mors, keeping  in  mind  that  tu- 
mors are  very  heterogeneous  in 
their  doubling  times  and  ability 
to  regenerate. 

Repair  of  sublethal  injury  has 
been  extensively  studied  and  it  is 
clear  that  the  3 types  of  tissues 
(early,  late,  tumor)  have  different 
capacities  to  repair  injury.  His- 
torically, protraction  of  a course 
of  radiotherapy  and  the  use  of 
small  daily  doses  enabled  the  ra- 
diotherapist to  give  large  total 
doses  while  protecting  the  pa- 
tient from  severe  acute  reactions. 
It  is  accepted  that  doses  of  175 
to  200  cGy  per  day,  5 days  a week 
result  in  acceptable  acute  reac- 
tions. Therefore,  the  total  dose 
will  be  determined  by  the  late  re- 
sponding tissues  which  appear  to 
have  the  capacity  to  repair  sub- 
lethal injury  more  efficiently  than 
the  early  responding  tissues.  The 
differential  sparing  of  early  and 
late  reacting  tissues  as  well  as  tu- 
mor cells  is  explained  by  the  ca- 
pacity of  the  surviving  cells  to  re- 
generate. This  is  determined  by 
the  normal  cell  cycle  time  of  the 
tissue  and  the  dose  rate  and  total 
dose  that  the  tissues  are  exposed 
to.  Altered  fractionation  is  a de- 
viation from  standard  fractiona- 
tion to  a regimen  that  will  in- 
crease the  therapeutic  ratio  by 
taking  advantage  of  the  differ- 
ences in  response  to  fractiona- 
tion of  normal  tissues  and  tumor. 


In  accelerated  fractionation,  the 
overall  treatment  time  is  shorter 
than  with  conventional  fraction- 
ation by  using  2 or  3 doses  per 
day.  The  total  dose  and  fraction 
size  remain  similar  to  conven- 
tional fractionation.  In  rapidly 
proliferating  tumors,  a gain  in  lo- 
cal control  should  result  if  one 
administers  radiation  therapy  in 
a shorter  overall  time,  thereby  re- 
ducing the  opportunity  for  tumor 
cell  proliferation. 

In  hyperfractionation,  the  frac- 
tional doses  are  smaller  and  are 
delivered  2 or  3 times  per  day  al- 
lowing for  an  increase  in  the  total 
dose  but  given  over  the  same 
overall  time  as  conventional  frac- 
tionation. One  can  also  combine 
principles  of  accelerated  fraction- 
ation and  hyperfractionation  and 
use  a plan  where  the  fraction  size 
is  lower,  the  number  of  fractions 
is  higher  and  the  overall  treat- 
ment time  is  decreased  com- 
pared to  standard  fractionation. 

The  first  data  reporting  the  use 
of  accelerated  fractionation  was 
for  the  treatment  of  glioblastoma 
multiforme,  in  which  there  was 
no  improvement  in  survival  rate 
when  compared  to  standard  frac- 
tionation. This  may  have  been  re- 
lated to  the  low  doses  used.  An- 
other study  looked  at  accelerated 
fractionation  in  the  treatment  of 
Burkitt’s  lymphoma.'*  In  those  pa- 
tients treated  with  once  a day 
fractionation  using  a daily  dose 
of  220  cGy  for  a total  of  3100  cGy 
over  20  days,  only  1 out  of  9 pa- 
tients achieved  a complete  re- 
sponse. Nevertheless,  in  patients 
treated  to  total  dose  of  2900  cGy 
in  27  fractions  over  13  days  using 
twice-a-day  radiation  therapy,  25 
out  of  34  achieved  a complete  re- 
sponse. 

The  most  studied  tumors  using 
altered  fractionation  schemes 
have  been  squamous  cell  carci- 
nomas of  the  upper  aerodigestive 
tract.  C.  C.  Wang  of  Massachu- 
setts General  Hospital  and  Rod- 
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ney  Million  at  the  University  of 
Florida,  Gainsville,  have  pub- 
lished extensively  on  this  topic. 

Early  stage  head  and  neck  tu- 
mors tend  to  have  good  3 year 
disease-free  survivals  using  con- 
ventional fractionation  but  unfor- 
tunately, local  control  is  much 
more  difficult  with  stage  111  and 
IV  lesions.  Much  of  the  research 
in  twice-a-day  (bid)  radiation 
therapy  in  head  and  neck  cancer 
has  been  directed  at  optimizing 
disease-free  survival  in  these 
groups  of  patients.  Wang  has  uti- 
lized a regimen  of  bid  fractiona- 
tion for  T3  and  T4  supraglottic  car- 
cinomas.^ Patients  receive  160 
cGy  per  fraction,  2 fractions  per 
day,  5 days  per  week  to  6400  cGy 
with  a 2-week  rest  after  the  sec- 
ond week  of  therapy.  When  com- 
pared to  patients  receiving  stand- 
ard once-a-day  fractionation  of 
180  cGy  to  a total  dose  of  6500 
cGy  there  was  an  increase  in  local 
control  from  50%  to  76%  with 
twice-a-day  radiotherapy.  Wang 
has  also  demonstrated  similar  re- 
sults at  other  head  and  neck  sites.® 
This  technique  consisting  of  a 2- 
week  break  in  treatment  has  been 
criticized  by  some  who  believe 
that  the  interruption  may  allow  for 
tumor  cell  repopulation. 

Million  et  al  have  also  pub- 
lished extensively  on  this  topic. 
Stage  111  and  IV  squamous  cell 
carcinomas  of  the  head  and  neck 
are  treated  with  a twice-a-day  ra- 
diation consisting  of  120  cGy  per 
fraction  with  a 4 to  6 hour  interval 
between  doses  to  total  doses  of 
7440  to  7920  cGy.  When  com- 
pared to  historical  controls  treated 
with  once-a-day  radiotherapy 
there  was  an  improvement  in  lo- 
cal control  of  greater  than  10  to 
15%.  Because  of  the  lower  dose 
per  fraction,  this  regimen  is  tol- 
erated without  planned  treatment 
breaks  and  it  is  possible  to  es- 
calate the  total  dose. 

The  Radiation  Therapy  Oncol- 
ogy Group  (RTOG)  has  con- 


ducted studies  to  determine  the 
dose  fraction  that  would  permit 
bid  treatments  without  the  need 
for  a rest.®  They  reported  that 
doses  of  150  cGy  bid  still  resulted 
in  such  severe  acute  reactions  that 
a rest  period  was  needed.  Doses 
in  the  range  of  125  cGy  were  bet- 
ter tolerated.  A phase  111  RTOG 
study  of  hyperfractionated  radio- 
therapy was  then  conducted  but 
low  total  doses  were  utilized  and 
no  significant  difference  was 
found  between  the  regimen  and 
standard  fractionation.^  Since 
then,  a number  of  RTOG  trials 
have  been  conducted  searching 
for  the  optimal  total  dose  for  local 
control.  The  preliminary  results 
of  RTOG  Protocol  83-13  were  re- 
cently published.'®  Twice-a-day 
radiation  therapy  was  delivered 
using  120  cGy  fractions  to  total 
doses  of  between  6720  cGy  and 
8160  cGy.  Higher  local  control 
rates  with  7200  and  7680  cGy  sug- 
gested an  improved  outcome.  A 
phase  III  study  is  underway  to 
compare  hyperfractionated  radio- 
therapy with  120  cGy  bid  with 
standard  fractionated  doses. 

Radiobiologically  altered  frac- 
tionation is  advantageous  in  se- 
lected cases;  nevertheless,  there 
are  other  factors  that  need  to  be 
considered.  The  emotional,  phys- 
ical and  financial  strain  on  the 
patient  and  family  can  be  signif- 
icant. Not  only  is  the  treatment 
physically  demanding,  but  the  lo- 
gistics of  twice  or  thrice-a-day 
transportation  to  a radiation  ther- 
apy facility  may  be  prohibitive.  In 
addition,  in  an  era  of  radiation 
technologist  shortage,  it  is  ex- 
tremely difficult  for  many  radia- 
tion therapy  facilities  to  employ 
this  mode  of  treatment  on  large 
numbers  of  patients. 

Computer  Assisted  Treatment 
Planning  and  Dosimetry 

Radiation  treatment  planning  is  a 
broad-based  term  given  to  the 
process  of  evaluating  a patient’s 


detectible  and  potential  tumor 
extent,  choosing  an  appropriate 
modality  (photons,  electrons, 
teletherapy,  brachytherapyj  and 
applying  that  modality  in  the  op- 
timum arrangement  and  tech- 
nique to  maximize  the  tumor  dose 
while  minimizing  the  normal  tis- 
sue dose.  Dosimetry  is  the  proc- 
ess of  calculating  the  dose  distri- 
bution provided  by  the  treatment 
planning  parameters.  In  the  last 
15  years,  several  new  technolo- 
gies have  dramatically  added  to 
the  available  solutions.  Foremost 
among  these  are  the  new  imaging 
techniques  of  computerized  to- 
mography (CT)  and  magnetic  res- 
onance imaging  (MRIj.  A second 
area  of  technologic  advance  is  the 
development  of  increasingly  in- 
expensive and  more  powerful 
mini  and  micro-computer  sys- 
tems dedicated  to  radiation  treat- 
ment planning  and  dosimetry. 

Computerized  tomography  has 
revolutionized  the  planning  of 
treatment,  both  because  it  can 
often  detect  the  presence  and  de- 
fine the  extent  of  a soft  tissue  mass 
which  could  not  otherwise  have 
been  seen,  and  because  it  has 
permitted  the  confident  localiza- 
tion of  uninvolved  organs  which 
one  would  like  to  spare  from  the 
consequences  of  irradiation."  The 
application  of  MRl  to  treatment 
planning  and  dosimetry  has  not 
yet  matured  to  the  point  where  its 
impact  can  be  assessed,  but,  like 
CT,  it  will  soon  become  an  inte- 
gral part  of  the  imaging  arma- 
mentarium available  to  the  radia- 
tion oncologist. 

In  the  early  1970s,  when  CT  and 
first  generation  treatment  plan- 
ning computers  became  avail- 
able to  a fortunate  few  institu- 
tions, analysis  was  limited  to  two- 
dimensional  considerations.  The 
computer  could  only  consider  one 
or,  at  best  a few,  transverse  sec- 
tions through  the  patient  and  re- 
quired that  the  radiation  beams 
be  parallel  to  those  sections.  Such 
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limitations  have  some  serious  de- 
fects. First,  the  physician  may  be 
lulled  into  a false  sense  of  secu- 
rity in  a plan  which  appears  sat- 
isfactory in  the  section  studied, 
but  may  have  serious  under  or*^ 
over-dosed  areas  in  other  unex- 
plored parts  of  the  treatment  vol- 
ume where  the  contour  may  dif- 
fer, or  the  relationships  between 
tumor  and  normal  tissues  may 
change.  In  addition,  by  limiting 
the  choices  to  co-planar  beams, 
one  is  prevented  from  trying  the 
most  sophisticated,  customized 
approach  to  optimizing  therapy. 

Now  that  computing  power  has 
increased,  and  computer  cost  has 
decreased,  we  are  beginning  to 
see  true  3 dimensional  systems 
which  are  available  to  any  size 
facility.  The  computer  can  now 
quickly  and  interactively  provide 
the  physician  with  a “beams  eye 
view,”  allowing  almost  infinite 
adjustment  of  beams  in  all  3 axes 
so  that  sensitive  normal  struc- 
tures like  the  spinal  cord,  kidney 
or  lens  can  be  spared  excessive 
dosage.  Multi-beam  or  rotational 
techniques,  which  used  to  take 
from  10  to  over  60  minutes  to  cal- 
culate, are  now  ready  in  seconds. 
In  the  past,  the  physician  might 
be  inclined  to  accept  the  initial 
plan  in  the  interest  of  expediency 
and  throughput;  now  he  or  she 
has  the  luxury  of  evaluating  mul- 
tiple plans  in  search  of  the  opti- 
mum beam  arrangement. 

Stereotactic  Radiosurgery 

In  most  clinical  settings,  radia- 
tion therapy  must  be  carefully 
planned  to  encompass  not  only 
the  entirety  of  the  primary  tumor, 
but  also  the  known  and  unknown 
lymphatic  extensions  of  the  tu- 
mor. This  unavoidably  entails 
covering  a volume  of  normal  tis- 
sues in  the  treatment  region.  All 
possible  techniques  to  limit  the 
amount  of  normal  tissue  dosage 
are  then  brought  into  play.  In 
some  “lucky”  settings,  however. 


the  lesion  to  be  treated  is  small, 
well  localizable  and  has  essen- 
tially no  capacity  to  have  unsus- 
pected regional  extensions.  For 
the  most  part,  this  situation  ob- 
tains for  intracranial  neoplasms 
and  arteriovenous  malformations 
(AVMs).  Conceptually,  one  could 
use  extremely  high  radiation 
doses  by  meticulously  planning 
the  therapy  to  sharply  avoid  any 
substantial  amount  of  normal 
brain  tissue.  The  high  radiation 
dose  to  the  lesion  should  result 
in  an  enhanced  control  rate,  while 
the  low  dose  to  the  surrounding 
tissues  should  minimize  early  and 
late  (ie  permanent)  toxicity. 

Radiosurgery  actually  began  in 
the  early  1950s  when  Lars  Leskel  1 , 
a Swedish  neurosurgeon,  modi- 
fied his  stereotaxic  surgical  frame 
to  accept  a narrowly  collimated 
orthovoltage  X-ray  beam.'^  In  ad- 
dition to  treating  small  tumors  and 
AVMs,  Leskell  and  his  colleagues 
also  used  the  technique  to  create 
therapeutic  areas  of  necrosis  (so 
called  thalamotomies)  for  relief 
of  intractable  pain.  Based  on  his 
early  success,  Leskell  sought  to 
improve  the  penetration  and  dis- 
tribution of  his  radiation  dosage, 
as  well  as  to  minimize  the  time 
and  number  of  beams  necessary. 
His  solution  was  to  use  a charged 
particle  beam,  which  exhibits  a 
phenomenon  known  as  a Bragg 
peak.  The  beam  will  pass  through 
tissue  without  depositing  much 
energy  until  it  reaches  a finite 
depth  (determined  by  its  energy) 
where  it  will  sharply  give  up  all 
its  energy  and  essentially  stop. 
The  proton  beam  from  a cyclo- 
tron was  chosen  as  the  modality. 
With  this  technique,  many  pa- 
tients were  successfully  treated  for 
AVMs,  pituitary  adenomas  and 
hyperpituitarism.  The  technique 
was  adapted  in  this  country  by 
Kjellberg  et  al  and  Fabrikant  et 
ai.'3  '4  \Yith  Bragg  peak  therapy, 
single  doses  of  from  2000  to 
18,000  cGy  can  be  safely  and  ef- 


fectively administered. 

Another  technique,  which  was 
also  pioneered  by  Leskell,  is  the 
“Gamma  Knife”  technique,  using 
multiple  Cobalt  60  sources  geo- 
metrically arranged  to  produce 
pencil  beams  aimed  at  the  target 
of  interest.  The  prototype  unit 
contained  179  individual  1mm  di- 
ameter sources.  Subsequent 
“production  units”  have  been 
fashioned  with  201  separate 
sources,  thus  increasing  the  dose 
rate.  In  this  country,  most  of  the 
experience  has  come  from  the 
Presbyterian  University  Hospital 
of  Pittsburgh,  which  has  been  op- 
erating their  unit  since  August  of 
1987.  Patients  are  admitted  to  the 
hospital  the  day  before  treatment. 
The  next  morning,  the  patient  is 
brought  to  the  gamma  knife  suite. 
After  local  anesthesia  and  intra- 
venous sedation,  the  stereotactic 
frame  is  attached  by  4 pins  drilled 
into  the  outer  surface  of  the  pa- 
tient’s skull.  Once  fixed,  the  frame 
remains  in  place  until  the  treat- 
ment is  completed.  The  patient  is 
then  brought  to  the  Radiology  de- 
partment for  imaging.  This  may 
take  the  form  of  CT  scanning, 
magnetic  resonance  imaging,  ce- 
rebral angiography  or  orthogonal 
x-rays.  The  patient  is  brought  back 
to  the  treatment  suite  and  waits 
while  the  X,  Y and  Z coordinates 
of  the  target  area  are  chosen  and 
computerized  dosimetry  is  per- 
formed. The  patient  is  then 
“docked”  with  the  gamma  knife 
unit  itself,  and  after  precise  po- 
sitioning, the  treatment  is  given. 
Depending  on  the  dose  required, 
the  treatment  may  take  from  one 
to  several  hours.  Fewer  than  20% 
of  the  patients  experience  mild 
headache,  nausea  or  vomiting.  Of 
the  210  patients  treated  in  Pitts- 
burgh, 96%  were  discharged 
within  24  hours  of  treatment.'^ 
Some  degree  of  field  shaping  is 
possible  by  plugging  some  of  the 
201  source  apertures,  so  that,  for 
instance,  the  optic  chiasm  can  be 
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shielded  while  delivering  a high 
dose  to  the  pituitary  gland. 

The  latest  technique  for  doing 
radiosurgery  involves  the  use  of 
a linear  accelerator  as  the  source 
of  radiation.  These  units  are  var- 
iously referred  to  as  the  “X-ray 
knife,”  “photon  blade”  or  “linac 
scalpel.”  The  first  radiosurgically 
modified  linear  accelerator  in  this 
country  was  established  at  the 
Brigham  and  Women’s  Hospital 
in  1986.  Since  that  time,  approx- 
imately 40  other  centers  have 
started  similar  programs.  The  ac- 
celerators are  modified  to  pro- 
duce pencil  beams  from  12  to 
30mm  in  diameter.  The  beam  is 
delivered  in  a series  of  non-co- 
planar  180  degree  arc  rotations. 
At  some  centers,  a computer  con- 
trols the  motions,  and  may  also 
rotate  the  treatment  couch  dy- 
namically during  radiation  to  fur- 
ther refine  (and  confine)  the  dose 
distribution.  The  main  advantage 
of  the  linear  accelerator  based 
units  are  the  increased  dose  rate, 
and  the  lack  of  need  of  replacing 
multiple  cobalt  sources  as  they 
decay  in  activity. 

As  noted  above,  radiosurgery 
has  been  used  for  a variety  of  ma- 
lignant as  well  as  non-malignant 
disease.  Early  results  have  been 
mixed.  Most  groups  reporting  on 
AVM  treatment  show  a 60  to  90% 
complete  response  rate  with  a low 
incidence  of  serious  toxicity.  The 
results  with  acoustic  neuromas 
indicate  an  85%  control  rate,  but 
a 25%  incidence  of  facial  weak- 
ness and  a 60%  incidence  of 
hearing  deterioration.  For  pitui- 
tary adenomas,  one  can  find  evi- 
dence for  an  85  to  90%  long  term 
control  rate,  with  a 10  to  15%  in- 
cidence of  hypopituitarism.  Other 
lesions  being  treated  by  radio- 
surgery include  astrocytomas, 
glioblastomas,  metastatic  le- 
sions, meningiomas,  craniopha- 
ryngiomas, pinealomas,  ependy- 
momas, medulloblastomas  and 
hemangioblastomas.  In  addition. 
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some  groups  are  investigating  ra- 
diosurgery as  an  adjunct  to  con- 
ventional RT.  There  are  no  re- 
ported series  yet  for  these  entities 
from  which  to  draw  any  mean- 
ingful conclusions. 

Brachytherapy 

Brachytherapy  is  carried  out  by 
placing  radioactive  sources  within 
or  at  the  immediate  vicinity  of  a 
tumor.  The  following  techniques 
are  available  to  achieve  this 
placement:  intraluminal,  intersti- 
tial, intracavitary,  or  surface- 
mould.  Modern  era  brachyther- 
apy began  in  the  1950s  when 
Henschke  in  the  US  and  Pierquin 
and  Chassagne  in  France  intro- 
duced the  afterloading  tech- 
nique.'®''^ The  advent  of  com- 
puters has  allowed  compre- 
hensive display  of  the  dose  dis- 
tribution surrounding  radioactive 
implants.  Currently  a resurgence 
of  interest  is  occurring  because 
of  technological  developments  in 
radioactive  nuclides,  instrumen- 
tation, and  remote-afterloading 
devices. 

Radium  as  the  implant  source 
was  used  almost  exclusively  in  the 
first  half  of  this  century.  The  con- 
tinuing proliferation  of  man-made 
radioactive  nuclides  of  different 
source  energies,  such  as  iridium- 
192,  cesium-137,  iodine-125,  and 
palladium-103  has  allowed  easier 
shielding  and  protection.  Tech- 
nological improvements  have 
provided  miniaturization  of  radio- 
active sources,  as  well  as  sources 
with  high  specific  activity.  Prog- 
ress in  the  plastics  and  electron- 
ics industries  gave  birth  to  so- 
phisticated treatment  applicators 
and  remote-afterloading  devices 
that  allow  accurate  mobilization 
of  sources  from  a protected  stor- 
age safe  via  flexible  transit  tubes 
to  the  treatment  applicator  by  re- 
mote control.  The  concept  of  af- 
terloading the  radiation  sources 
into  rigid  or  non-rigid  guide  sys- 
tems, that  have  been  carefully  im- 


planted according  to  a pre- 
planned pattern,  greatly  reduced 
radiation  exposure  while  achiev- 
ing precision  in  the  implantation. 

Traditional  brachytherapy  is 
different  from  external  beam  ther- 
apy in  that  the  irradiation  is  given 
continuously  at  a low  dose  rate 
over  several  days.  The  radiobio- 
logical effect  is  different.  The  le- 
sions treated  are  usually  selected 
by  their  anatomical  accessibility 
and  relative  small  size.  The  phys- 
ical dose  distribution  is  very  dif- 
ferent from  external  beam  irradia- 
tion because  dosage  is  localized 
to  the  target  volume  with  rapid 
fall-off  in  adjacent  normal  tis- 
sues. Recently,  high  dose  rate  ra- 
diation sources  have  been  uti- 
lized in  brachytherapy.  The  high 
specific  activity  of  iridium-192  al- 
lowed production  of  the  sources 
in  very  small  dimensions,  and  its 
relative  low  energy  gamma  emis- 
sions limit  the  dose  penetration 
to  adjacent  normal  tissues.  High 
dose  rate  brachytherapy  ex- 
panded the  utility  of  this  modality 
into  more  anatomical  sites,  such 
as  bronchus,  brain  and  esopha- 
gus. Combined  with  the  sophis- 
tication of  computerized  after- 
loading systems,  these  sources 
can  be  withdrawn  incrementally 
through  an  applicator  and  dwell 
for  a given  period  of  time  in  each 
stop  position  to  create  an  optim- 
ized dose  distribution. 

As  curative  treatment,  brach- 
ytherapy has  given  good  results 
in  select,  early,  radiocurable  can- 
cers. In  the  head  and  neck  area, 
many  upper  aerodigestive  tumors 
are  accessible  to  direct  instru- 
mentation, such  as  the  lips,  oral 
cavity,  buccal  mucosa,  oral 
tongue,  and  floor  of  mouth.  The 
cure  rates  of  70%-90%  for  early 
lesions  compare  favorably  with 
surgery  or  external  beam  ther- 
apy.'® The  advantage  over  exter- 
nal beam  therapy  is  the  sparing 
of  salivary  tissues  and  other  cer- 
vicofacial tissues.  It  is  ideal  as  a 
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supplemental  treatment  boost  to 
external  beam  therapy  in  order  to 
take  a smaller  volume  to  a high 
dose.  It  is  also  an  alternative  to 
surgery  or  chemotherapy  for  lo- 
cally recurrent  tumors  or  new  pri- 
maries in  previously  irradiated 
areas.  Recurrent  nasopharyngeal 
cancer  is  very  effectively  treated 
by  this  method.  In  gynecological 
tumors,  the  results  of  cesium-137 
and  iridium-192  as  substitutes  for 
radium-226  have  maintained  the 
excellent  results  long  estab- 
lished.’^'* Early  lesions  of  the 
bladder,  penis,  and  prostate  have 
been  treated  with  success  rates 
comparable  to  surgical  treat- 
ment.”’•2'  For  tumors  of  the  ano- 
rectal regions,  select  early  le- 
sions yield  tumor  control  rates  of 
70%-80%.^^  In  the  management  of 
breast  cancer,  breast  preserva- 
tion for  small  (T-1,  T-2)  primary 
tumors  can  be  achieved  with  good 
cosmesis  through  the  combina- 
tion of  external  beam  therapy  and 
brachytherapy  as  treatment 
boost. 

Many  tumors  are  now 
treated  palliatively  by 
brachytherapy  in  areas  such 
as  the  brain,  esophagus, 
bronchus,  pancreas  and  bile 
ducts. 

Many  tumors  are  now  treated 
palliatively  by  brachytherapy  in 
areas  such  as  the  brain,  esopha- 
gus, bronchus,  pancreas  and  bile 
ducts.  In  general,  they  provide 
short  duration  of  symptom  relief. 

Future  developments  are  aimed 
at  defining  the  role  of  brachyther- 
apy in  current  cancer  treatment 
by  exploring  its  application  for  the 
various  types  of  tumors  at  differ- 
ent anatomical  sites.  Towards  this 
goal  clinical  trials  are  conducted 
to  evaluate  brachytherapy  used 
alone  or  in  combination  with 
other  modalities,  such  as  hy- 
perthermia and  chemother- 
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Hyperthermia 

The  effect  of  heat  on  malignant 
tumors  was  first  appreciated  by 
Hippocrates.  In  the  nineteenth 
century,  this  phenomenon  was 
rediscovered  by  Busch  who  de- 
scribed the  spontaneous  disap- 
pearance of  a soft  tissue  sarcoma 
following  a high  fever  in  a patient 
with  erysipelas.^’'  Subsequent  at- 
tempts at  inducing  fevers  in  can- 
cer patients  with  pyrogenic  toxins 
demonstrated  some  marginal  re- 
sponses. 

In  the  early  1900s,  the  devel- 
opment of  radiofrequency  gen- 
erators stimulated  some  initial 
enthusiasm  for  localized  hyper- 
thermia treatment;  however  this 
was  short-lived.  Over  the  last  two 
decades,  renewed  interest  in  this 
modality  followed  a number  of 
systematic  laboratory  investiga- 
tions which  demonstrated  that 
hyperthermia,  either  alone  or  in 
conjunction  with  radiation  ther- 
apy or  chemotherapy,  could  en- 
hance the  killing  of  tumor  cells. 
These  studies  continue  to  sup- 
port the  use  of  hyperthermia  in 
cancer  therapy. 

There  are  a number  of  complex 
interactions  that  occur  when  heat 
is  combined  with  radiation  ther- 
apy. The  net  effect  of  these 
changes  has  been  a thermal  en- 
hancement of  radiation  sensitiv- 
ity. The  sensitizing  effect  of  heat 
given  in  conjunction  with  radia- 
tion is  due  to  two  different  fac- 
tors. The  first  is  that  hyperthermia 
has  been  shown  to  inhibit  repair 
of  radiation  damage.^*  The  sec- 
ond is  that  two  types  of  cells  that 
are  relatively  radiation  resistant 
(hypoxic  cells  and  S phase  cells) 
have  been  found  to  be  particu- 
larly heat  sensitive.  The  fact  that 
human  tumors  frequently  contain 
hypoxic  regions  as  well  as  cells 
dispersed  throughout  all  phases 
of  the  cell  cycle  supplies  the  the- 
oretical rationale  for  employing 
these  complementary  modalities 
in  hopes  of  enhancing  cellular  cy- 


totoxicity. 

Numerous  clinical  studies  have 
reported  on  the  efficacy  of  hy- 
perthermia given  alone  or  in  con- 
junction with  radiotherapy.  The 
majority  of  these  reports  have  in- 
volved the  treatment  of  superfi- 
cial tumors  because  of  their  rel- 
ative accessibility  for  heating 
when  compared  to  more  deeply 
seated  tumors.  In  a recently  up- 
dated review,  Overgaard  found 
surprisingly  consistent  results 
when  looking  at  response  rates  in 
collected  series  of  patients  with 
superficial  tumors.  This  was  true 
even  though  radiation  dose  and 
fractionation  as  well  as  hyper- 
thermia techniques  varied  greatly 
from  study  to  study.  Complete  re- 
sponse rates  for  patients  treated 
with  hyperthermia  alone  were 
about  15%,  with  radiotherapy 
alone  about  35%,  and  with  com- 
bined radiotherapy  and  hyper- 
thermia approximately  70%. 
Treatment  related  toxicity  con- 
sisted primarily  of  thermal  burns 
and  occurred  in  about  15%  of  pa- 
tients.*”*' In  another  more  recent 
study,  Steeves  did  a matched-pair 
analysis  of  multiple  lesions  in  pa- 
tients where  one  lesion  received 
radiation  alone  while  the  other  re- 
ceived radiation  plus  hyperther- 
mia. In  this  series,  combined  mo- 
dality treatment  demonstrated  a 
statistically  significant  improve- 
ment in  response  rate  (45%  vs 
30%). *4 

Perez  et  al  have  reported  their 
results  using  combined  hyper- 
thermia and  radiotherapy  for  lo- 
cally recurrent  chest  wall  disease 
in  breast  cancer.  Although  this 
non-randomized  trial  is  limited  by 
its  use  of  historic,  radiation  only 
controls,  its  positive  results  are 
still  encouraging.  In  this  study, 
smaller  chest  wall  lesions  had  a 
marked  improvement  in  com- 
plete response  rates  when  hy- 
perthermia was  given  in  conjunc- 
tion with  radiotherapy  versus 
radiotherapy  alone  (80%  vs  33%). 


October,  1990  — Vol.  73 


471 


In  addition,  an  analysis  of  tumor 
control  rates  (defined  as  freedom 
from  disease  progression  for  more 
than  6 months  following  comple- 
tion of  treatment)  also  revealed 
improvement  for  those  receiving 

combined  modality  treatment.'^^ 

Another  disease  site  where  hy- 
perthermia has  been  studied  is  in 
the  management  of  metastatic 
melanoma.  Kim  et  al  treated  more 
than  100  metastatic  melanoma  le- 
sions in  38  patients  with  radio- 
therapy alone  or  in  conjunction 
with  hyperthermia.  Once  again  the 
overall  tumor  control  rate  of  the 
combined  therapy  group  was  su- 
perior to  radiotherapy  alone  (75% 
vs  46%).  In  addition,  normal  tis- 
sue toxicity  was  comparable  be- 
tween the  two  groups. Although 
survival  was  not  evaluated  in  this 
study,  there  is  data  which  suggest 
that  patients  with  recurrent  mel- 
anoma who  achieve  local  control 
at  the  site  of  initial  metastasis  may 
have  an  actual  survival  advantage 
over  those  who  do  not.^^ 


. . . a combined  hyper- 
thermia! radiotherapy  ap- 
proach continues  to  show 
promise  in  improving  tumor 
response  and  local  control 
in  cancer  patients  for  whom 
conventional  therapy  offers 
low  efficacy. 


A third  site  where  a combined 
hyperthermia/radiotherapy  ap- 
proach has  been  extensively 
studied  and  shows  promise  is  in 
the  management  of  neck  node 
metastases  from  squamous  car- 
cinomas. In  one  recent  series,  38 
patients  with  a total  of  81  multiple 
neck  node  metastases  were 
treated  with  either  radiotherapy 
alone  or  in  conjunction  with  hy- 
perthermia.2®  Patients  had  one  of 
their  neck  nodes  treated  with  hy- 
perthermia and  radiation  and  the 
remaining  nodes  treated  with  ra- 


diotherapy alone.  Complete  re- 
sponse rates  in  this  series  were 
79%  for  lesions  treated  with  com- 
bined therapy  versus  42%  for 
those  treated  with  radiotherapy 
alone.  At  two  years  following 
treatment,  local  tumor  control  was 
also  significantly  improved  in  the 
combined  treatment  group. 

Recent  technical  advances  in 
heat  delivery  allow  greater  acces- 
sibility to  more  deeply  seated  le- 
sions. Current  investigations  are 
underway  to  study  the  potential 
role  of  hyperthermia  at  a number 
of  different  sites  including  ad- 
vanced pelvic  tumors,  unresect- 
able  sarcomas,  and  CNS  neo- 
plasms. 

Both  laboratory  and  clinical 
work  support  a role  for  hyper- 
thermia in  cancer  therapy.  At  this 
time,  a combined  hyperthermia/ 
radiotherapy  approach  continues 
to  show  promise  in  improving  tu- 
mor response  and  local  control 
in  cancer  patients  for  whom  con- 
ventional therapy  offers  low  effi- 
cacy. Current  research  efforts  are 
aimed  at  further  elucidating  the 
mechanisms  of  hyperthermic  cell 
kill  as  well  as  improving  the  tech- 
nology of  its  application.  Novel 
approaches  such  as  interstitial 
thermoradiotherapy  and  trimo- 
dality therapy  (hyperthermia,  ra- 
diotherapy, and  chemotherapy) 
are  other  avenues  of  active  hy- 
perthermia research. 

Conclusion 

We  are  experiencing  an  exciting 
period  in  radiation  oncology  with 
respect  to  the  potential  for  im- 
provement in  the  therapeutic  ra- 
tio made  possible  by  the  new 
techniques  and  technologies  pre- 
sented in  this  article.  It  is  too  early 
to  say  what  the  impact  of  these 
new  advances  will  be  on  the  out- 
come of  treatment,  but  it  is  hard 
to  imagine  that  it  will  not  be  both 
beneficial  and  substantial.  Mor- 
bidity of  therapy  should  certainly 
be  reduced.  It  is  likely,  too,  that 


tumor  control,  and  hence  long 
term  survival,  will  be  improved 
both  through  more  complete  tu- 
mor coverage  and,  by  taking  ad- 
vantage of  the  improved  ability  to 
spare  normal  tissues,  by  allowing 
more  aggressive  tumor  therapy. 

What  do  the  1990s  hold  for  fur- 
ther improvement  in  the  efficacy 
of  radiation  therapy?  Work  is  al- 
ready underway  on  refining  com- 
bined modalities  of  treatment  (bi- 
ological response  modifiers, 
combinations  of  chemotherapy 
and  radiation,  “magic  bullet”  type 
systemic  radiation  through  radio- 
actively  tagged  tumor  immune 
complexes).  In  addition,  we  can 
expect  more  precise  delivery  of 
radiation  through  more  sophisti- 
cated computer  control,  includ- 
ing real-time  monitoring  and 
feedback  loop  adjustment  of  daily 
treatment  by  remote,  or  even  in- 
situ  detectors. 

While  we  wait  for  our  basic  sci- 
ence colleagues  to  unlock  the  ul- 
timate molecular  secrets  of  the 
various  diseases  we  call  cancer, 
and  provide  the  genetic  tools  or 
vaccines  to  prevent  them,  we  are 
faced  with  one  million  new  can- 
cer patients  each  year  who  must 
be  offered  the  best  possible 
chance  for  cure.  Hopefully,  we 
have  taken  a meaningful  step  in 
that  direction  with  the  advances 
presented  here. 
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Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 
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BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hgl  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis)  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0 8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and^r  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavaiiability  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction 
may  be  required  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  If  clearly  needed. 
Verapamil  Is  exaeted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng  verapamil 
use 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2  7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (18%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (14%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  unnation,  spotty  menstruation. 
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A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 


HYPERTENSION 

180-mg  Calan  SR...once-dailY,  single-agent  therapy 


- 


• Efficacy  proven  comparable  to  240  mg^ 

• 24-hour  control  with-once-daily  dosing^* 

• Low-dose,  well-tolerated'  therapy' 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Caian  SR  should  be  administered  with  food, 

'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Caian  SR. 

■Price  comparison  versus  240-mg  Caian  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 
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Post-Mastectomy  Reconstruction  of  the 
Breast  Utilizing  the  Transverse  Rectus 
Abdominis  Myocutaneous  Flap 

Armand  D.  Versaci,  MD 


. . . there  are  still  many  pa- 
tients who  are  not  suitable 
candidates  for  the  opera- 
tions that  rely  on  the  use  of 
alloplastic  materials. 


Introduction 

During  the  past  10  years  we  have 
seen  an  enormous  growth  in  in- 
terest for  post-mastectomy  breast 
reconstruction.  This  phenome- 
non has  been  fueled  by  the  intro- 
duction of  the  tissue  expander 
which  is  used  to  provide  skin  cov- 
erage for  a silastic  breast-shaped 
prosthesis.'  2 The  expander  is 
placed  beneath  the  skin  and  mus- 
cles of  the  lower  thoracic  region, 
and  then  slowly  inflated  with  sa- 
line. After  a skin  mound  of  ap- 
propriate size  develops,  a silastic 
prosthesis  is  exchanged  for  the 
expander  thereby  creating  a breast 
reconstruction. 

The  latissimus  dorsi  myocuta- 
neous flap  was  re-discovered  just 
prior  to  this  time.^-®  For  a period 
of  time  it  was  considered  to  be 
the  ideal  way  to  reconstruct  the 
breast.  Although  it  was  utilized 
successfully  by  many  surgeons. 
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there  were  others  who  felt  that 
there  were  definite  deficiencies 
in  the  quality  of  the  reconstruc- 
tions achieved.  In  1979  Robbins 
and  in  1982  Hartrampf  reported 
on  their  studies  and  successes  in 
the  use  of  the  lower  abdominal 
skin  and  fat,  which  is  carried  on 
the  rectus  abdominis  muscle 
pedicle,  for  the  reconstruction  of 
the  breast.®  ^ This  has  become 
known  as  the  TRAM  flap  (trans- 
verse rectus  abdominis  myocu- 
taneous flap)  method  of  breast  re- 
construction. 

Since  the  transverse  rectus  ab- 
dominis myocutaneous  flap  was 
first  developed,  it  was  recognized 
as  having  the  potential  for 
superseding  the  then  popular  la- 
tissimus dorsi  myocutaneous  flap 
method  of  breast  reconstruction. 
In  fact,  it  has  become  the  bench- 
mark for  measuring  the  quality  of 
every  method  that  relies  on  the 
use  of  autologous  tissues  in  the 
reconstruction. 

We  have  been  using  the  method 
and  find  that,  although  it  is  a ma- 
jor surgical  procedure,  the  quality 
of  the  reconstruction  achieved,  in 
a select  group  of  patients,  war- 
rants that  we  continue  its  use 
when  we  are  convinced  that  one 
of  the  simpler  methods  will  not 
be  as  good. 


The  simpler  methods  rely  on 
the  use  of  a silastic  breast  pros- 
thesis to  create  the  breast 
mound.*"  It  is  the  most  com- 
monly used  method  of  breast  re- 
construction. Its  applicability  has 
been  enhanced  by  the  introduc- 
tion of  the  tissue  expander.  Al- 
though its  use  has  extended  the 
indications  for  the  use  of  breast 
prostheses,  there  are  still  many 
patients  who  are  not  suitable  can- 
didates for  the  operations  that  rely 
on  the  use  of  alloplastic  mate- 
rials. This  latter  group  of  patients 
form  the  basis  for  this  report  on 
the  use  of  the  TRAM  flap  method 
of  breast  reconstruction.  The  au- 
thor has  performed  26  TRAM  flap 
breast  reconstructions  over  the 
past  several  years.  Most  were  per- 
formed during  the  past  2 years. 

Patient  Selection 

Some  patients  refuse  to  consider 
reconstruction  if  the  reconstruc- 
tion involves  the  use  of  a silastic 
implant.  They  are  aware  of  the 
TRAM  flap  method  of  reconstruc- 
tion and  often  request  it  (figure 
1).  The  TRAM  method  is  indi- 


ABBREVIATIONS  USED: 

TRAM  flap:  transverse  rectus 
abdominis  myocutaneous 
flap 
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cated  when  a radical  mastectomy 
has  been  performed,  or  when  the 
pectoral  muscles  have  been  de- 
nervated  during  the  performance 
of  a modified  radical  mastec- 
tomy. Radiation  damage  of  the 
skin  also  precludes  the  use  of  al- 
loplastic  materials  but  not  the 
TRAM  flap  which  derives  its  blood 
supply  from  the  rectus  abdominis 
muscle  (superior  epigastric  ves- 
sels). Previous  failures  with  other 
methods  is  another  indication,  as 
is  the  presence  of  a large  oppo- 
site breast  which  cannot  be  easily 
matched  by  any  other  method  of 
reconstruction.  The  use  of  the 
method  is  predicated  on  the  pres- 
ence of  a favorable  abdomen  that 
is  free  of  scarring  in  the  critical 
area  of  blood  supply  to  the  mus- 
cle and  the  proposed  skin  flap. 
The  final  consideration  is  the 
health  status  of  the  patient  that 
will  allow  for  the  operation  to  be 
safely  undertaken.  Obesity  is  one 
of  the  important  health  consid- 
erations since  the  incidence  of 
complications  does  rise  in  over- 
weight patients. 

Surgical  Technique 

In  brief,  a transversely  oriented 
flap  of  skin  and  fat  is  designed 
and  raised,  but  it  is  left  attached 
to  one  of  the  rectus  abdominis 
muscles  with  its  overlying  ante- 
rior rectus  sheath  (figure  2).  The 
donor  muscle  is  divided  along 
with  the  inferior  epigastric  ves- 
sels just  above  the  inguinal  area. 
The  muscle  is  then  freed  from  its 
bed  along  with  the  anterior  rectus 
fascia.  The  entire  unit  is  freed  up- 
wards to  the  level  of  the  costal 
margin.  A subcutaneous  tunnel  is 
created  above  this  point  toward 
the  area  of  the  proposed  breast 
reconstmction  (figure  3).  The  skin 
flap  along  with  the  muscle  is 
passed  through  the  tunnel  where 
it  will  ultimately  become  the 
breast  mound.  The  breast  is  re- 
constructed by  tailoring  the  avail- 
able tissue  into  the  new  breast 


Figure  1.  Patient  Selection 


PATIENT  SELECTION 

• Patient's  desire 

• Radical  mastectomy 

• Radiation  damage 

• Absent  or  denervated  pectoralis  muscle 

• Large  breast 

• Previous  failures  with  other  methods 

• Favorable  abdomen  and  health  status 


Figure  2.  The  left  rectus  abdominis  muscle  has  been  sectioned  at  its  caudal 
margin.  The  inferior  epigastic  vessels  have  been  divided.  The  muscle,  along 
with  the  transverse  abdominal  flap,  has  been  elevated  out  of  its  bed.  The 
circulation  of  the  unit  is  supplied  by  the  superior  epigastic  artery  which 
is  the  terminal  branch  of  the  internal  mammary  artery. 


shape  and  then  suturing  it  in 
place.  The  modeling  must  be 
done  artistically  if  a pleasing 
shape  is  to  be  achieved. 

Complications 

The  incidence  of  complications 
increases  in  patients  who  are 
moderately  obese,  and  is  found 
to  be  greatest  in  patients  who  are 
very  obese. The  presence  of 
obesity  therefore  becomes  one  of 
the  important  factors  in  selecting 
patients  for  the  TRAM  operation 
(figure  4). 


The  dreaded  complication  is 
the  loss  of  viability  of  the  trans- 
posed flap  due  to  the  failure  of 
maintainiiig  the  patency  of  the 
vascular  pedicle.  This  may  be  due 
to  one  of  two  factors.  A misjudg- 
ment  may  occur  in  recognizing 
the  area  of  skin  and  fat  that  is 
sufficiently  vascularized  to  with- 
stand transfer.  Areas  of  tissue  with 
marginal  circulation  may  appear 
appropriately  vascularized  prior 
to  transfer,  but  in  fact  cannot 
withstand  the  trauma  of  transpo- 
sition. Experience  has  shown  that 
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one  should  err  on  the  conserva- 
tive side  when  assessing  tissue 
viability. 

Radiation  damage  to  the 
skin  also  precludes  the  use 
of  alloplastic  materials  but 
not  the  TRAM  flap  which 
derives  its  blood  supply 
from  the  rectus  abdominis 
muscle  . , . 

The  second  misjudgment  oc- 
curs at  the  time  of  transfer  when 
inadequate  length  of  the  muscu- 
lar pedicle,  twisting  of  the  ped- 
icle, or  tension  across  the  pedicle 
i may  lead  to  flap  necrosis.  Today 
I some  surgeons  use  two  pedicles 
to  insure  that  the  circulation  to 
the  flap  is  adequate.  Other  sur- 
geons double  the  circulation  to 
the  transposed  flap  by  doing  mi- 
crovascular  anastomoses  be- 
tween the  divided  inferior  epigas- 
tric vessels  and  vessels  within  the 
axilla.  Our  preference  is  to  use 
only  one  pedicle,  and  to  limit  the 
amount  of  skin  flap  being  har- 
vested on  the  side  of  the  abdo- 
men opposite  to  the  muscle  flap 
being  used. 

The  third  complication  is  the 
development  of  an  incisional  her- 
nia through  the  repaired  rectus 
fascia  that  overlies  the  rectus  ab- 
dominis muscle. 

To  date  we  have  had  partial 
losses  of  the  distal  end  of  two  flap 
I transfers.  They  were  due  to  the 
I transposition  of  tissue  whose  dis- 
tal margin  was  in  an  area  of  ques- 
j tionable  circulation.  The  first  loss 
; of  tissue  was  small,  so  it  was  pos- 
sible to  modify  the  inset  of  the 
pedicle  flap.  The  loss  did  not  sig- 
nificantly detract  from  the  quality 
of  the  reconstruction.  The  second 
was  larger  in  size.  The  granulat- 
I ing  wound  was  healed  by  apply- 
) ing  a skin  graft,  and  subsequently 
removing  it  when  the  inset  was 
modified. 

The  third  loss  was  more  exten- 
i sive.  It  was  due  to  the  twisting  of 


Figure  3.  The  flap  is  shown  being  transposed  to  the  thoracic  region  through 
a subcutaneous  tunnel.  Once  transposed,  the  donor  area  is  sutured  and 
the  flap  is  then  fashioned  into  a breast  mound. 


Figure  4.  Major  Complications 


MAJOR  COMPLICATIONS  Cases  26 


• Flap  necrosis 

Minor 

Major 

• Incisional  hernia 

• Phlebitis 

the  pedicle  which  occurred  at  the 
time  that  the  musculocutaneous 
flap  was  transferred.  The  dimi- 
nution in  the  circulation  that  re- 
sulted was  not  appreciated  at  the 
time  of  surgery.  Loss  of  the  distal 
one-half  of  the  flap  resulted.  The 
reconstruction  was  salvaged  by 
adding  a breast  implant  beneath 
the  segment  of  the  transposed  flap 
that  survived.  The  secondary  pro- 
cedure was  carried  out  after  the 
wound  had  healed. 

A ventral  hernia  developed  in 
one  patient.  The  abdominal 


2 

1 

1 

0 

wound  was  explored,  and  a sep- 
aration had  occurred  in  a limited 
section  of  the  sutured  rectus  fas- 
cia. This  was  repaired  by  identi- 
fying the  two  sides  of  the  rectus 
sheath  and  the  medial  edge  of  the 
external  oblique  fascia.  A two 
layer  closure  was  utilized  and  it 
resulted  in  a successful  repair. 
The  two  edges  of  the  rectus  fascia 
were  sutured  together.  The  repair 
was  reinforced  by  advancing  the 
fascia  of  the  external  oblique 
muscle  and  suturing  it  over  the 
first  layer  of  the  repair. 
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Discussion 

Patient  selection  is  the  most  im- 
portant factor  when  contemplat- 
ing TRAM  flap  reconstructive  sur- 
gery of  the  breast.  Since  there  are 
many  methods  of  reconstruction 
available,  broad  experience  in  the 
use  of  all  available  methods  of 
reconstruction  are  critical  in  the 
selection  process.  One  method 
may  be  clearly  superior  in  a spe- 
cific situation.  In  other  situations, 
more  than  one  method  may  be 
used  with  the  expectation  that  an 
acceptable  reconstruction  will  re- 
sult. In  certain  select  cases,  the 
TRAM  method  is  the  only  one 
which  will  satisfy  the  tissue  needs 
of  the  reconstruction  and  still  be 
done  with  an  acceptable  surgical 
risk. 

The  transposition  of  the  flap  as 
an  initial  event  is  the  beginning 
of  the  reconstructive  process.  In 
the  ideal  situation,  the  only  other 
stage  is  that  of  reconstructing  the 
nipple-areola  complex  if  the  pa- 
tient desires  it.’^  '"'  This  can  be 
done  by  employing  a variety  of 
surgical  techniques.  In  other 
cases,  some  additional  proce- 
dure must  be  done  at  the  time  of 
the  nipple-areola  reconstruction 
in  order  to  improve  upon  the 
quality  of  the  reconstruction.  This 
includes  fine  tuning  of  the  mound, 
or  surgery  to  achieve  symmetry  by 
performing  an  augmentation, 
mastopexy  or  reduction  mam- 
maplasty  on  the  remaining  breast. 

One  patient,  whose  remaining 
breast  was  quite  large  but  whose 
abdominal  wall  was  thin,  desired 
the  TRAM  method  of  reconstruc- 
tion but  did  not  desire  a reduction 
mammaplasty  done  on  the  re- 
maining breast.  The  reconstruc- 
tion achieved  was  not  large 
enough  to  produce  a breast  which 
was  equivalent  in  size  of  the  re- 
maining breast.  Symmetry  was 
achieved  by  augmenting  the  re- 
construction by  placing  a pros- 
thesis beneath  the  transposed 
flap. 


In  several  patients  it  became 
necessary  to  do  a mastopexy  in 
order  to  elevate  the  opposite 
breast  to  the  level  of  the  recon- 
structed breast.  The  reduction 
mammaplasty  was  used  in  sev- 
eral cases.  As  a rule,  we  tend  not 
to  do  a reduction  mammaplasty 
as  the  standard  method  of  achiev- 
ing symmetry. 

In  three  patients,  the  definition 
of  the  inframammary  fold  was  in- 
sufficient to  produce  a pendulous 
appearing  breast.  The  fold  had  to 
be  defined  and  some  of  the  bulky 
fat  removed  from  the  lower  tho- 
racic area  by  suction-assisted  lip- 
ectomy.  We  have  not  had  this 
problem  in  recent  cases.  It  has 
been  obviated  by  clearly  defining 
the  inframammary  fold  as  the  in- 
itial step  in  creating  the  mound. 
Once  the  fold  is  created,  the 
shaping  of  the  skin  and  fat  can 
be  done  to  complete  the  recon- 
struction. Fullness  in  the  lower 
thoracic  region  due  to  the  pres- 
ence of  the  muscle  contained  in 
the  transfer,  will  still  be  noted. 
This  fullness  will  gradually  dis- 
appear as  the  muscle  atrophies. 

The  question  of  patient  ac- 
ceptance of  the  procedure  is  of 
paramount  importance  since  the 
procedure  is  one  of  some  mag- 
nitude. Our  experience  has  been 
that  patients  have  accepted  this 
method  as  one  which  produces  a 
fairly  normal  appearing  breast  that 
maintains  the  feel  of  normal  tis- 
sue: that  is,  the  mound  is  soft  and 
moves  in  a manner  similar  but 
not  fully  equal  to  the  remaining 
breast.  The  removal  of  a single 
rectus  abdominis  muscle  unit 
does  not  appear  to  detract  from 
the  patients  ability  to  do  ordinary 
tasks.  Diminution  in  strength  of 
the  abdominal  wall  has  not  been 
a complaint,  or  at  least  its  pres- 
ence has  been  an  acceptable 
trade  off  for  the  reconstruction.  1 
have  not  had  experience  with  the 
use  of  both  rectus  abdominis 
muscle  pedicles,  but  reports  in- 


dicate that  considerable  weak- 
ness of  the  abdominal  wall  does 
occur  when  both  muscles  are 
sacrificed. 

It  is  our  practice  to  have  pro- 
spective patients  for  TRAM  recon- 
struction speak  to  others  who 
have  had  the  surgery  before  mak- 
ing up  their  minds.  They  are  in- 
formed of  all  of  the  procedures 
that  are  available  for  their  specific 
reconstructions,  and  are  put  in 
contact  with  patients  who  have 
had  them.  The  encounters  give  the 
patient  the  opportunity  to  ask 
questions  and  to  receive  answers 
that  only  another  person  who  has 
experienced  the  reconstruction 
can  give.  A patient  who  is  pre- 
pared in  this  manner  and  accepts 
the  operation,  becomes  an  in- 
formed participant  in  the  opera- 
tion deemed  appropriate  for  her 
reconstruction. 

It  is  our  practice  to 
have  prospective  patients 
for  TRAM  reconstruction 
speak  to  others  who  have 
had  the  surgery  before 
making  up  their  minds. 

The  free  flap  method  of  tissue 
transfer  has  recently  been  ap- 
plied to  breast  reconstruction.  The 
rectus  abdominis  musculocuta- 
neous flap,  the  superior  gluteal 
flap  and  a lateral  thigh  flap  have 
been  carried  on  their  vascular 
pedicles,  transposed  to  the 
thorax,  and  then  revascularized 
by  utilizing  the  techniques  of  mi- 
crovascular  surgery.'^  '^ 

Summary 

Today  there  are  many  types  of  re- 
construction available  for  the  pa- 
tient with  a post-mastectomy  de- 
formity. Experience  with  all  the 
types  enables  the  surgeon  to  se- 
lect the  one  that  is  appropriate  to 
the  particular  reconstruction.  The 
TRAM  flap  method  is  one  which 
has  proven  to  be  an  excellent 
method  in  selected  cases.  It  is  one 
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that  can  result  in  the  reconstruc- 
tion of  an  attractive  breast,  yet  be 
done  with  an  acceptable  risk  of 
surgical  complication. 
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All  of  our  nurses  are 
experienced  in  the  latest  high- 
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nurses  provide  . . . 
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Primary  Extranodal  Non-Hodgkin’s 
Lymphoma  of  the  Extrahepatic  Biliary  Tract 


George  N.  Tzanakakis,  MD 
Michael  P.  Vezeridis,  MD 
Benjamin  T.  Jackson,  MD 
Jesus  V.  Rodil,  MD 
Kilmer  S.  McCully,  MD 


. . . non-Hodgkin*s  lym- 
phoma arising  primarily 
from  the  biliary  tree  is  a 
very  uncommon  entity  and 
obstructive  jaundice,  as  in- 
itial presenting  symptom  of 
lymphoma,  is  also  infre- 
quent. 


Extranodal  non-Hodgkin’s  lym- 
phoma is  a relatively  common  oc- 
currence,'''  and  lymphomatous 
infiltration  of  the  liver  and  biliary 
tree  are  commonly  seen  in  dis- 
seminated disease.'  However, 
non-Hodgkin’s  lymphoma  arising 
primarily  from  the  biliary  tree  is 
a very  uncommon  entity,'' and 


George  N.  Tzanakakis,  MD,  is  a 
Visiting  Investigator  with  the  De- 
partment of  Surgery,  Brown  Uni- 
versity, Providence,  Rhode  Is- 
land. 


Michael  P.  Vezeridis,  MD,  is  As- 
sociate Chief  of  Surgical  Service 
at  the  Veterans  Administration 
Medical  Center  and  Associate 
Professor  of  Surgery  at  Brown 
University,  Providence,  Rhode  Is- 
land. 


Benjamin  T.  Jackson,  MD,  is  Chief 
of  Surgical  Service  at  the  Veterans 
Administration  Medical  Center 
and  Professor  of  Surgery  at  Brown 
University,  Providence,  Rhode  Is- 
land. 
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obstructive  jaundice,  as  initial 
presenting  symptom  of  lym- 
phoma, is  also  infrequent.'' We 
are  reporting  a case  of  extranodal 
non-Hodgkin’s  lymphoma  arising 
from  the  extrahepatic  biliary  tract 
and  extending  into  the  pancreas 
with  obstructive  jaundice  as  the 
initial  presenting  symptom. 

Case  Report 

A 70-year-old  white  male  was  ad- 
mitted to  the  Providence  Veterans 
Administration  Medical  Center  on 
May  9,  1984  with  the  recent  onset 
of  jaundice.  He  had  a history  of 


Jesus  V.  Rodil,  MD,  is  Chief  of 
Laboratory  Service  at  the  Veter- 
ans Administration  Medical  Cen- 
ter and  Clinical  Assistant  Pro- 
fessor of  Pathology  at  Brown  Uni- 
versity, Providence,  Rhode  Is- 
land. 


Kilmer  S.  McCully,  MD,  is  Staff  Pa- 
thologist at  the  Veterans  Admin- 
istration Medical  Center  and 
Clinical  Associate  Professor  of 
Pathology  at  Brown  University, 
Providence,  Rhode  Island. 


diarrhea  for  one  year  and  inter- 
mittent sharp  left  upper  abdomi- 
nal quadrant  pain  radiating  to  the 
back  for  two  months.  The  pain 
usually  occurred  following  meals 
and  was  relieved  by  vomiting.  He 
had  lost  20  lbs  in  the  previous  five 
months.  His  past  medical  history 
was  remarkable  for  chronic  al- 
cohol abuse  and  atrial  fibrilla- 
tion, requiring  cardioversion  and 
digitalization.  Remarkable  find- 
ings on  physical  examination 
were  icteric  sclerae,  an  enlarged, 
non-tender  liver  extending  4cm 
below  the  right  costal  margin,  and 
varicosities  of  the  lower  extrem- 
ities. Abnormal  laboratory  find- 
ings included  a white  blood  cell 
count  of  16,100  with  32%  polys, 
8%  bands,  44%  lymphocytes,  4% 
monocytes,  1%  eosinophils  and 
11%  atypical  lymphocytes.  Bili- 
rubin was  9.0  mg/dl  with  a direct 
component  of  4.5  mg/dl,  alkaline 

ABBREVIATIONS  USED: 

CT:  computerized  tomography 
SCOT:  serum  glutamic  oxalo- 
acetic transaminase 
SCPT:  serum  glutamic  pyruvic 
transaminase 
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phosphatase  was  430  U/L,  SCOT 
was  109  U/L,  and  SGPT  was  68  U/ 
L.  Albumin  was  3.7  g/dl.  Ultra- 
sonography of  the  right  upper 
quadrant  showed  dilated  intra- 
hepatic  and  extrahepatic  biliary 
ducts.  A percutaneous  transhe- 
patic  cholangiogram  showed  di- 
lated right  intrahepatic  ducts, 
while  the  left  intrahepatic  duct 
failed  to  fill.  The  common  bile 
duct  showed  a filling  defect  in  the 
upper  portion  soon  after  exit  from 
the  liver.  The  distal  common  bile 
duct  was  slightly  dilated  and  the 
dye  was  able  to  pass  into  the  duo- 
denum. A CT  scan  of  the  abdo- 
men and  pelvis  showed  a mass 
in  the  area  of  the  head  of  the  pan- 
creas and  the  porta  hepatis.  The 
patient  was  subsequently  referred 
to  the  Surgical  Service  and  he 
underwent  an  exploratory  lapa- 
rotomy on  May  15,  1984.  At  ex- 
ploration, the  head  of  the  pan- 
creas was  edematous  and  large. 
There  was  thickening  and  fibrotic 
reaction  around  the  head  of  the 
pancreas  which  extended  over 
and  around  the  extrahepatic  bil- 
iary system.  The  common  bile 
duct  was  identified  with  difficulty 
by  dissecting  sharply  through 
hard,  gritty  tissue.  A cholecystec- 
tomy was  performed.  Multiple 
biopsies  were  obtained  from  the 
periportal  tissue  and  were  sent  for 
frozen  section,  which  showed 
chronic  inflammatory  reaction 
with  infiltrates  of  mononuclear 
cells. 

Four  transduodenal  tru-cut 
needle  biopsies  of  the  pancreas 
were  performed,  and  frozen  sec- 
tion showed  normal  pancreas  in 
all  four  specimens.  An  intraoper- 
ative cholangiogram  showed  a 
normal  appearing  distal  common 
bile  duct  and  an  area  of  stenosis 
at  the  junction  of  the  right  and  left 
hepatic  ducts.  A common  duct 
exploration  was  performed  and 
the  stenosis  of  the  proximal  duct 
was  dilated.  A T-tube  was  placed 
into  the  common  bile  duct.  Prior 


to  closing  the  abdomen,  a wedge 
biopsy  of  the  liver  was  obtained 
because  it  appeared  cirrhotic.  The 
post-operative  course  was  rela- 
tively benign,  and  he  was  dis- 
charged on  the  16th  postopera- 
tive day.  The  final  pathology 
report,  following  review  of  the 
permanent  sections,  was  atypical 
lymphoid  infiltrate  consistent  with 
malignant  lymphoma.  There  was 
a diffuse,  mixed  small  and  large 
cell  infiltrate  involving  portal  tis- 
sue, gallbladder  (fig.  1),  peripan- 
creatic  tissue  and  liver.  There  was 
nodular  regenerative  hyperplasia 
of  liver.  He  was  started  on  chem- 
otherapy with  cyclophospha- 
mide, vincristine,  prednisone  and 
adriamycin  but  following  a short 
downhill  course,  he  expired  on 
September  15,  1984.  An  autopsy 
showed  malignant  lymphoma  of 
the  common  bile  duct  also  in- 
volving the  head  of  the  pancreas 
(fig.  2)  porta  hepatis  (fig.  3)  and 
liver.  No  evidence  of  lymphoma 
was  found  in  the  paraaortic,  peri- 
pancreatic,  porta  hepatis,  axil- 
lary, inguinal  or  mediastinal 
lymph  nodes.  The  cause  of  death 
was  bilateral  bronchopneumo- 
nia. 


Discussion 

The  interesting  features  of  this 
case  are  the  origin  of  lym- 
phoma from  the  extrahepatic  bil- 
iary tract  and  the  initial  presen- 
tation with  obstructive  jaundice. 
Both  these  features  represent  rare 
occurrences.'  Freeman  et  aF 
reviewed  1,467  cases  of  non-dis- 
seminated  extranodal  non-Hodg- 
kin’s lymphoma  and  found  only 
6 cases  involving  the  liver  and  the 
biliary  system  and  9 cases  involv- 
ing the  pancreas.  The  number  of 
cases  originating  in  the  biliary 
tract  is  not  specified  in  that  re- 
port. The  only  well  documented 
case  of  extranodal  non-Hodgkins 
lymphoma  arising  from  extrahe- 
patic bile  ducts  was  reported  by 
Nguyen  in  1982.'  The  pancreas  is 
involved  in  the  1.3%  of  patients 
with  intra-abdominal  non-Hodg- 
kin’s lymphomas.  The  vast  ma- 
jority of  these  patients  have  mas- 
sive periaortic  or  retroperitoneal 
lymphadenopathy.^’ ® Sporadic 
cases  of  isolated  pancreatic  and 
peripancreatic  involvement  have 
been  reported  in  the  litera- 
ture.^' " 

Obstructive  jaundice  is  a rare 
initial  manifestation  of  lym- 


Figure  1.  The  mucosa  of  gallbladder  wall  is  thickened  and  infiltrated  by 
lymphoma  cells.  H and  Ex  190. 
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Figure  2.  The  pancreatic  parenchyma  is  atrophic  and  infiltrated  by  lym- 
phoma cells  and  foci  of  fibrosis.  H and  Ex  190. 


i phoma.'  ^ ® Rosenberg  et  al®  re- 
! viewed  1,269  patients  with  non- 
I Hodgkins  lymphoma  and  found 

i only  3 patients  presenting  with 

obstructive  jaundice.  During  the 
course  of  disseminated  lym- 
phoma, however,  jaundice  is  less 
uncommon.  Jaundice  is  most 
often  encountered  in  patients  with 
Hodgkin’s  disease  and  is  asso- 
ciated with  a poor  prognosis.  The 
pathogenesis  of  jaundice  in  lym- 
phoma patients  includes  hepati- 
tis, severe  hemolysis,  lymphoma- 
! tous  infiltration  of  the  liver  and 
biliary  tree  and  compression  of 
the  extrahepatic  bile  ducts  by  en- 
larged lymph  nodes.’'  In  a 

small  percentage  of  patients,  the 
etiology  of  jaundice  is  attributed 
to  intrahepatic  cholestatis  of  un- 
I known  pathogenesis.'®  The  jaun- 
dice in  the  case  described  in  this 
report  was  most  likely  secondary 
to  infiltration  of  the  proximal 
; common  bile  duct  by  lymphoma 
■ cells  and  fibrous  tissue. 

Lymphadenopathy  was  not 
present  throughout  the  clinical 
course  of  this  patient.  Addition- 
ally, the  extranodal  origin  of  the 
lymphoma  was  confirmed  by  au- 
topsy which  showed  no  evidence 


of  disease  in  paraaortic,  peripan- 
creatic,  porta  hepatis,  axillary,  in- 
guinal or  mediastinal  nodes. 
Timely  diagnosis  of  extranodal 
lymphoma  is  significant,  since  the 
treatment  is  different  and  the 
prognosis  better  than  that  of  no- 
dal lymphoma  or  carcinoma.®- 
The  unusual  initial  manifestation 
of  lymphoma  with  jaundice  may 
be  easily  misdiagnosed  as  scle- 
rosing cholangitis,  common  duct 


stone,  cholangiocarcinoma  or 
pancreatic  cancer.  Although  rare, 
primary  lymphoma  should  be 
considered  in  the  differential  di- 
agnosis of  obstructive  jaundice. 

Summary 

A case  of  extranodal  non-Hodg- 
kin’s diffuse,  mixed  small  and 
large  cell  lymphoma  of  the  extra- 
hepatic  biliary  tract  with  jaundice 
as  the  initial  manifestation  is  re- 
ported in  this  paper.  Obstructive 
jaundice  is  very  rarely  an  early 
symptom  in  lymphoma.  The  path- 
ogenesis of  jaundice  in  this  case 
was  infiltration  of  the  extrahe- 
patic bile  duct  by  lymphoma  cells 
and  fibrosis. 
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Myelomatous  Pleural  Effusion:  Report  of  an 
Unusual  Occurrence 


Michael  C.  Brabeck,  MD 
Gary  Bubly,  MD 
Timothy  J.  Hunter,  MS,  MD 
Rogers  C.  Griffith,  MD 


Involvement  of  non-reticu- 
loendothelial  tissue  is  infre- 
quent (in  myeloma),  and 
pleural  involvement  is  very 
uncommon.  . . 


First  reported  nearly  100  years 
ago,'  extraosseous  tissue  involve- 
ment in  multiple  myeloma  is 
common,  occurring  with  an  in- 
cidence of  approximately  75%  in 
autopsy  series.  In  the  majority  of 
cases,  extraosseous  myeloma  is 
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limited  to  reticuloendothelial  tis- 
sue, usually  spleen,  lymph  nodes, 
and  liver.2’3  Involvement  of  non- 
reticuloendothelial  tissue  is  infre- 
quent, and  pleural  involvement  is 
very  uncommon,  only  35  cases 
having  been  previously  reported 
in  the  world  literature  (references 
available  on  request).  Cases  of 
simultaneous  pleural  and  peri- 
toneal and  pleural  and  meningeal 
involvement  have  been  reported. 

In  their  review  of  thoracic  and 
pulmonary  abnormalities  in  mul- 
tiple myeloma,  Kinzer  et  al  found 
pleural  effusion  in  6%  of  958  pa- 
tients.® The  most  common  etiol- 
ogy of  pleural  effusion  was 
congestive  heart  failure  caused  by 
amyloidosis  or  presumed  athe- 
rosclerotic coronary  artery  dis- 
ease. Intermediate  in  frequency 
was  infection,  followed  by  pul- 
monary infarct.  Myeloma  alone 
was  the  least  common  cause  of 
pleural  effusion,  occurring  in 
0.8%  of  the  patients  studied.  We 
report  the  case  of  a patient  who 
developed  a left  pleural  effusion 
with  treated  myeloma  as  a result 
of  diffuse  thoracic  extramedullary 
myelomatous  infiltration. 

Report  of  a Case 

The  patient  was  a 68-year-old 


white  male  who  presented  in 
March,  1987,  with  upper  abdom- 
inal pain  thought  initially  to  be  of 
biliary  origin.  He  was  noted  to  be 
mildly  leukopenic  (WBC  3.3  x 
lOVL),  but  complete  blood  count 
was  otherwise  normal.  Alkaline 
phosphatase  was  57  U/L.  Roent- 
genograms of  the  chest  and  ab- 
domen, ultrasound  examination 
of  the  right  upper  quadrant,  oral 
cholecystogram,  upper  gastroin- 
testinal endoscopy,  and  comput- 
erized axial  tomography  of  the 
abdomen  were  unremarkable. 
The  abdominal  pain  subsided,  but 
in  May  low  back  pain  appeared, 
and  roentgenograms  of  the  lum- 
bar and  thoracic  spine  showed  a 
minimal  compression  fracture  of 
T8.  In  June,  nausea,  vomiting,  and 
weight  loss  developed  and  he  was 
admitted  to  the  hospital  where  he 
was  found  to  be  dehydrated  with 
a hematocrit  of  0.29  and  a serum 
calcium  of  3.67  m mol/L  (14.7  g/ 
dL).  Serum  protein  electropho- 
resis showed  a total  protein  of  91 


ABBREVIATIONS  USED: 
IgA:  immune  globulin  A 
IgD:  immune  globulin  D 
L3:  lumbar  vertebra  three 
T8:  thoracic  vertebra  eight 
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Figure  1.  Smear  of  pleural  effusion  demonstrates  numerous  abnormal 
plasma  cells  including  binucleate,  nucleolated,  and  pleomorphic  forms. 
(Wright’s  stain,  magnification  400  x) 


g/L  (9.1  g/dL)  with  a spike  in  the 
gamma  region  totaling  31  g/L  (3.1 
g/dL).  Serum  protein  immuno- 
electrophoresis  revealed  an  IgA 
lambda  paraprotein,  the  quanti- 
tative analysis  of  which  yielded 
17g/L  (1701  mg/dl).  A radi- 
ographic bone  survey  did  not 
show  lytic  lesions,  but  suggested 
a paravertebral  mass  at  T8.  This 
was  presumed  to  be  a plasma- 
cytoma and  not  biopsied.  Bone 
marrow  biopsy  from  the  iliac  crest 
confirmed  the  diagnosis  of  mul- 
tiple myeloma,  showing  70-80% 
poorly  differentiated  plasma  cells. 
Treatment  was  begun  with  mel- 
phelan  and  prednisone. 

He  did  well,  with  complete  res- 
olution of  all  signs  and  symptoms 
of  disease  until  July,  1987,  when 
he  again  developed  upper  ab- 
dominal pain,  this  time  accom- 
panied by  right  lower  extremity 
pain  and  weakness,  including  foot 
drop.  He  was  found  to  have  sev- 
eral lytic  lesions  in  the  lumbar  and 
thoracic  vertebrae  as  well  as 
spinal  stenosis  at  L3,  and  radia- 
tion therapy  was  empirically  di- 
rected to  the  paravertebral  mass 
at  T8  and  to  the  cauda  equina  re- 
gion with  prompt  symptomatic 
improvement. 

He  then  remained  clinically 
well  until  December,  when  he 
noted  the  onset  of  a nonproduc- 
tive cough.  Chest  X-ray  showed  a 
large,  left  pleural  effusion.  Com- 
puterized axial  tomography  of  the 
chest  revealed  bilateral  pleural 
effusions  and  a small  pleural 
based  density  abutting  a rib  in  the 
left  anterior  chest.  Lytic  lesions  of 
the  ribs  were  not  seen.  Left  thora- 
centesis yielded  pleural  fluid  with 
a total  protein  of  37  g/L  (3.7  g/ 
dL),  5 X 10'°  RBC/L,  and  6.6  x 
10°  WBC/L.  All  of  the  latter  were 
abnormal  plasma  cells  (Fig.  1). 
Pleural  fluid  protein  electropho- 
resis showed  a gamma  spike  of 
7.7  g/L  (0.77g/dl)  and  immuno- 
electrophoresis  demonstrated  a 
monoclonal  IgA  lambda  parapro- 


tein. Another  bone  marrow  bi- 
opsy showed  40-50%  abnormal 
plasma  cells.  Radiographic  bone 
survey  now  showed  lytic  lesions 
in  the  pelvis,  right  humerus,  left 
femur,  and  a recent  subcapital 
fracture  of  the  right  femur.  Chem- 
otherapy was  begun  with  vincris- 
tine, adriamycin,  and  dexameth- 
asone.  Radiation  therapy  was 
directed  to  his  painful  right  hu- 
merus and  left  femur. 

His  final  admission  was  in  Jan- 
uary, 1988,  for  a second  course 
of  vincristine,  adriamycin,  and 
dexamethasone.  His  left  pleural 
effusion  had  increased  and  a 
chest  tube  was  inserted  for  symp- 
tomatic relief.  Respiratory  dis- 
tress worsened  and  he  expired 
after  a brief  course.  Autopsy  re- 
vealed extraosseous  myeloma  in- 
volving the  hilar  lymph  nodes, 
liver,  and  spleen.  There  was  dif- 
fuse myelomatous  infiltration  of 
the  visceral  and  parietal  pleura. 
Neither  peritoneal  nor  meningeal 
involvement  was  found. 

Discussion 

When  myeloma  is  the  sole  cause 
of  pleural  effusion,  autopsy  usu- 
ally reveals  either  pleural  infiltra- 


tion from  disseminated  intra- 
medullary myeloma,  as  in  our 
patient,  or  an  extramedullary 
plasmacytoma.  The  mechanism 
of  pleural  fluid  formation  is  spec- 
ulative, but  probably  involves  the 
production  of  large  quantities  of 
immunoglobulins  by  malignant 
plasma  cells  in  or  near  the  pleura, 
thereby  increasing  the  colloid  on- 
cotic pressure  of  the  pleural  space 
to  a degree  which  impedes  the 
normal  reabsorption  of  fluid.'’ 

There  are  several  case  re- 
ports of  the  successful  res- 
olution of  myelomatous 
pleural  effusion  following 
systemic  chemotherapy. 

Successful  treatment  of  mye- 
lomatous pleural  effusion  may  be 
difficult.  Local  irradiation  and 
pleurodesis  have  been  used  in- 
frequently, usually  with  poor  re- 
sults. Theoretically,  chemother- 
apy seems  more  attractive,  since 
a successful  response  to  chem- 
otherapy includes  a significant 
reduction  in  the  monoclonal  pro- 
tein produced  by  the  malignant 
cells,  thus  favoring  the  reabsorp- 
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tion  of  pleural  fluid. ^ There  are 
several  case  reports  of  the  suc- 
cessful resolution  of  myeloma- 
tous  pleural  effusion  following 
systemic  chemotherapy.'’  ^ 

For  unclear  reasons,  myelom- 
atous  pleural  effusion  is  usually 
left  sided,  although  on  occasion 
it  may  be  bilateral.  Also  unex- 
plained is  the  preponderance  of 
IgA  myeloma  in  reported  cases  of 
myelomatous  pleural  effusion;  al- 
though it  accounts  for  only  25% 
of  all  types  of  multiple  myeloma, 
the  incidence  of  IgA  myeloma  in 
such  effusion  is  well  over  50%. 
An  interesting  speculation  is  that 
the  well  known  tendency  of  IgA 
protein  to  polymerize  may  in 
some  way  impede  adequate 
drainage  of  fluid  from  the  pleural 
cavity.  The  next  most  frequently 
occurring  myeloma  type  is  IgG;  3 
cases  of  IgD"  and  2 cases  of  light 
chain  myeloma^'  have  also  been 
reported. 

. . . the  appearance  of  mye- 
lomatous pleural  effusion 
. . . is  usually  regarded  as  a 
poor  prognostic  sign,  death 
usually  occurring  within  4 
months  of  detection. 


The  importance  of  accurate  di- 
agnosis of  the  cause  of  pleural 
effusion  occurring  during  the 
course  of  multiple  myeloma  is 
obvious;  appropriate  treatment  is 
based  upon  the  underlying  cause. 
Fortunately,  the  diagnosis  of  mye- 
lomatous effusion  is  usually 
straightforward:  diagnostic  tho- 
racentesis with  immunocyto- 
chemistry  is  sufficient  in  most 
cases. '2  '''  Ancillary  maneuvers 
such  as  Immunoelectrophoresis 
of  the  pleural  fluid  protein,  pleural 
biopsy,  and  immunoglobulin  his- 
tochemistry or  gene  rearrange- 
ment studies  are  occasionally 
useful  when  the  etiology  of  the 
effusion  remains  obscure. 

Myelomatous  pleural  effusion 
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may  be  a presenting  sign  of  the 
disease,®' but  more  typically,  as 
in  our  patient,  who  survived  6 
weeks  after  its  appearance,  it  is  a 
late  manifestation.  Although  one 
patient  is  reported  to  have  sur- 
vived 30  months  after  the  ap- 
pearance of  myelomatous  pleural 
effusion,'’  its  presence  is  usually 
regarded  as  a poor  prognostic 
sign,  death  usually  occurring 
within  4 months  of  detection. 

Summary 

Pleural  effusion  complicating  the 
course  of  multiple  myeloma  is 
common.  Myelomatous  pleural 
effusion,  in  contrast,  is  distinctly 
rare.  Searching  the  Medline  data 
base,  a total  of  only  35  previously 
reported  cases  could  be  located. 
A recent  case  we  cared  for 
prompted  us  to  review  the  liter- 
ature in  this  area.  The  incidence 
of  myelomatous  effusion,  possi- 
ble mechanisms  of  its  formation, 
and  implications  for  therapy  and 
prognosis  are  discussed. 
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Cancer  in  Rhode  Island:  Focus  on  Blacks 


Blacks  represent  the  largest  ra- 
cial minority  in  Rhode  Island. 
Among  all  Rhode  Island  residents 
counted  in  the  1980  census, 
blacks  accounted  for  77%  of  all 
non-whites  (including  blacks,  na- 
tive Americans,  and  Asians),  and 
outnumbered  Hispanics  (an  eth- 
nic group  including  blacks  and 
whites)  27,584  to  19,707.  Blacks 
comprised  2.9%  of  the  Rhode  Is- 
land population  in  1980  (com- 
pared with  0.9%  for  native  Amer- 
icans and  Asians,  and  2.1%  for 
Hispanics).' 

More  than  100  primary  malig- 
nant neoplasms  are  diagnosed 
among  non-Hispanic  black  Rhode 
Islanders  annually  (Figure  1).  In 
the  first  two  years  of  the  Rhode 
Island  Cancer  Registry  (1987  and 
1988),  233  primary  malignant 
neoplasms  were  reported  for  non- 
Hispanic  black  residents  of  the 
state.  In  the  same  period,  only  63 
primary  malignant  neoplasms 
were  reported  for  Hispanics, 
Asians,  and  native  Americans. 

Among  the  five  cancers  most 
commonly  reported  for  non-His- 
panic blacks  in  1987-1988  (rep- 
resenting 55%  of  all  reports),  colo- 
rectal cancer  ranked  first,  fol- 
lowed by  cancers  of  the  lung, 
breast,  prostate,  and  cervix  (Fig- 
ure 2).  In  comparison,  among  the 
five  cancers  most  commonly  re- 
ported for  non-Hispanic  whites  in 
1987-1988  (representing  60%  of 
all  reports),  colo-rectal  cancer 
ranked  first,  followed  by  cancers 
of  the  breast,  lung,  prostate,  and 
bladder.  There  are  two  notable 
differences  in  these  rankings. 
First,  lung  cancer  ranked  higher 


than  breast  cancer  for  blacks, 
lower  than  breast  cancer  for 
whites.  Second,  cancer  of  the  cer- 
vix was  among  the  top  five  sites 
for  blacks,  but  not  for  whites.  Ad- 
ditionally, cancer  of  the  prostate 
accounted  for  9%  of  all  cases  re- 
ported for  blacks,  compared  to  8% 
of  all  cases  reported  for  whites. 
These  observations  reflect  long- 
standing differences  between 
black  and  white  cancer  rates  na- 
tionally. Blacks  suffer  dispropor- 
tionately from  cancers  of  the  lung, 
cervix,  and  prostate. ^ 

The  National  Black  Leadership 
Initiative  on  Cancer  (NBLIC),  a 
newly  formed  coalition  sup- 
ported by  the  National  Cancer  In- 
stitute, has  selected  cancers  of  the 
breast  and  prostate  as  targets  for 
mortality  reduction  in  the  black 
community.  In  Rhode  Island,  the 
age-standardized  death  rate'^  for 
breast  cancer  among  females  is 
12%  higher  among  blacks  (all 
blacks,  including  those  who 
identify  themselves  as  Hispanic) 
than  whites  (all  whites,  including 
those  who  identify  themselves  as 
Hispanic),  while  the  age-stand- 
ardized death  rate  for  prostate 
cancer  among  males  is  113% 
higher  among  blacks  than  whites 
(Figure  3).  Cancers  of  the  breast 
and  prostate  are  accessible  to 
early  detection  and  treatment. 
Screening  for  breast  cancer  with 
mammography  and  physical 
breast  examination  has  been 
shown  to  reduce  mortality  from 
the  disease  by  as  much  as  30%.“* 
The  effectiveness  of  screening  for 
prostate  cancer  with  the  digital 
rectal  examination  has  not  been 


tested  in  prospective  clinical 
trials,  but  the  test  has  been  shown 
to  detect  some  tumors  early,  and 
the  results  of  some  studies  sug- 
gest improved  survival  with  early 
detection.  The  American  Cancer 
Society  and  the  National  Cancer 
Institute  recommend  the  test, 
while  the  US  Preventive  Services 
Task  Force  finds  “insufficient  evi- 
dence to  recommend  for  or 
against  routine  digital  rectal  ex- 
amination.”^ The  Rhode  Island 
Department  of  Health  is  working 
with  other  organizations  to  build 
an  effective  cancer  control  effort 
in  the  black  community,  and 
maintains  a liaison  with  NBLIC, 
to  support  and  participate  in  their 
activities. 
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Figure  1.  Newly  diagnosed  malignant  neo- 
plasms, in  situ  and  invasive  cancers  of  all 
types,  Rhode  Island  residents  1987-1988,  by 
race  and  ethnicity 
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Figure  2.  Newly  diagnosed  malignant  neo- 
plasms, in  situ  and  invasive  cancers  of  all 
types,  Rhode  Island  residents  1987-1988,  by 
race,  ethnicity,  and  primary  site,  with  a focus 
on  the  five  most  common  primary  sites 
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Figure  3.  Age-standardized  death  rates  from 
cancers  of  the  female  breast  and  male  pros- 
tate, Rhode  Island  residents  1975-1985,  by  race 
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the 
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Reporting  Period 

12  Months  Ending  with  June  1990 

Vital  Events 

June  1990 

Number 

Rates 

Number 

Live  Births 

1,342 

15,788 

15.8* 

Deaths 

767 

9,752 

9.8* 

Infant  deaths 

(13) 

(152) 

9.6t 

Neonatal  deaths 

(11) 

(122) 

7.7t 

Marriages 

1,030 

8,303 

8.3* 

Divorces 

328 

3,753 

3.8* 

Induced  Terminations 

677 

7,858 

497.7t 

Spontaneous  Fetal  Deaths 

106 

1,203 

76.2t 

Under  20  weeks’  gestation 

(96) 

(1,100) 

69.7t 

20  + weeks’  gestation 

(9) 

(95) 

6.0t 

'Rates  per  1,000  estimated  population. 

tRates  per  1,000  live  births. 

Underlying  Cause  of 

Reporting  Period 

12  Months  Ending  with  June  1990 

June1990 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

308 

3,409 

341.6 

4,489.5 

Malignant  Neoplasms 

197 

2,411 

241.6 

6,404.0 

Cerebrovascular  Diseases 

58 

589 

59.0 

740.0 

Injuries  (Accident,  Suicide,  Homicide)  42 

451 

45.2 

10,087.0 

COPD 

34 

339 

34.0 

377.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  998,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 
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Fifty  Years  Ago 
(October  j 1940) 

The  lead  article,  written  by  E.  S. 
Emery,  Jr,  MD  of  Boston,  is  enti- 
tled, “The  Care  of  the  Patient  with 
Peptic  Ulcer.”  The  author  stresses 
the  three-fold  nature  of  this  ther- 
apy: 1 . Treatment  of  the  local  con- 
dition; 2.  Treatment  of  the  pa- 
tient’s general  health;  and  3. 
Education  of  the  patient  concern- 
ing the  nature  of  the  disease.  Suc- 
cess, the  author  contends,  de- 
pends upon  giving  adequate 
attention  to  all  three  of  these  ele- 
ments. 

The  author  reviews  his  exten- 
sive experience  in  the  care  of  pa- 
tients with  peptic  ulcers.  In  1929 
he  stated,  “All  evidence  points  to 
the  fact  that  ulcer  is  a chronic  dis- 
ease and  that  all  the  present 
methods  of  treatment  are  merely 
palliative.  Cure  is  probably  rare.” 
By  1935,  following  an  intensive 
study  of  1 ,435  patients,  he  stated, 
“.  . . none  of  the  present  methods 
do  more  than  assist  in  the  induc- 
tion of  remissions,  no  matter  how 
strict  the  medical  schedule  or  how 
radical  the  operation.” 

Based  upon  his  current  expe- 
rience with  about  3,000  patients, 
the  author  maintains  that  the 
overwhelming  majority  of  ulcer 
patients  may  be  treated  on  an  am- 
bulatory basis  “by  methods  which 
are  available  to  any  physician.” 

The  first  problem  is  to  evaluate 
the  severity  of  each  case.  “1  have 
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learned  to  recognize  types  of  pa- 
tients who  are  always  resistant  to 
treatment.  They  have  a severe  de- 
gree of  pain  and  frequently  suffer 
from  distress  in  the  middle  of  the 
night.  They  show  an  unstable 
autonomic  nervous  system  as 
manifested  by  a moist  skin,  par- 
ticularly of  the  palms  and  they 
flush  easily.  They  often  exhibit  the 
typical  ulcer  diathesis,  or  the  lean 
and  hungry  look  of  Cassius.  These 
individuals  usually  have  a slight 
build  and  thin  features  with  a 
pointed  chin.” 

With  regard  to  therapy,  the  au- 
thor states:  “The  value  of  bland 
diets,  which  were  originally  pre- 
scribed empirically,  has  been 
demonstrated  experimentally  by 
Ivy  and  clinically  by  Soper,  so  that 
their  use  is  indicated  provided  that 
the  diet  is  well  balanced  as  re- 
gards protein,  carbohydrate  and 
fat  and  contains  sufficient  calo- 
ries and  vitamins.  Frequent  feed- 
ings serve  to  relieve  discomfort  as 
do  small  doses  of  alkalies.”  In 
terms  of  newer  medications,  the 
author  advocates  the  use  of  col- 
loidal aluminum  hydroxide. 

The  author  concludes:  “.  . . the 
treatment  of  peptic  ulcer  is  di- 
vided into  those  measures  which 
affect  the  local  conditions  and 
those  measures  which  benefit  or 
control  the  general  health  of  the 
patient.  The  type  of  local  treat- 
ment will  vary  with  the  severity  of 
the  disease  in  the  particular  pa- 


tient under  consideration.  The 
choice  of  local  treatments  consist 
of  bland  diets  with  frequent  feed- 
ings, the  object  of  which  is  to  re- 
lieve distress,  complete  neutrali- 
zation of  the  gastric  acidity  and 
surgery.  Ultimate  success  in  the 
treatment  of  this  disease  de- 
mands that  every  patient  shall  be 
educated  regarding  the  nature  of 
his  disease  and  receive  careful  in- 
structions concerning  his  general 
health,  particularly  as  to  nervous 
tension,  infection  and  fatigue.” 
Albert  H.  Miller,  MD,  managing 
editor  of  the  Journal,  writes  an 
historic  review  of  Dr  Usher  Par- 
sons touching  particularly  on  his 
role  in  founding  the  Rhode  Island 
Hospital.  Parsons,  born  in  Maine 
in  1788,  was  licensed  as  a prac- 
titioner of  medicine,  in  Massa- 
chusetts, in  181 1 . In  July  of  1812, 
he  was  commissioned  as  a sur- 
geon’s mate  in  the  US  Navy,  and 
served  with  distinction  in  the  bat- 
tle of  Lake  Erie  under  the  com- 
mand of  Captain  Oliver  H.  Perry. 
After  the  War  of  1812,  Parsons  re- 
mained in  the  navy  and  was  sta- 
tioned in  the  Mediterranean  for 
two  years.  He  returned  to  the 
states,  undertook  further  studies 
at  Harvard  Medical  School  and 
was  awarded  the  MD  degree  in 
1818.  Following  an  extensive  tour 
of  European  hospital  facilities 
(during  which  time  he  strength- 
ened collegial  friendships  with 
Dupurtren,  DuBois,  Pinel,  Gay- 


493 


Lussac,  Abernethy  and  Hum- 
phrey Davy),  Parsons  returned  to 
the  states  and  accepted  the  pro- 
fessorship of  anatomy  and  sur- 
gery at  Brown  University.  He  lived 
first  on  Benefit  Street  and  later  on 
Waterman  Street  and  conducted 
an  active  local  practice  in  medi- 
cine and  surgery.  He  served  as 
president  of  the  Providence  Med- 
ical Association,  the  Rhode  Is- 
land Medical  Society,  was  instru- 
mental in  the  founding  of  the 
American  Medical  Association 
and  served  as  its  vice  president. 
In  1851,  while  president  of  the 
Providence  Medical  Association, 
Parsons  formed  a committee  to 
study  the  need  for  a general  hos- 
pital “.  . . because  of  the  amount 
of  suffering  and  destitution  that 
called  loudly  for  hospital  relief.” 
The  idea  lay  dormant  for  over  a 
decade  largely  because  no  citi- 
zen volunteered  to  head  the  ef- 
fort. In  March  of  1863,  the  General 
Assembly  of  Rhode  Island  finally 
authorized  the  incorporation  of 
Rhode  Island  Hospital  by  12  phy- 
sicians headed  by  Usher  Parsons 
and  through  the  generosity  of  the 
Ives  family,  the  initial  construc- 
tion funds  were  made  available. 
Usher  Parsons  was  75  years  of  age 
when  construction  work  was 
started  on  the  hospital  and  he  was 
present  at  the  opening  exercises 
on  October  1,  1868.  Nine  days 
later  the  first  operation  was  per- 
formed at  the  hospital  (the  re- 
moval of  a cancerous  growth  of 
the  mandible)  with  Parsons  ob- 
serving the  procedure.  Parsons 
died  a few  weeks  later  at  age  80. 
(Ed.  Note:  The  definitive  biog- 
raphy of  Usher  Parsons,  “Yankee 
Surgeon:  The  Life  and  Times  of 
Usher  Parsons,  ” published  in 
1988,  is  authored  by  Dr  Seebert  J. 
Goldowsky,  Editor  Emeritus  of  the 
Journal.) 

A brief  item  notes  that  the  US 
death  rate  for  1939  (10.7  deaths 
per  1,000)  is  slightly  more  than 
the  1938  rate  of  10.6  per  1,000. 
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Rhode  Island’s  1939  death  rate  is 
1 1.4  per  1,000.  (Ed.  Note:  During 
the  decade  of  1980-89,  the  US 
death  rate  is  8.6  and  for  Rhode 
Island,  9.6  per  1,000.) 

The  report  of  the  Committee  on 
Maternal  Mortality  is  published  in 
this  issue  of  the  Journal.  There 
are  40  deaths  associated  with 
pregnancy  (34  of  puerperal  causes 
and  6 of  non-obstetrical  causes) 
during  1939  with  the  following 
distribution:  septic  abortion  [2]; 
abortion  with  hemorrhage  [3]; 
ectopic  pregnancy  [IJ;  placenta 
previa  and  other  hemorrhages  [5]; 
puerperal  sepsis  [7];  eclampsia 
and  other  toxemias  [9];  puerperal 
phlegmasia  alba  dolens  and  em- 
bolism [1];  accidents  of  preg- 
nancy [6]. 

A notice  from  the  State  Depart- 
ment of  Health  declares  the  avail- 
ability of  free  sulfapyridine  for  “.  . . 
the  treatment  of  any  reported  case 
of  gonorrhea.  . . .”  The  Depart- 
ment’s policy  of  freely  distribut- 
ing antisyphilitic  drugs  remains 
unchanged.  Arsenicals  and  bis- 
muth preparations  are  freely 
available  “.  . . to  any  registered 
physician  for  the  treatment  of  a 
report  case.” 

* * * 

Twenty  Five  Years  Ago 
(October  y 1965) 

This  issue  of  the  Journal  sum- 
marizes an  article  entitled  “Life  or 
Death  by  EEG,”  published  in 
the  October  12,  1964  issue  of  the 
JAMA,  which  is  written  by 
H.  Hamlin,  a resident  of  Provi- 
dence. The  article  recommends  a 
set  of  conditions  for  the  certifi- 
cation of  brain  death  (in  associ- 
ation with  cardio-respiratory  ac- 
tivity artificially  sustained  by 
artificial  means)  and  includes:  no 
spontaneous  respiration  for  60  or 
more  minutes;  no  reflex  re- 
sponse; flat  EEG  lines  for  at  least 
60  minutes  of  recording;  and  nor- 
mal serum  electrolytes.  The  Ham- 


lin article  states  further,  “Efforts 
at  reanimation  of  victims  with 
cardiac  or  pulmonary  failure 
should  be  pursued  only  so  long 
as  the  brain  shares  physiologic 
response  together  with  heart  and 
lungs.”  (Ed.  Note:  This  remarka- 
ble article  by  Hamlin  was  written 
13  years  before  the  first  federal 
committee  was  convened  to  es- 
tablish criteria  for  cerebral  death.) 

A special  note  is  entitled,  “Clin- 
ical Laboratories  and  the  Practic- 
ing Physician  — An  Ethical  Re- 
lationship and  is  authored  by  T. 
B.  Casey  and  the  Board  of  Ex- 
aminers in  Medicine  (E.  Kelly, 
M.  DiMaio,  J.  Myrick).  The  article 
explores  “.  . . the  occasional  in- 
fringement of  the  legal  limitations 
of  the  laboratory  and  the  ethical 
relationship  that  should  exist  be- 
tween it  and  physicians.”  The  re- 
port concludes:  “While  it  is  true 
that  a clinical  laboratory  is  obli- 
gated by  law  to  operate  in  an  eth- 
ical manner  and  to  avoid  infring- 
ing on  the  areas  of  practice 
permitted  only  to  licensed  phy- 
sicians, it  is  nevertheless  appro- 
priate to  remind  the  medical 
profession  of  its  obligations  in  its 
relationships  with  laboratories.” 

The  lead  scientific  article,  en- 
titled “Treatment  of  Cardiac  Ar- 
rhythmias” is  written  by  S.  Bellet, 
Professor  of  Cardiology,  Univer- 
sity of  Pennsylvania.  The  article 
summarizes  the  numerous  ad- 
vances in  the  therapy  of  cardiac 
arrhythmias  resulting  from  im- 
proved methods  of  diagnosis,  ex- 
panding knowledge  of  the  etio- 
logic  causes  of  arrhythmias,  better 
employment  of  pharmacologic 
agents  and  the  availability  of 
newer  mechanical  and  electronic 
devices  such  as  pacemakers  and 
cardioverters.  The  author  con- 
cludes: “From  the  standpoint  of 
the  immediate  therapeutic  regi- 
men, cardiac  arrhythmias  may  be 
divided  into  three  categories:  [1] 
Slow  heart  rates,  below  36  beats 
per  minute  (often  associated  with 
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hypotension),  as  in  sinus  brady- 
cardia, partial  or  complete  atrio- 
ventricular heart  block,  a slow 
idioventricular  rhythm,  or  periods 
of  cardiac  arrest.  [2]  Heart  rates 
ranging  from  60  to  1 10  beats  per 
minute,  as  in  partial  A-V  heart 
block,  atrioventricular  dissocia- 
tion, atrial  flutter,  or  atrial  fibril- 
lation with  varying  degrees  of  atri- 
oventricular block.  [3]  Heart  rates 
ranging  from  140  to  250  per  min- 
ute, as  in  atrial  or  nodal  tachy- 
cardia, atrial  flutter,  atrial  fibril- 
lation, or  ventricular  tachycardia. 

“Many  cases  in  the  first  group 
and  most  in  the  third  require  im- 
mediate therapy  and  often  con- 
stitute a cardiac  emergency.  Ur- 
gent therapy  is  not  ordinarily 
required  with  the  second  cate- 
gory. Time  is  available  to  study 
the  patient.  Since  the  rate  does 
not  deviate  greatly  from  the  nor- 
mal, alterations  in  cardiovascular 


dynamics  due  to  a change  in  the 
heart  rate  are  minimal.  If  digitalis 
toxicity  is  a factor,  the  rhythm  will 
generally  return  to  normal  with 
omission  of  the  drug.” 

An  article  by  A.  S.  Glicksman 
is  entitled  “Combined  Sequential 
Radiotherapy  and  Surgery  in  the 
Management  of  Malignancies.” 
The  author  concludes:  “Sufficent 
evidence  has  accumulated  in  the 
last  quarter  century  for  us  to  be- 
lieve that  the  judicious  associa- 
tion of  radiation  and  surgery  can 
improve  our  ability  to  control 
cancer.  Properly  designed  pro- 
spective clinical  trials  based  upon 
the  very  best  surgical  approaches 
to  the  particular  cancer  com- 
bined with  the  best  planned  pre- 
cision radiotherapy  available  are 
not  only  possible  and  ethical  but 
will  prove  most  meaningful  in  the 
improvement  of  the  management 
of  malignant  disease.” 


C.  H.  Hill  writes  a paper  on 
“Cryosurgery  in  Otolaryngology” 
particularly  in  tonsillar  disease. 
The  author,  summarizing  his  ex- 
perience with  40  cases  so  treated, 
states:  “The  uses  of  cryotherapy 
are  many.  The  advantages  of  de- 
creased bleeding  and  office  ap- 
plication warrant  further  investi- 
gation.” 

^ ^ ^ 


LAW  OFFICE 
OF 

HERBERT  M.  ADAMS,  J.D. 

GENERAL  LAW  PRACTICE 
MEDICAL  COLLECTIONS 

GOVERNOR  FINANCIAL  CENTER 

P.O.  Box  2502 
285  Governor  Street 
Providence,  Rhode  Island  02906 
(401)  42I-I364 


OB/GYN 
NEW  YORK 

32-member  multi-specialty  group  adding 
third  member  to  its  department  of 
Obstetrics  and  Gynecology.  First  year,  6- 
figure  salary,  four  weeks’  vacation,  other 
benefits.  Call: 

Wanda  M.  Parker 
Sr.  Associate 
E.G.  Todd  Associates,  Inc. 

535  Fifth  Avenue,  Suite  1100 
New  York,  NY  10017 

Toll  Free:  (800)221-4762 
Collect:  (212)599-6200 
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CME  CALENDAR 


Title:  The  Office  Practice  of  Pri- 
mary Care  Medicine;  Common 
Problems  and  Practical  Solutions 
Sponsored  by:  Sharp  Memorial 
Hospital,  San  Diego,  California 
Date:  October  31  - November  4, 
1990 

Location:  Le  Meridien  San  Diego 
Coronado,  California 
For  more  information:  Office  of 
CME  Sharp  Memorial  Hospital 
(619)  541-4530 


Title:  Clinical  Allergy  for  the 
Practicing  Physician 
Sponsored  by:  Washington  Uni- 
versity, School  of  Medicine,  St. 
Louis,  Missouri 
Date:  November  1-3,  1990 
Location:  The  Ritz-Carleton  Ho- 
tel, St.  Louis,  Missouri 
For  more  information:  Office  of 
CME,  Washington  University, 
School  of  Medicine,  (800)  325- 
9862,  (314)  362-6893 


Title:  Primary  Care  Update 
Sponsored  by:  Interstate  Post- 
graduate Medical  Association 
Date:  November  12-15,  1990 
Location:  The  Hilton  at  Walt  Dis- 
ney World  Village,  Lake  Buena 
Vista,  Fla. 

For  more  information:  Interstate 
Postgraduate  Medical  Associa- 
tion, PO  Box  5474,  Madison,  W1 
53705,  (608)  257-1401 


There  must  be  a good  reason  why 

we’ve  become  the 


IBNTTED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 

We  carry  just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serv'e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


380  WARWICK  AVE.,  WARWICK 
78I-2I66 
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The  Trustees  of  the  Fiske  Fund 
of  the  Rhode  Island  Medical  Society 
are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1990 


to  be  awarded  for  an  original  contribution  submitted  by  licensed 
Rhode  Island  physicians.  Eligible  for  the  1989  competition  are 
original  manuscripts  not  submitted  elsewhere  covering  medical 
topics  of  a scientific,  clinical,  socio-economic,  or  historicai  nature. 

Submissions  must  be  in  English. 

The  award,  initiated  in  1836,  is  named  after  Caleb  Fiske  (1753-1834)  who 
was  a Rhode  Island  physician  and  judge,  Army  surgeon,  and  a descendant 
of  Roger  Williams. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  February  1,  1991  to  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island 
02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  Trustees  reserve  the  right  to  award  one  or  more  prizes. 

4)  The  award  recipient(s)  must  transfer  copyright  privileges  to  the  Trustees  of  the  Caleb 
Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will  be  considered  for  publi- 
cation in  the  Rhode  Island  Medical  Journal,  subject  to  review  by  the  Editorial  Board. 

5)  The  award  recipient(s)  will  be  presented  with  the  prize  amount,  to  be  determined  by 
the  Board  of  Trustees  of  the  Caleb  Fiske  Fund,  at  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  to  be  held  in  May,  1991. 
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STATEWIDE  PHYSICIAN 
GROUP  PURCHASING  PROGRAM 
for  RIMS  Members 

in  cooperation  with  the  Connecticut  Health  Institutional  Services,  Inc. 

Based  on  national  studies,  the  AMA  estimates  that  the  average  solo  practicing  physician 
spends  in  excess  of  $16,000  annually  on  office  supplies  and  equipment.  In  the  belief 
that  Group  Purchasing  can  accomplish  significant  savings  for  its  members.  The  Rhode 
Island  Medical  Society,  utilizing  the  experience  and  expertise  of  the  Connecticut  Health 
Institutional  Services,  Inc.  (An  affiliate  of  the  Connecticut  Hospital  Association),  iden- 
tified areas  of  need  and  critically  examined  a number  of  companies. 

The  following  firms  have  signed  agreements  with  the  RIMS  Group  Purchasing  Program 
and  meet  the  Society’s  strict  standards  for 

Quality,  Price  and  Service: 


ARI  Business  Products,  Ltd 

Bill  Behrle  Associates  

Bookmart  

E.  M.  Parker  Co.,  Inc 

General  Medical  Corporation  

Hartford  Office  Supply  Co.,  Inc 

Henry  Schein,  Inc 

Kenneth  D.  Margelot,  Inc 

Moore  Business  Forms  

Motorlease  

Safeway  Disposal  Systems,  Inc 

Sears  Business  Centers  

Trans  Union  Medical  Leasing  Company 


Office  Equipment 

Office  Furnishings 

..  Books,  Periodicals  and  Medical  Reference  Books 

X-ray  Film  Products/Services 

Medical/Surgical  Supplies 

Office  Supplies 

Medical  Sales 

Computerized  Medical  Office/ 

Practice  Management  Systems  Consulting  Services 

Hospital  Systems 

Auto  Leasing 

BioMedical  Waste 

Computer  Hardware/Software  Equipment 

Equipment  Leasing 


RIMS  Member  Physicians  interested  in  benefitting  from  group  purchasing  should 
contact  Barbara  Hicks  at  331-3207. 


j 
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AMERICAN  MEDICAL  ASSOCIATION 


Interactions 
A Medical  Staff 
Leadership  Program 


November  29,  1990 
The  Peabody  Orlando 
Orlando,  Florida 


Medical  staff  leaders  may  find  that  their  special  clinical  skills  and  exten- 
sive clinical  experience  do  little  to  prepare  them  for  the  complexities  of 
this  demanding  role.  A role  that  requires  the  skills  and  sensitivity  of  an 
arbitrator,  facilitator,  manager,  advisor,  negotiator,  communicator, 
problem  solver,  peacemaker  and  professional  peer. 

To  help  you  refine  your  personal  style  of  leadership,  develop  your  profes- 
sional decision-making  and  problem-solving  abilities,  and  enhance  your 
repertoire  of  management  skills,  the  AMA  is  pleased  to  offer  Interac- 
tions, the  1990  Medical  Staff  Leadership  Program.  It  offers  ample 
opportunity  for  leadership  skill-building,  self-assessment,  frank  conversa- 
tion and  feedback. 


Program  Participants 

If  you  are  a new  chief-of-staff,  department  director,  committee  chairman 
or  you  serve  in  any  other  leadership  capacity,  the  AMA's  new  Interac- 
tions can  provide  you  with  the  self-assurance  and  skills  you  need  to  be 
successful  in  this  challenging  new  role. 

Leadership  Objectives 

•Improve  emerging  medical  staff  leaders’  understanding  of  skills  needed 
to  perform  formal  duties. 

•Enhance  the  understanding  of  medical  staff  leadership  conflicts 
inherent  in  today’s  healthcare  scene. 

•Increase  ability  to  interact  effectively  with  medical  staff  peers  and 
hospital/governing  body  leadership. 

Location  and  Date 

The  AMA  Medical  Staff  Leadership  Program  will  be  conducted  on 
Thursday,  November  29,  1990,  at  the  Peabody  Orlando  Hotel,  in 
Orlando,  Florida.  For  ease  of  accommodations  and  travel,  the  AMA 
offers  the  program  one  day  prior  to  the  1990  Hospital  Medical  Staff 
Section  Interim  Meeting,  and  three  days  prior  to  the  1990  AMA  Interim 
Meeting. 

Registration 

For  immediate  registration  or  information,  call  toll-free 
1-800-621-8335.  Please  have  your  MasterCard  or  Visa  ready. 

Registration  fee 

AMA  Member  - $275 
Non-member  - $375 


TO  REGISTER  CALL  1-800-621-8335 


INFORMATION  FOR  AUTHORS 


ManiiscripLs:  Mamiscripts  will  be  ac:cepted  for  consid- 
eration witli  die  understanding  tliat  they  ate  origitial 
contributions,  liave  never  been  published  or  submit- 
ted elsewhere,  atid  are  submitted  only  to  the  Rhode 
Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy 
(not  all  capitals)  on  8'/^  x 11  inch  firm  typewritten 
paper,  double-spaced  throughout  (including  title  page, 
text,  acknowledgments,  and  references)  with  margins 
of  at  least  one  inch  atid  using  but  one  side  of  each 
page.  Tables,  charts,  and  legends  should  be  submitted 
separately  from  the  text,  and  referred  to  by  number 
(ie,  Pig.  1)  within  the  text.  Subheadings  must  be  in- 
serted at  reasonable  intervals  to  break  the  typographic 
monotony  of  the  text.  Pages  tnust  be  numbered  con- 
secutively. Italics  and  boldface  print  are  never  used 
except  as  subheadings. 

Abbreviations:  The  Journal  attempts  to  avoid  the  use  of 
jargon  and  abbreviations.  All  abbreviations,  especially 
of  laboratory  and  diagnostic  procedures,  must  be 
identified  in  the  text. 

Title  Page:  All  manuscripts  must  include  a title  page 
which  provides  the  following  information;  (1)  a con- 
cise and  informative  title;  (2)  the  name  of  the  author 
or  authors  with  their  highest  academic  degree  (ie,  MD, 
PhD);  (3)  a concise  biographical  description  for  each 
author  which  includes  specialty,  practice  location,  ac- 
ademic appointment,  and  primary  hospital  affiliation; 
(4)  mailing  address  and  office  telephone  of  principal 
author;  (5)  mailing  address  of  author  responsible  for 
correspondence  or  reprint  requests;  (6)  source  of  sup- 
port if  applicable. 

Illustrations:  Authors  are  urged  to  use  the  services  of 
professional  illustrators  and  photographers.  Draw- 
ings and  charts  should  always  be  done  in  black  ink  on 
white  paper.  Clear,  black  and  white  5x7  glossy  pho- 
tographs should  be  submitted,  and  such  illustrations 
numbered  consecutively  and  their  positions  indicated 
in  the  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  han- 
dling will  not  be  accepted.  The  figure  number,  in- 
dication of  the  top,  and  the  name  of  the  author  must 
be  attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  on  a single  list, 
with  the  numbers  corresponding  to  those  on  photo- 
graphs and  drawings.  Recognizable  photographs  of 
patients  are  to  be  appropriately  masked  and  must 
carry  with  them  written  permission  for  publication. 


Special  arrangements  must  be  made  with  the  editors 
lor  excessive  numbers  of  illustrations.  Color  plates  are 
not  acceptable. 

Identification  of  Patients:  Names,  initials  should  not  be 
used.  Use  of  numbers  is  a preferable  form  of  iden- 
tification. 

Reprints:  Because  of  cost  considerations,  reprints  are 
not  provided  routinely  to  the  author(s).  Reprints  may 
be  ordered  separately  (100  copies  minimum  order) 
and  jirinting  costs  will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  re- 
visions as  deemed  necessary  by  the  editors  and  such 
modifications  will  be  undertaken  so  as  to  bring  them 
into  conformity  w ith  Journal  st\  le,  which  is  in  com- 
pliance with  the  editorial  standards  of  the  AM  A.  How- 
ever, neither  the  editors,  nor  the  publishers,  rujr  the 
Rhode  Island  Medical  Society  will  accept  responsibil- 
ity for  statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published  in  the 
pages  of  the  Journal. 

Permission:  VVdien  material  is  reproduced  from  other 
sources,  full  credit  must  be  given  both  to  the  author 
and  publisher  of  these  sources.  Where  work  is  re- 
ported from  a governmental  service  or  institution, 
clearance  by  the  appropriate  authority  must  accom- 
pany the  manuscript. 

References:  To  conserve  space  and  expense,  references 
should  be  limited  to  those  essential  to  the  subject.  The 
editor  reserves  the  right  to  reduce  the  number  when 
it  is  deemed  necessary.  The  references  must  be  dou- 
ble-spaced and  numbered  as  they  appear  consecu- 
tively in  the  text,  with  their  positions  clearly  indicated 
in  the  text.  All  references  must  be  checked  to  assure 
complete  accuracy.  Each  journal  reference  must  in- 
clude the  full  name  of  the  author(s);  complete  title  of 
paper;  name  of  publication;  volume  number;  issue 
number;  first  and  last  page  of  paper;  and  date  (year, 
month,  and  day  as  indicated).  Each  book  reference 
must  include  the  full  name  of  author(s),  editor(s),  or 
both,  with  initials;  title  of  book;  edition;  publisher; 
location;  year  of  publication,  volume  (if  given);  and 
page  number.  If  the  reference  is  to  a chapter  w'ithin 
a book,  the  author  of  the  chapter,  if  different  than 
the  author  of  the  book,  and  the  title  of  the  chapter 
(if  any)  must  be  provided. 

Correspondence:  All  correspondence  relating  to  publi- 
cation should  be  addressee!  to:  Managing  Editor,  Rhode 
Island  Medical  Journal,  106  Erancis  Street,  Providence, 
RI  02903. 


VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalaptil  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  Irealment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC.  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  anrf  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ot 
the  tongue,  glottis,  or  laryni  likely  to  cause  airway  obsiruction.  appropriate  therapy,  e.g. . subcutaneous 
epineonrine  soiution  1:1000  (0.3  ml  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  lailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  ihe  first 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Palients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  Ihe  diuretic  (except  in  patients 
with  heart  failure),  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  vASOTEC 
in  patients  at  risx  tor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS.  Drug 
Inleraclions  and  ADVERSE  REACTIONS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  slarted  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  consideralions  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
inlarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  Ihe  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  ol  VASOTEC,  which  usually  can  be  given  without  difliculty  once  Ihe  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agianutocytosis  Another  ACE  inhibitor,  captopril.  bas  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  freouently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutticieni  lo  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Eoreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannol  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precaulions:  Generat  tmpaired  Renat  Function  As  a conseguence  ol  inhibiting  the  renin-anoiotensin-aldosterone 
system,  changes  m renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  wifti  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  Ihe  renin-angiolensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASiOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  In  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  Ihe 
first  lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  Ihe  diuretic  and/or  VASOTEC  may  be  reguired 

Evaluation  ol  patients  with  hypertension  or  heart  lailure  should  always  include  assessment  ol  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  (respite  continued  therapy  Hyperxalemia 
was  a cause  ol  discontinuation  ot  therapy  in  0 28%  ot  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyper- 
kalemia was  observed  in  3 8%  of  patienfs.  but  was  not  a cause  lor  discontinuation 
Risk  factors  tor  Ihe  development  ol  hyperkalemia  include  renal  insutliciency,  diabetes  mellitus,  and  Ihe  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauliousTy,  it  at  all,  with  VASOTEC  (See  Drug  tnteraclions ) 

Surgery! AneNhesa  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  lormalion  secondary  fo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
tnlormation  tor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  first  dose  of  enalapril 
Pafienls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  face,  extremities,  eyes,  lips,  longue,  ditticully  in  swallowing  or  breathing)  and  tolake  no  more  drug  until  they 
have  consulted  with  Ihe  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  tew  days  ot  therapy  It 
actual  syncope  occurs.  Ihe  palients  should  be  told  lo  (fisconlinue  the  drug  until  they  have  consulled  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a tall  in  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician 
Hwerkatemia  Palients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormation 
is  intended  lo  aid  in  Ihe  sale  and  etiective  use  ol  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects 
Drug  tnteraclions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ol  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  bas 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSA(3E  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Retease  The  anlihypertensive  efteci  of  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascutar  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agenis,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  signiticani 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diurelics 
Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  pofassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  ot  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Ulhium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
inalion  of  sodiumjncluding  ACE  inhibitors  A tew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ot  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  wilh  lithium 
Pregnancy- Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weighl,  occurred 
in  rats  given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teralogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ot 
1 moAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  lhal 
show  enalapril  crosses  Ihe  human  placenta  Because  the  risk  ot  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  delined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  ben- 
efil  lustifies  the  potential  risk  lo  Ihe  letus 

Poslmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  lelaf  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  morlalily 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lunction  in  the  letus  Infants  exposed  in  ulero  lo  aCE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  Ihe  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  aCE  inhibition,  malernal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ot  '‘C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safety  and  ettecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%).  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%).  hypotension  (6  7%),  orthostatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  laligue(l  8%),  headache  (1  8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthosta- 
tic hypotension  (1  6%).  vertigo  (1  6%).  angina  pectoris  (1  5%).  nausea  (1  3%)  vomiting  (1  3%).  bronchitis  (1 3%). 
dyspnea  (1  3%),  urinary  Iracf infection  (1  3%),  rash  (1  3%),  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ot  patients  with  hypertension  or  heart  tailure  in  clinical  Inals  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-nsk  patients  (see  WARNINGS,  Hpolension).  pulmonary  embolism  and  inlarclion.  pulmonary 
edema,  rhythm  disturbances,  atrial  libnilation.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestalic  laundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskelelal  Muscle  cramps 

Nervous/Psychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dystunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
torme,  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthrafgias/arthritis,  myalgias,  fever,  serosilis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manitestalions 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  Ihe  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insliluteo  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  ol  hypertensive  palients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ot  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  wilh  essential  hyperten- 
sion Irealed  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  tailure  who  were  also  receiving 
diuretics  wilh  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

0 3 0%  and  1 ()  vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists  In  clinical  Inals,  less  than 
01%  ot  palients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A tew  cases  ol  hemolysis  have  been  reported  in  patients  with  (S6PD 
deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  Irealed  wilh  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  of  hypotension  (See 
WARNINGS ) It  Ihe  patient's  blood  pressure  is  not  controlled  with  VASOTEC  atone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  (Joses  In  some  palients  Irealed  once  daily,  the  anlihypertensive  effect  may  diminish  toward  Ihe  end  ot  Ihe 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypedensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  s 3 mg/dL),  Ihe  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  or  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PREtlALITIONS.  Drug  Interactions ) It  possible,  Ihe  dose  ot  Ihe  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ot  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  carelul  dose  titration  with  the  drug,  lollowing  effective  management  ol  Ihe  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  ot  heart  tailure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The 
maximum  (laily  (Jose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  palients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  tailure  (NYHA  Class  Iw.  patients  were  treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always 
administered  in  tworJivided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Ellects.)  Dosage 
may  be  ad|usted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renat  Impairment  or  Hyponatremia  In  palients  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  four  days  or  more,  it  at  the  time 

01  dosage  adiusimeni  there  is  not  excessive  hypotension  or  significant  deferioration  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormation  consult  your  MSD  Representative  or  see  Prescribing  Inlormation.  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co.  Inc.  West  Point.  PA  I94B6  j9VS6i  R2(820) 


MSD 


HEALTH  INFORMATION  SYSTEMS,  Inc 

Groton,  CT  (KOO)  562-7069.. .W  liartford,  CT  (203)  95 3-8909.. .Briarcliff  Manor.  NY  (9M)  762-5506.. .Staten  Island,  NY  (718)  698-1672 


Your  Computer  Company 


BeneHts 


□ Simplified  patient  billing 

□ Improved  patient  care 

□ Reduced  paper  work 

□ Improved  collection  and  cash  flow 

□ Reduced  risk  of  professional  liability 

□ Accelerated  insurance  claims 

□ Increased  staff  productivity 

□ Savings  of  clerical  time 

□ Improved  overall  efficiency 

□ Practice  marketing 


System  Replacements  by  H I S 

1984  - 1989 


And 


□ Full  assistance  in  conversion  from  existing  systems 

□ Electronic  transfer  of  data  from  an  existing  system 

□ Interconnection  of  satellite  and  home  offices 

□ Top  rated  training,  support,  and  maintenance 

□ Single  and  multiuser  systems  up  to  31  terminals 

□ Hotline  technical  support 

For  more  information,  or  an  appointment  for  a complimentary  demonstration 

Call,  (800)  562-7069 


Tomorrow’s  Solutions  in  Today’s  Practice 


RHODE  ISLAND 
MEDICAL  JOURNAL 


EDITORIAL  STAFF 

Stanley  M.  Aronson,  MD 

Editor-in-Chief 

Kimberly  J.  Allyn 

Managing  Editor 
Seebert  J.  Goldowsky,  IVID 

Editor-in-Chief  Emeritus 

EDITORIAL  BOARD 

♦Edward  R.  Feller.  MD 

Chairman 

♦Joseph  Amaral,  MD 
♦Stanley  M.  Aronson,  MD 
♦Edward  N.  Beiser,  PhD,  JD 
Paul  Calabresi,  MD 
♦Richard  A.  Ceu'leton,  MD 
Margaret  Coloian,  MSJ 
♦James  P.  Crowley,  MD 
♦Peter  A.  Hollmann,  MD 
♦Frank  J.  Schaberg,  Jr.,  MD 
♦Fred  J.  Schiffman,  MD 
William  J.  Waters,  Jr.,  PhD 

•Member  of  Publications  Committee 

OFFICERS 

Richard  Wong,  MD 

President 

Kathleen  C.  Hittner,  MD 
President-Elect 
Gillian  M.  Newstead,  MD 

Secretary 

Frances  P.  Conklin,  MD 

Treasurer 

Donald  R.  Coustan,  MD 

Immediate  Past  President 

DISTRICT  AND  COUNTY 
PRESIDENTS 

Richard  D.  Frary,  MD 

Bristol  County  Medical  Society 
Fred  T.  Perry,  MD 
Kent  County  Medical  Society 
Joseph  England,  MD 
Newport  County  Medical  Society 
Frank  J.  Schaberg,  Jr.,  M.D. 
Pawtucket  Medical  Association 
Stanley  W.  Gale,  MD 
Providence  Medical  Association 
Joseph  R.  Dotolo,  MD 
Washington  County  Medical  Society 
Patrick  R.  Levesque,  MD 
Woonsocket  District  Medical  Society 


Volume  73,  Number  11  November  1990 


TABLE  OF  CONTENTS 

503  EDITORIAL 

Recent  Advances  in  Internal  Medicine 

Fred  J.  Schiffman,  MD 

Upon  the  Shoulders  of  Giants 

CONTRIBUTIONS — Guest  Editor,  FredJ.  Schiffman,  MD 

507  Advances  in  Nephrology:  A Selected  Review  of 

Progress  in  Care  of  the  Patient  with  Renal  Failure 

Rex  L.  Mahnensmith,  MD 

517  Recent  Advances  in  Infectious  Diseases 

Rinchen-Tzo  Emgushoo,  MD 
Steven  M.  Opal,  MD 

527  Recent  Advances  in  Gastroenterology 

Edward  R.  Feller,  MD 

533  Recent  Advances  in  Pulmonary  Medicine 

Michael  A.  Passero,  MD 

541  Recent  Advances  in  Hematology 

James  P.  Crowley,  MD 

549  Advances  in  Elndocrinologry  and  Metabolism  1989-1990 

Preston  Lamberton,  MD 

555  Psychoneuroimmunology 

Byron  H.  Waksman,  MD 

COLUMNS 

560  HEALTH  BY  NUMBERS 

A Profile  of  Rhode  Island’s  Internists,  1990 

561  MONTHLY  VITAL  STATISTICS  REPORT 

563  THE  RHODE  ISLAND  MEDICAL  JOURNAL 
HERITAGE 

Cover:  The  cover  illustration  is  a drawing  by  Honore  Daumier, 
appearing  in  the  September  1 1 , 1844  issue  of  le  Charivari. 
The  legend  states:  “A  Lucky  Find.  By  gosh,  I am  delighted! 
You  have  yellow  fever  (la  fievre  jaunej  ...  it  will  be  the 
first  time  that  I have  been  lucky  enough  to  treat  this 
disease!” 


Rhode  Island  Medical  Journal  is  owned  and  published  monthly  by  the  Rhode  Island  Medical  Society,  106  Francis  Street.  Providence.  Rhode  Island  02903,  Ph:  401/331-3207.  Single  copies 
th  Y^bscriptlons  $20.00  per  year  (members  of  the  Rhode  Island  Medical  Society  — $5.00  annually).  Published  articles  represent  opinions  of  the  authors  and  do  not  necessarily  reflect 
the  official  policy  of  the  Rhode  Island  Medical  Society  unless  clearly  specified.  Advertisements  do  not  imply  sponsorship  or  endorsement  by  the  Rhode  Island  Medical  Society.  Second  class 
postage  paid  at  Providence,  Rhode  Island  and  at  additional  mailing  offices.  ISSN  0363-7913  POSTMASTER:  Send  address  changes  to  RHODE  ISLAND  MEDICAL  JOURNAL.  106  Francis 
Street.  Providence,  Rl  02903.  National  Advertising  Bureau:  State  Medical  Journal  Advertising  Bureau,  Inc.,  711  South  Blvd.,  Oak  Park,  Illinois  60302.  Phone  708/383-8800 


RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Cali  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 


i. 


502 


Rhode  Island  Medical  Journal 


EDITORIALS 


Recent  Advances  in  Internal  Medicine 


Recent  scientific  accomplish- 
ments in  seven  subspecialties  of 
internal  medicine  are  presented 
in  this  issue  of  the  Rhode  Island 
I Medical  Journal.  The  editors 
asked  several  hospital-based  and 
office-based  physicians  to  dis- 
cuss selected  topics  which  they 
regard  as  important  both  for 
themselves  and  for  all  practition- 
ers of  medicine.  We  did  not  ask 
them  to  discuss  specific  subjects 
within  their  field  but  left  such  se- 
lections to  their  discretion. 

It  is  of  interest,  but  not  unex- 
pected, that  four  of  the  seven  re- 
viewed subspecialties  contained 
major  commentaries  on  AIDS.  It 
is  also  of  note  that  the  research 
and  clinical  features  of  hepatitis 
I were  emphasized  by  both  the  in- 

I fectious  disease  and  gastrointes- 

i tinal  disease  reviewers.  The  mi- 

' cro-organism,  Helicobacter  pylori, 

was  also  discussed  in  these  two 
reviews.  Drs  Emgushov,  Opal  and 
1 Feller,  coming  from  very  different 
i viewpoints,  focussed  on  this  bac- 
I terium  as  a bad  actor  in  the  peptic 
ulcer  arena.  The  good  news  is  that 
; therapies  have  now  been  de- 
I signed  which  may  well  lead  to  re- 
I lief  for  ulcer  sufferers  because  of 
I our  better  understanding  of  en- 
I teric  microbiology. 

Not  surprisingly,  the  utility  of 
I erythropoietin  was  highlighted 

I;  both  in  the  hematology  and  ne- 

phrology  reviews.  The  increasing 
use  of  this  growth  factor  has  been 
noted  recently  and  its  dazzling 
success  in  improving  the  quality 
of  life  for  renal  failure  patients  is 
I a triumph  of  genetic  engineering 
:| 

j 
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and  clinical  research.  The  re- 
viewer of  renal  disease.  Dr  Rex 
Mahnensmith,  chose  to  place  this 
and  other  advances  in  a lucid, 
historical  perspective  and  1 be- 
lieve that  readers  will  enjoy  learn- 
ing how  far  dialysis  and  other 
kidney-related  therapies  have 
progressed. 

The  hormone  analog,  somato- 
statin, has  caught  the  fancy  both 
of  endocrinologist  and  gastroen- 
terologist in  treating  both  com- 
mon and  rare  problems  in  their 
respective  fields.  Our  reviewers 
chronicle  the  use  of  this  multi- 
purpose drug. 

Other  topics  which  have  been 
updated  include:  Tuberculosis, 
asthma,  chronic  obstructive  pul- 
monary disease,  lung  cancer, 
vascular  and  interstitial  lung  dis- 
ease, bone  marrow  transplanta- 
tion, immunoglobulin  therapy, 
multiple  sclerosis  and  other  auto- 
immune disorders,  blood  coag- 
ulation, diabetes,  hyperglycemia, 
bleeding  esophageal  varices,  as- 
cites, liver  transplantation,  gall- 
stones, gastrointestinal  bleeding, 
aluminum  intoxication,  new  bac- 
terial and  viral  infections,  and  new 
antifungal,  antiviral  and  antibac- 
terial agents. 

Finally,  Dr  Byron  Waksman,  an 
internationally  acclaimed  re- 
search immunologist,  provides 
the  Journal  with  a clear  descrip- 
tion of  the  evolving  field  of  psy- 
choneuroimmunology. 

1 believe  that  you  will  find  the 
reviews  to  be  well-written  and  en- 
joyable. With  information  over- 


load so  common  today,  it  is  a 
credit  to  our  authors  that  they  have 
managed  to  distill  so  much  new 
and  exciting  data  into  readable 
and  digestible  essays. 

Fred  J.  Schiffman,  MD 


Upon  the  Shoulders 
of  Giants 

In  a letter  to  Robert  Hooke, 
written  in  the  winter  of  1676,  Isaac 
Newton  states:  “If  1 had  seen  fur- 
ther than  you  and  Descartes  it  is 
by  standing  upon  the  shoulders 
of  giants.”  And  if  perchance  the 
current  practitioners  of  medicine 
see  further,  understand  more 
deeply,  the  mysteries  of  human 
disease  it  is  because  they  have 
been  privileged  to  stand  upon  the 
shoulders  of  their  predecessors 
who  have  labored  to  provide  us 
with  insight  into  these  mysteries. 

There  were  giants  in  the  earth 
in  those  days  says  Genesis;  but 
these  giants  were  not  only  in 
Edinburgh  or  Leyden  or  Philadel- 
phia or  Boston:  some  had  their 
origins  in  the  smallest  of  the 
states,  Rhode  Island.  From  time 
to  time,  then,  the  Rhode  Island 
Medical  Journal  will  summarize 
the  lives  of  our  more  gifted  sons 
and  daughters  who  have  pro- 
vided us  with  some  light  in  the 
dark  places  of  medicine. 
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The  life  and  accomplishments 
of  Nathan  Smith,  MD,  born  in  what 
is  now  East  Providence  and  the 
father  of  four  New  England  med- 
ical schools,  will  be  described  in 
the  December,  1990,  issue  of  the 
Journal.  In  subsequent  issues,  the 
lives  and  contributions  of  yet  other 
Rhode  Island  leaders  of  medicine 
such  as  Solomon  Drowne,  born 
in  Providence,  and  Benjamin 
Waterhouse,  born  in  Newport,  will 
be  summarized. 

Stanley  M.  Aronson,  MD 
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AMERICAN  DOCTORS  ASSOCIATION 

Suite  253,  1291A  South  Powerline  Road,  Pompano  Beach,  Florida  33069 
Hartford  area;  (203)  243-8466  • Connecticut  toll  free:  1-800-423-5737 
National  toll  free:  1-800-858-9418 


MEDICAL  OFFICE  SPACE 

NORTH  PROVIDENCE:  1637  Mineral  Spring  Avenue.  Office 
condominiums  for  sale  or  lease.  Modern,  new  construction 
located  at  the  intersection  of  Routes  7 and  1 5.  Suites  available 
from  1 ,300  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Ample  parking  for  90  cars.  Total  building  25,600  SF. 

PROVIDENCE:  845  North  Main  Street.  Office  condominiums 
for  sale  or  lease.  Beautiful,  new  rehabilitation  project  located 
conveniently  off  Branch  Avenue  exit  of  1-95.  Suites  available 
from  1 ,000  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Total  building  26,000  SF. 

PROVIDENCE  East  Side:  425  Angell  Street.  Office  space  for 
lease.  Modern  space  recently  renovated  interior  and  exterior. 
Ample  on-site  parking,  reasonably  priced.  Lease  rates  include 
parking,  heat,  taxes,  insurance  . . . tenant  only  pays  for  elec- 
tricity used.  700  SF  Suite  available. 

PROVIDENCE:  909  North  Main  Street.  Medical  office  building 
for  sale  or  lease.  Located  within  a mile  of  Miriam  Hospital, 
Charlesgate  Nursing  Home,  and  1-95  exit.  Three-story  masonry 
construction  of  1 6,374  SF.  Sold  whole  or  divisible.  Space  avail- 
able 1000  - 7000  SF  suites.  Asking  $1.1  million  or  $85.00/SF 
finished  units.  Parking  for  26+  cars. 

As  a bonus,  you  will  have  the  oppotiunity  to  consult  with 
an  architect  to  design  your  office’s  layout.  If  you  are  plan- 
ning a move  in  the  near  future  or  know  someone  who  is, 
call  me  ...  I specialize  in  medical  users  and  am  best 
qualified  to  assist  you. 

Contact:  Cindy  Morse 


PETER  M.  scam  & ASSOCIATES 

(401)421-8888 
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"CHRONIC  PAIN  DOESN'T  HAVE  TO  MEAN 
CHRONIC  DISABILITY  FOR  YOUR  PATIENTS..." 

raRCENT  OF  PATIENTS  GAINFULLY  EMPLOYED 
10  20  30  40  50  60  70 


20.7% 

PRE- 

TRF.ATMENT 


66.7% 

FOLLOW-UP 
(24  MONTHS) 


The  Chronic  Pain  Treatment  Program 
(401)  751-9150 

Institute  for  Behavioral  Medicine 

120  Wayland  Avenue 

Providence,  Rhode  Island  02906-4318 


There  must  be  a good  reason  why 

we’ve  become  the 


IDNITED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carryjust  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
ser\’e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 
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380  WARWICK  AVE.,  WARWICK 
781-2166 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  Hour  Service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ’by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 


OF  RHODE  ISLAND 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Advances  in  Nephrology:  A Selected  Review 
of  Progress  in  Care  of  the  Patient  with 
Renal  Failure 

Rex  L.  Mahnensmith,  MD 

...  if  repeated  vascular  ac- 
cess could  be  atraumati- 
cally and  aseptically 
achieved,  then  repeated 
and  even  chronic  mainte- 
nance dialysis  would  be 
feasible. 


Nephrology  emerged  as  a spe- 
cialty in  the  1950s  as  dialytic  ther- 
I apy  and  renal  transplantation  be- 
i came  viable  therapeutic  modali- 
ties for  the  patient  with  renal  fail- 
ure. This  essay  focuses  on  the 
! progress  made  in  these  areas  over 
J the  past  several  years,  and  high- 
I lights  significant  recent  ad- 
' vances. 

Progress  with  Hemodialysis 

j It  was  in  1836  that  Richard  Bright 
1 wrote  this  poignant  description  of 
the  patient  afflicted  with  end  stage 
I renal  failure  and  uremia: 

“He  is  usually  subject  to  con- 
: stant  recurrence  of  his  symp- 

! toms;  or  again,  almost  dismissing 
I the  recollection  of  his  ailment,  he 
I will  be  suddenly  seized  with  an 


] 

Rex  L.  Mahnensmith,  MD,  is  As- 
I sistant  Professor  of  Medicine  at 
Brown  University  and  Director, 
Division  of  Nephrology  at  The 
Miriam  Hospital,  Providence, 
Rhode  Island. 


attack  of  pericarditis,  or  with  a 
still  more  acute  attack  of  perito- 
nitis, which  without  any  renewed 
warning,  (may)  deprive  him  in 
eight  and  forty  hours  of  his  life. 
Should  he  escape  this  danger, 
. . . other  perils  await  him;  his 
headaches  . . . become  more  fre- 
quent; his  stomach  more  de- 
ranged; his  vision  indistinct;  his 
hearing  depraved;  he  is  suddenly 
seized  with  a convulsive  fit . . . He 
struggles  through  the  attack,  but 
again  and  again  it  returns;  and 
before  a day  or  a week  has 
elapsed,  worne  out  by  convul- 
sions, . . . overwhelmed  by  coma, 
the  painful  history  of  his  disease 
is  closed.”’ 

For  more  than  a century  follow- 
ing this  classic  description,  no  ef- 
fective therapy  existed  for  the  pa- 
tient with  renal  failure.  The 
diligent  physician  would  search 
for  reversible  etiologies  of  renal 
failure,  such  as  obstruction  of  the 
urinary  tract,  or  hope  for  a re- 
prieve if  the  cause  was  an  acute 
infection,  but  most  commonly,  the 
physician  could  only  provide 


comfort  while  the  patient  lay 
dying.  Death  was  at  times  ago- 
nizingly slow,  at  times  rapid  and 
dramatic;  at  times  the  final  days 
were  peaceful,  but  often,  the  stu- 
por was  punctuated  by  convul- 
sions, grimacing,  fasciculations, 
repeated  emesis,  and  pain  from 
inflamed  serosa. 

It  was  in  this  context  that 
thoughts  regarding  treatment  of 
blood  in  order  to  remove  accu- 
mulations of  toxic  waste  mate- 
rials began  to  appear  in  biomed- 
ical writings.  As  early  as  1861, 
Thomas  Graham,  a chemist  work- 
ing in  London  demonstrated  that 
water  and  urea  could  be  sepa- 
rated from  plasma  when  the 
plasma  was  layered  across  a 
stretched  vegetable  membrane. 
He  termed  this  process  “di- 
alysis,” and  speculated  that  this 


ABBREVIATIONS  USED: 

CARD:  continuous  ambulatory 
peritoneal  dialysis 
CNS:  central  nervous  system 
Epo:  erythropoietin 
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technique  might  somehow  be  ap- 
plied to  the  benefit  of  patients  sick 
with  uremia. 2 

Dialysis  in  vino  was  first  dem- 
onstrated in  1913  by  John  J.  Abel 
from  Johns  Hopkins  Medical 
School.  Blood  was  rendered  in- 
coagulable with  hirudin,  a sub- 
stance derived  from  leech  saliva, 
and  circulated  extracorporeally 
through  celloidin  tubes  sus- 
pended in  a glass  jacket  of  saline. 
With  this  first  artificial  kidney.  Dr 
Abel  was  able  to  keep  alive  neph- 
rectomized  dogs  for  a few  days. 
Due  to  many  technical  problems, 
his  work  was  not  carried  forward 
to  humans.  In  1924,  using  im- 
proved celloidin  tubes  and  a purer 
preparation  of  hirudin,  George 
Haas  of  Germany  performed  the 
first  human  extracorporeal  he- 
modialysis in  a patient  with  acute 
renal  failure.  Over  the  next  four 
years,  Haas  performed  approxi- 
mately one  dozen  hemodialyses, 
but  none  of  his  dialyses  exceeded 
60  minutes  because  of  persistent 
problems  with  hirudin  and  the  in- 
stability of  the  blood  pressure,  so 
overall  therapeutic  effect  was  lim- 
ited. In  the  1930s,  two  break- 
throughs appeared:  heparin  be- 
came available  for  routine  clini- 
cal use,  and  a new  cellulose 
product  named  cellophane  (a 
much  sturdier  semipermeable 
membrane  than  celloidin)  was 
developed.  Aware  of  these  devel- 
opments and  having  a special  in- 
terest in  the  uremic  patient,  Wil- 
lem Johan  Kolff  and  Hendrik  Berk 
of  the  Netherlands  conceived  of 
wrapping  a 30  meter  length  of  cel- 
lophane tubing  around  a drum, 
which  hung  partially  immersed  in 
a bath  of  saline.  As  this  drum  ro- 
tated, heparinized  blood  from  a 
patient  was  propelled  through  the 
tubing,  accomplishing  extracor- 
poreal hemodialysis.  Though  re- 
quiring over  750  milliliters  of 
whole  blood  to  prime  the  kidney, 
Kolff’s  rotating  drum  was  suc- 
cessfully employed  to  treat  acute 


uremia  and  became  a model  for 
mass  production.  Over  the  en- 
suing 15  years,  many  hospitals 
acquired  Kolff’s  dialyzers  and  suc- 
cessfully treated  uremic  patients. 
However,  performance  of  con- 
secutive dialyses  in  a given  pa- 
tient was  limited  by  the  difficulty 
in  achieving  repeated  vascular 
access,  which  had  to  be  accom- 
plished by  fresh  arterial  and  ve- 
nous cutdowns  for  each  session. 
A patient  would  be  fortunate  to 
endure  more  than  10  cutdowns 
without  sepsis,  major  hemor- 
rhage, or  major  vessel  thrombo- 
sis, so  treatments  were  limited  to 
those  patients  with  an  acute  renal 
insult  who  were  deemed  to  have 
either  reversible  renal  failure  or 
acute  intoxications. 2 

Between  1950  and  1965,  tech- 
nical modifications  of  the  artifi- 
cial kidney  were  introduced  which 
simplified  treatment  sessions  and 
increased  dialyzer  efficiency.  The 
Kolff  rotating  drum  was  modified 
to  achieve  higher  clearance  per 
hour  but  membrane  ruptures  and 
ex  vivo  clotting  were  common. 
With  Travenol  laboratories,  Kolff 
then  developed  the  twin  coil  di- 
alyzer, which  employed  two 
membrane  coils  supported  by 
wire  mesh  suspended  in  an  open 
bath  of  dialysate.  Blood  flowed 
through  the  stationary  coils  while 
dialysate  streamed  around  them. 
This  new  deign  stabilized  the 
membranes  which  diminished 
rate  of  rupture  and  also  improved 
clearance. 

During  this  same  period,  the 
notion  of  a permanent  vascular 
access  germinated.  To  workers  in 
the  field,  it  seemed  that  if  re- 
peated vascular  access  could  be 
atraumatically  and  aseptically 
achieved,  then  repeated  and  even 
chronic  maintenance  dialysis 
would  be  feasible.  Many  people 
worked  on  this  most  challenging 
problem,  but  the  credit  goes  to 
Belding  Scribner  and  Wayne 
Quinton  (an  engineer),  then  of 


Seattle,  who  developed  a pre- 
cisely engineered  Teflon  arterio- 
venous external  shunt  as  a 
method  for  obtaining  repeated 
vascular  access  for  dialysis.^  Tef- 
lon and  silicone  cannulae  of  hair- 
pin design  were  inserted  via  cut- 
down  surgery  into  the  radial  artery 
and  cephalic  vein  and  then  an- 
chored onto  a stainless  steel  arm- 
plate  further  up  the  arm.  Once  in 
place,  blood  would  circulate  ex- 
ternally through  the  shunt  from 
artery  to  vein.  During  dialysis,  the 
shunt  was  opened  at  its  middle 
where  a sialastic  connector  ex- 
isted. Minimal  trauma  ensued 
from  this  “Scribner  shunt,”  and 
repeated  access  was  feasible.  At 
nearly  the  same  time,  Brescia  and 
Cimino  from  New  York  described 
their  concept  of  permanent  vas- 
cular access  — an  arterialized 
vein  created  by  direct  anasto- 
mosis of  the  radial  artery  to  the 
cephalic  vein  at  the  wrist. This 
Brescia-Cimino  arteriovenous  fis- 
tula has  become  the  standard 
vascular  access  for  the  hemodi- 
alysis patient.  At  the  time  of  their 
introduction,  these  inventions 
were  landmark  breakthroughs. 
Propelled  by  these  advances,  the 
Seattle  group  launched  the 
world’s  first  maintenance  hemo- 
dialysis program  and  a new  era 
in  renal  patient  care  was  begun. 

Now,  almost  30  years  have 
passed  since  the  advent  of  main- 
tenance dialysis.  Worldwide,  over 
250,000  patients  currently  receive 
maintenance  dialysis.  Hemodi- 
alysis is  not  only  allowing  the  pa- 
tient with  renal  failure  to  live,  it 
is  restoring  a quality  of  life  which 
permits  vocational  pursuits  and 
active  participation  in  all  aspects 
of  life.^  Longevity  with  dialysis 
varies  depending  upon  the  age  of 
the  individual  at  initiation  of  di- 
alysis and  presence  or  absence 
of  co-morbid  diseases,  such  as 
diabetes  mellitus  and  atheroscle- 
rotic heart  disease.  However,  sur- 
vival rates  exceed  65%  at  15  years 
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by  some  reports  and  can  exceed 
25  years.®  Near-perfect  patient 
compliance,  a positive  outlook  by 
the  patient, constant  physician 
surveillance  and  attention  to  de- 
tail, a reliable  vascular  access, 
control  of  hypertension,  and  ex- 
pert input  from  the  dialysis  care 
team  of  nurses,  dieticians,  and 
social  workers  have  proven  nec- 
essary to  the  successful  manage- 
ment and  long-term  survival  of  the 
dialysis  patient.® 

Throughout  its  history,  prog- 
ress with  hemodialysis  has  been 
both  conceptual  and  technol- 
ogic, though  it  is  probably  fair  to 
say  that  the  innovations  of  great- 
est impact  have  been  and  con- 
tinue to  be  technologic.  For  ex- 
ample, early  dialysis  machines 
employed  an  open  bath  design, 
where  the  dialyzer  hung  sus- 
pended in  an  open  dialysate  bath 
that  required  tedious  manual 
preparation  and  repeated  stirring. 
Bacterial  growth  in  the  water, 
cooling  of  the  patient’s  blood,  and 
low  efficiency  of  clearance  were 
issues.  Dialysis  times  were  6-10 
hours.  Presently,  hemodialysis  is 
accomplished  in  a small  closed- 
system  cartridge  through  which 
freshly  mixed  dialysate  and  pa- 
tient’s blood  pass  by  each  other 
at  rates  exceeding  500  and  300  mil- 
liliters per  minute,  respectively. 
The  most  commonly  employed 
dialyzers  feature  hollow  capillary 
fibers  situated  in  parallel,  packed 
within  a 10-12  inch  cylinder  that 
is  1.0  to  1.5  inches  in  diameter. 
Blood  enters  the  cartridge  at  one 
end,  then  disperses  into  the  thou- 
sands of  capillary  fibers  which  run 
the  length  of  the  cylinder.  Dialy- 
sate streams  into  the  cartridge 
through  a side  port,  percolates 
among  these  fibers,  then  flows 
out.  The  dialysate  itself  is  contin- 
uously  mixed  from  batch  concen- 
^ trate  and  tap  water  by  proportion- 
j ing  pumps  located  within  the 
i bowels  of  the  dialysis  machine  or 
as  a separate  central  delivery  sys- 


tem. The  brisk  countercurrent 
flows  of  blood  and  dialysate  max- 
imize diffusion  opportunities. 
These  innovations  have  allowed 
vastly  greater  clearance  efficiency 
and  predictability,  with  total  en- 
vironmental control  over  the  pu- 
rity, temperature,  and  chemical 
composition  of  the  dialysate. 

The  Brescia-Cimino  fistula, 
the  polysulfone  ‘‘high  flux** 
hemodialyzers,  and  dialysis 
machines  featuring  com- 
puterized governance  of  di- 
alysate composition  and 
fluid  removal  rates  have 
brought  hemodialysis  to  its 
present  state  of  service. 


Membrane  materials  have  also 
evolved.  For  over  30  years,  di- 
alysis membranes  have  been 
made  from  a cellulose  derivative 
called  cuprophane.  Cuprophane 
kidneys  remain  in  common  use 
but  they  are  reactive  to  blood,  ac- 
tivating the  complement  system 
and  promoting  pulmonary  vas- 
cular leukostasis.  In  an  attempt 
to  diminish  reactivity  and  further 
improve  clearance  efficiency,  ad- 
vanced synthetic  membranes 
have  been  introduced.  These  in- 
clude polymethylmethacrylate, 
polyacrylonitrile,  and  most  re- 
cently an  exceedingly  inert  and 
sturdy  polysulfone  membrane. 
Because  of  polysulfone’s  strength, 
it  can  be  given  larger  pores  with- 
out compromising  textile  integ- 
rity. Thus,  in  nearly  the  same  size 
cartridge,  the  polysulfone  hollow 
fiber  kidney  more  than  doubles 
small  solute  clearance  while 
greatly  increasing  middle  and 
large  molecular  weight  solute 
clearances,  which  are  compara- 
tively very  low  with  the  conven- 
tional cuprophane  kidneys.  How- 
ever, these  dialyzers  require  a new 
generation  of  dialysis  machine 
capable  of  precise  volumetric 


control  of  the  rate  of  fluid  removal 
during  hemodialysis,  for  the  new 
polysulfone  dialyzers  are  capable 
of  stripping  blood  of  its  water  at 
a rate  in  excess  of  250  cc  per  min- 
ute. Left  ungoverned,  the  patient 
could  experience  a complete  vas- 
cular collapse  in  minutes.  Yet, 
with  electronically  governed  vol- 
umetric filtration  control  ma- 
chines and  polysulfone  hollow  fi- 
ber kidneys,  “high  efficiency”  and 
“high  flux”  hemodialysis  is  now 
routinely  accomplished  with  2-3 
hour  dialysis  times  while  provid- 
ing superior  clearances  of  small 
and  large  solutes  alike. 

The  Brescia-Cimino  fistula,  the 
polysulfone  “high  flux”  hemodi- 
alyzers, and  dialysis  machines 
featuring  computerized  gover- 
nance of  dialysate  composition 
and  fluid  removal  rates  have 
brought  hemodialysis  to  its  pres- 
ent state  of  service.  Yet,  recog- 
nizing and  defining  what  consti- 
tutes “adequate  dialysis”  for  each 
patient  has  been  elusive  and  the 
technologic  capability  for  shorter 
dialysis  times  has  heightened  the 
tension.'  Nephrologists  have  long 
agreed  that  there  is  no  one  index 
which  can  serve  as  a routine  in- 
dicator of  dialysis  adequacy. 
Overall  patient  well-being,  dis- 
cerned from  a thorough  clinical 
assessment,  is  probably  not 
enough,  for  the  problems  of  un- 
derdialysis most  often  smolder 
subclinically  and  become  overt 
in  late  stages.  Simply  following 
blood  chemistries  has  not  been 
adequate  either.®  While  all  ne- 
phrologists gauge  dialysis  times 
according  to  patient  well-being 
and  blood  chemistry  values,  there 
has  been  a need  to  more  pre- 
cisely define  what  constitutes  suf- 
ficient dialysis,  particularly  in  our 
present  era  of  crowded  dialysis 
units  with  congressionally  con- 
strained budgets  and  shorter  di- 
alysis times.  A recently  devel- 
oped index  employs  a computa- 
tion of  actual  urea  clearance  dur- 
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ing  dialysis,  which  is  then  fac- 
tored for  urea  appearance  from 
dietary  protein  intake  and  catab- 
olism. Termed  KtA^,  the  index  in- 
corporates the  membrane  diffus- 
ability  of  urea,  dialysis  time,  the 
patient’s  body  water  volume,  and 
the  blood  flow  rate  through  the 
dialyzer.  Values  derived  from  this 
index  correlate  with  patient  well- 
being, hospitalizations,  cardio- 
vascular problems,  and  survival.'^ 
The  nephrologist  then  orders  the 
dialysis  time,  blood  flow  rate,  and 
dialyzer  size  to  achieve  a KtA^  ex- 
ceeding 1.0  to  1.2.  With  this  in- 
dex, hemodialysis  has  become 
properly  “prescriptive”  whereby 
each  patient  is  dialyzed  to  achieve 
a urea  clearance  appropriate  to 
their  protein  intake,  metabolism, 
and  body  size.  While  this  concept 
has  gained  wide  acceptance  and 
routine  implementation,  it  is  rec- 
ognized that  urea  clearance  is 
only  one  measure  of  dialysis  ad- 
equacy, and  may  falsely  repre- 
sent dialysis  adequacy  since  urea 
is  the  easiest  solute  to  remove 
via  conventional  hemodialysis.^ 
Nevertheless,  this  index  repre- 
sents a conceptual  advance  that 
maximizes  the  benefits  of  the 
newer  technology  and  allows  in- 
dividually tailored  and  prescrip- 
tive therapy. 

Emergence  of  Continuous 
Ambulatory  Peritoneal  Dialysis 

While  hemodialysis  units  grew 
with  the  fruits  of  significant  tech- 
nological innovations,  a new 
method  of  peritoneal  dialysis 
emerged  as  a viable  and  some- 
times preferred  alternative  to  the 
hemodialysis  modality. 

Intermittent  peritoneal  dialysis 
was  first  employed  in  the  suc- 
cessful treatment  of  uremic  pa- 
tients in  the  1940s  by  Frank,  Fine, 
and  Seligman  of  Boston  who  were 
actually  charged  by  the  federal 
government  to  develop  a method 
of  support  for  the  war-wounded 
person  with  renal  failure.  While 


these  physicians  achieved  suc- 
cess with  intermittent  peritoneal 
dialysis,  its  broad  application  was 
stalled  by  the  extraordinary 
amount  of  time  and  effort  re- 
quired to  achieve  sufficient  di- 
alysis clearances  (eg,  40-60  hours 
per  week,  given  in  either  3 sep- 
arate 12-16  hour  sessions,  or  as 
one  marathon  session).  Further- 
more, each  session  of  peritoneal 
dialysis  required  a new  perito- 
neal penetration  with  a temporary 
access  catheter.  Needless  to  say, 
repeated  abdominal  punctures 
were  increasingly  hazardous,  and 
major  intra-abdominal  trauma  and 
infection  were  not  uncommon.'® 
To  address  these  problems, 
Tenckhoff  introduced  a modifi- 
cation of  the  rubber  peritoneal 
catheter  in  1964,  adding  Dacron 
cuffs  to  the  mid-section  of  the 
catheter  that  he  fashioned  out  of 
sialastic."  These  Dacron  cuffs  are 
sutured  in  the  abdominal  wall, 
sealing  the  catheter  tunnel  and 
creating  a fibrous  barrier  between 
the  peritoneum  and  the  catheter 
exit  site.  With  this  innovation,  the 
dialysis  catheter  could  be  left  in 
place,  and  repeated  dialyses 
could  be  carried  out  with  the  same 
catheter.  Even  with  the  Tenckhoff 
modification  and  a sharp  decline 
in  complication  rates,  peritoneal 
dialysis  remained  an  unpopu- 
lar alternative  to  hemodialysis, 
largely  because  of  its  tediousness 
and  poor  patient  rehabilitation 
rate. 

Then  in  1976,  Popovich  and 
Moncrief  from  Austin,  Texas  con- 
ceived of  performing  continuous 
peritoneal  dialysis  with  long  dwell 
periods  and  along  with  Karl  Nolph 
of  Missouri  launched  a trial  of 
“continuous  ambulatory  perito- 
neal dialysis”  (CAPD).'^  Rather 
than  repeated  rapid  infusions  with 
short  dwells  of  dialysate  per- 
formed while  the  patient  was  re- 
cumbent in  bed,  CAPD  was  in- 
tended to  achieve  continuous 
dialysis  with  minimal  lifestyle  in- 


terruption. It  was  proposed  that  if 
dialysate  were  left  to  dwell  in  the 
abdomen  for  4-6  hours,  urea  con- 
centration in  the  solution  would 
become  equal  to  that  in  the  blood. 
As  well,  other  solutes  would 
equilibrate  at  a rate  determined 
by  their  size  and  concentration 
gradient.  If  the  fluid  were  to  dwell 
for  3-4  hours  and  then  be  quickly 
exchanged  5-6  times  per  day,  it 
was  thought  that  adequate  solute 
removal  would  ultimately  be 
achieved  provided  dialysis  was 
uninterrupted,  7 days  a week.  In- 
deed, this  was  the  case.  Moncrief, 
Popovich,  and  Nolph  introduced 
a method  that  used  a two  liter  bot- 
tle of  peritoneal  dialysate,  which 
was  instilled  into  the  abdominal 
cavity  through  the  Tenckhoff 
catheter.  This  fluid  was  then  al- 
lowed to  equilibrate  for  about  6 
hours,  then  outflowed,  and  then 
fresh  dialysate  was  immediately 
instilled.  The  exchange  of  dialy- 
sate was  performed  typically  4 
times  per  day  with  even  spacing, 
and  dialysate  continuously 
dwelled  between  these  ex- 
changes, including  overnight. 

It  was  immediately  apparent 
that  CAPD  could  achieve  its  in- 
tent: adequate  dialysis  with  min- 
imal lifestyle  interruption,  but 
problems  existed.  For  one,  infec- 
tion was  frequent,  as  the  system 
was  not  entirely  closed  and  bac- 
teria had  ample  opportunity  to 
gain  entrance  into  the  abdomen. 
Secondly,  the  glass  bottles  were 
an  encumbrance,  being  difficult 
to  transport  and  awkward  to  dis- 
pose. Within  4 years,  however,  as 
industry  became  involved,  spe- 
cially engineered  tubing  connec- 
tors and  flexible  collapsible  bags 
were  introduced,  and  CAPD 
gained  wider  interest  and  ac- 
ceptance. 

Since  1980,  advantages  of  CAPD 
have  become  apparent  and  med- 
ical indications  for  selection  of 
CAPD  over  hemodialysis  have 
evolved. For  example,  potas- 
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sium  build-up  between  hemodi- 
alyses often  threatens  the  inter- 


. . . patients  with  hyperten- 
sive or  congestive  cardio- 
myopathy are  often  better 
served  with  continuous  am- 
bulatory peritoneal  dialysis 
than  with  hemodialysis. 


j mittently  dialyzed  patient, 
whereas  CARD  provides  contin- 
! uous  clearance.  The  same  can  be 
j said  of  salt  and  water  build-up 
i which  threatens  some  patients 
with  pulmonary  congestion  and 
I untoward  hypertension  before 
each  hemodialysis  session.  Thus, 

I patients  with  hypertensive  or 
congestive  cardiomyopathy  are 
i often  better  served  with  CARD 
I than  with  hemodialysis.  CARD  has 
j also  evolved  as  a preferred  mo- 
i dality  for  the  diabetic  patient. 
Heparin,  which  is  necessary  for 
hemodialysis,  is  avoided  which 
may  protect  the  retina;  hyperten- 
sion is  often  better  controlled  ow- 
ing to  more  constant  fluid  con- 
trol; and  insulin  is  administered 
directly  into  the  dialysate,  which 
provides  direct  glycemic  cover- 
age as  glucose  is  absorbed  from 
■ the  dialysate.  CARD  is  also  pre- 
I ferred  for  the  very  young  or  the 
very  old  who  often  cannot  toler- 
I ate  the  vigor  and  abruptness  of 

I hemodialysis  treatment.  Ratients 

with  severe  coronary  disease  and 
I unstable  angina  seem  to  fare  bet- 
I i ter  with  CARD  than  hemodialysis, 

; once  again  because  the  cardiac 
i stress  of  hemodialysis  is  avoided. 

I And,  of  course,  CARD  is  an  alter- 
native for  the  patient  with  vas- 
i|  cular  access  exhaustion. 

Many  patients  select  CARD  for 
^ personal  reasons:  they  can  di- 
alyze at  home  and  remain  inde- 
pendent from  a rigid  in-center  he- 
modialysis schedule;  they  can 
travel  easily  and  frequently,  can 
work  on  a daily  basis  without 


much  interruption  and  can  even 
perform  exchanges  at  work;  pa- 
tients on  CARD  also  eat  more  lib- 
erally, because  dialysis  is  contin- 
uous and  there  is  not  a peak  pre- 
dialysis build-up  of  solutes  and 
fluid.  Many  people  find  they  sim- 
ply feel  better  compared  to  how 
they  felt  on  hemodialysis.  How- 
ever, the  patient  who  is  success- 
ful with  CARD  must  be  highly  mo- 
tivated, self-reliant,  and/or  have  a 
supportive,  reliable  family.  Com- 
pliance must  not  falter  and  tech- 
nique must  be  precise  so  as  to 
assure  sterility.  Despite  continu- 
ous modifications  in  technique, 
bacterial  peritonitis  remains  a 
concern.  The  national  average  is 
one  episode  of  peritonitis  per  pa- 
tient every  8-9  months. These  in- 
fections are  usually  minor,  and 
easily  treated  with  intraperitoneal 
antibiotics,  which  patients  are 
taught  how  to  use,  and  most  often 
do  not  require  hospitalization. 
The  usual  pathogens  are  skin 
flora,  not  intestinal  bacilli,  indi- 
cating infection  by  contamination 
rather  than  from  a bowel  source. 

Other  problems  exist.  Some 
patients  “burn-out”  from  the  daily 
routine.  Hyperlipidemia  can 
evolve  from  the  large  carbohy- 
drate load  which  may  accelerate 
atherosclerosis.  Large  proteins  as 
well  as  amino  acids  are  dialyzed 
away,  so  protein  malnutrition  is 
a threat  and  concern.  For  this  rea- 
son, patients  on  CARD  are  pre- 
scribed a diet  high  in  protein  (1.2 
- 1.5  gm/kg  day)  yet  low  in  fat 
which  for  many  is  a difficult  feat 
to  accomplish.  Body  image  often 
changes  due  to  the  frontal  pres- 
ence of  the  catheter  and  abdom- 
inal distension,  and  mechanical 
problems  do  arise,  such  as  her- 
nias, low  back  pain,  and  pleural 
effusion,  so  some  patients  may 
drop  CARD  after  trying  it  for  only 
a few  months. 

Nevertheless,  CARD  is  a signif- 
icant recent  advance  that  pre- 
sents a viable  and  often  preferred 
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alternative  to  hemodialysis.  It  is 
equivalent  in  effectiveness,  less 
expensive  than  in-center  hemo- 
dialysis, easily  done,  and  increas- 


.  . . the  patient  who  is  suc- 
cessful with  continuous 
ambulatory  peritoneal  di- 
alysis must  be  highly  moti- 
vated, self-reliant,  and! or 
have  a supportive,  reliable 
family. 


ingly  utilized.  Rresently  in  the 
United  States,  approximately 
20,000  patients  dialyze  with  CARD, 
representing  15-20%  of  the  di- 
alysis population  and  accrual  is 
steadily  rising.  Whether  CARD  is 
capable  of  providing  renal  re- 
placement therapy  for  many  con- 
secutive years  (10-25  years),  as 
hemodialysis  has  proven  it  can, 
remains  an  open  question.  Active 
research  is  ongoing.  The  consen- 
sus to  date  is  that  CARD  is  a very 
positive  innovation  and  is  here  to 
stay. 

Aluminum  Problems  and 
Erythropoietin 

The  aforementioned  advances  in 
dialytic  management  have  had 
substantial  positive  impact  on  the 
patient  with  renal  failure,  provid- 
ing greater  efficiency,  effective- 
ness, tolerability,  and  availability 
of  dialytic  therapy  with  enhanced 
rehabilitative  opportunity.  In  ad- 
dition, two  non-dialytic  aspects 
of  the  care  of  these  patients  have 
had  substantial  impact  and  merit 
special  discussion:  (1)  the  reali- 
zation that  oft-prescribed  alumi- 
num in  antacids  is  biologically 
toxic  in  these  patients,  and  (2) 
the  introduction  of  erythropoietin 
as  a replacement  hormone  used 
for  the  correction  of  the  anemia 
which  universally  accompanies 
renal  failure. 

Aluminum.  Long  held  to  be  bi- 
ologically inert  and  of  no  clinical 
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consequence,  compelling  evi- 
dence now  exists  that  aluminum 
is  a major  factor  leading  to  en- 
cephalopathic  brain  damage  and 
bone  mineralization  arrest  in  the 
renal  failure  patient.  The  initial 
correlation  was  suggested  by  Al- 
frey,  who  documented  a gross  el- 
evation of  the  brain  content  of 
aluminum  in  dialysis  patients 
dying  with  a peculiar,  rapidly  pro- 
gressive encephalopathy. '3  The 
aluminum  content  of  brain  gray 
matter  from  his  patients  dying  with 
encephalopathy  was  4-fold  greater 
than  that  of  hemodialyzed  pa- 
tients dying  for  other  reasons,  6- 
fold  greater  than  non-dialyzed 
uremic  patients,  and  12-fold 
greater  than  control  tissues.  Sim- 
ilar “outbreaks”  of  progressive  di- 
alysis encephalopathy  have  been 
associated  with  high  tissue  levels 
of  aluminum;  and  laboratory 
models  have  confirmed  alumi- 
num CNS  toxicity.  In  humans, 
manifestations  include  dysarthria 
and  apraxia,  personality  changes, 
dementia,  psychosis,  myoclonus, 
seizures,  and  progressive  stupor. 
Death  is  usual.''* 

Progressive  neurologic  toxicity 
is  not  the  only  consequence  of 
aluminum  overload  in  these  pa- 
tients. Aluminum  is  concentrated 
as  well  in  bone  and  is  associated 
with  progressive  osteomalacia 
that  is  resistant  to  vitamin  D ther- 
apy. Using  electron  probe  tech- 
niques and  tetracycline  labelling, 
aluminum  has  been  found  in  large 
quantities  along  the  bone  miner- 
alization front  in  many  patients 
with  uremic  osteodystrophy.  Its 
association  with  progressive  bone 
disease  is  no  longer  questioned, 
and  aluminum-associated  renal 
osteodystrophy  is  now  a widely 
recognized  problem,  causing  sig- 
nificant morbidity  along  with  the 
osteitis  fibrosa  lesion  of  hyper- 
parathyroidism and  the  pure  os- 
teomalacia of  1,25  vitamin  D3  de- 
ficiency. In  some  dialysis  centers, 
aluminum-associated  osteodys- 


trophy accoutits  for  up  to  30-40% 
of  all  bone  disease  on  the  unit.'^ 


. . . compelling  evidence 
now  exists  that  aluminum  is 
a major  factor  leading 
to  encephalopathic  brain 
damage  and  bone  miner- 
alization arrest  in  the  renal 
failure  patient. 


Aluminum  can  accrue  in  the 
tissues  of  dialysis  patients  from 
two  sources:  the  dialysis  water 
and  from  oral  ingestion  of  alu- 
minum-based phosphate  bind- 
ers. Since  water  treatment  plants 
often  add  aluminum  sulfate  as  a 
flocculating  agent,  community 
water  supplies  may  be  high  in 
aluminum.  The  individual  with 
healthy  kidneys  easily  excretes 
ingested  aluminum,  but  for  the 
patient  with  renal  failure  there  is 
no  exit.  Aluminum  in  dialysis 
water  easily  transfers  into  the 
blood  down  its  concentration 
gradient.  There  being  no  exit,  alu- 
minum is  bound  by  plasma  pro- 
teins and  taken  up  by  tissues.  Sig- 
nificant accumulations  can  occur 
in  a matter  of  months  to  years.  Of 
equal  concern  is  the  documen- 
tation that  a substantial  amount 
of  aluminum  is  absorbed  follow- 
ing the  oral  intake  of  aluminum- 
based  phosphate  binders.  In  fact, 
it  has  been  shown  that  total  body 
content  of  aluminum  can  in- 
crease significantly  over  time 
solely  from  aluminum  antacids  in 
non-dialyzing  patients  with  renal 
insufficiency.'® 

As  patients  are  surviving  for 
many  years  with  renal  replace- 
ment therapy,  these  insidious 
threats  from  aluminum  have  be- 
come major  concerns.  To  remove 
the  possibility  of  aluminum  in- 
fusion during  dialysis,  it  is  now 
standard  that  all  dialysis  facilities 
be  served  with  water  purification 
units.  Usually,  this  is  accom- 


plished by  reverse  osmosis  units 
that  treat  the  incoming  tap  water 
prior  to  being  proportioned  with 
the  dialysate  concentrate  solu- 
tion. Water  receiving  such  treat- 
ment is  rendered  mineral-free. 
Aluminum  ingestion  from  phos- 
phate binders,  however,  remains 
a large  concern.  To  mitigate  this, 
many  nephrologists  now  pre- 
scribe calcium  carbonate  as  the 
first  choice  phosphate  binder, 
which  is  generally  effective  but  not 
universally  so.'^  Aluminum  hy- 
droxide or  aluminum  carbonate 
still  must  occasionally  be  em- 
ployed to  control  the  plasma 
phosphate.  There  is  an  uncon- 
firmed suggestion  that  calcium 
acetate  may  have  more  effect  due 
to  its  greater  ionization  in  the  al- 
kaline environment  of  the  small 
intestine.'®  Most  nephrologists  are 
now  aware  of  the  possibility  of 
insidious  aluminum  overload  and 
include  plasma  aluminum  in  rou- 
tine lab  testing.  However,  this  is 
not  adequate  and  patients  have 
to  be  tested  by  a deferoxamine 
chelation  challenge,  which  more 
accurately  detects  tissue  burden 
of  aluminum."* 

Erythropoietin.  The  introduc- 
tion and  growing  use  of  human 
recombinant  erythropoietin  (Epo) 
probably  merits  distinction  as  the 
single  recent  advance  with  the 
greatest  impact  for  the  patient  with 
renal  failure.  Anemia  of  chronic 
renal  insufficiency  was  recog- 
nized by  Richard  Bright,'  though 
mechanisms  were  unknown.  For 
three  decades  now,  it  has  been 
known  that  patients  with  renal 
failure  are  deficient  in  erythro- 
poietin production,  which  is 
thought  to  center  normally  in  the 
capillary  endothelial  cells  of  the 
renal  cortex  and/or  in  a set  of  dif- 
ferentiated peritubular  interstitial 
cells.  Scarred  kidneys  produce 
little  erythropoietin.  While  the 
anemia  of  renal  disease  is  pri- 
marily due  to  erythron  hypopro- 
liferation  owing  to  erythropoietin 
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deficiency,  other  factors  such  as 
uremic  suppression  of  the  mar- 
row, protein  malnutrition,  and 
shortened  red  blood  cell  survival 
are  also  operative.  Nevertheless, 
regular  administration  of  recom- 
binant human  erythropoietin  can 
stimulate  erythropoiesis  suffi- 
ciently to  normalize  the  hemato- 
crit in  over  95%  of  patients,  pro- 
vided adequate  iron  is  available 
for  erythropoiesis,  the  marrow  is 
not  fibrosed  or  imbued  with  alu- 
minum, and  adequate  doses  are 
given. 

The  erythropoietic  response 
from  recombinant  human  eryth- 
j ropoietin  is  dose-dependent,  as 
I would  be  expected  for  any  hor- 
I mone  replacement  therapy.^®  For 

I example,  doses  of  40  units/kg 

given  3 times  a week  will  raise 
the  hematocrit  to  a target  level  of 
35  by  3 months  in  only  30%  of 
hemodialysis  patients;  75%  will 
reach  the  target  hematocrit  of  35 
with  80  units/kg  thrice  weekly,  and 
93%  will  reach  a hematocrit  of  35 
with  120  units/kg.  Hemodialysis 
patients  do  not  seem  to  respond 
to  doses  less  than  20  units/kg. 
Most  physicians  feel  that  the  tar- 
get hematocrit  should  be  33-36% 
and  Epo  is  dosed  accordingly. 
When  hematocrit  nears  36%,  Epo 
dosages  are  titrated  to  maintain 
the  hematocrit  without  decline 
and  to  prevent  further  undesired 
elevations.  Available  for  general 
use  for  only  one  year,  the  average 
dose  nationwide  is  40-75  units/kg 
2-3  times  weekly. 

Correction  of  the  anemia  in  di- 
alysis patients  has  dramatic  ben- 
efits, and  marked  changes  in  pa- 
tient well-being  are  common.  The 
need  for  transfusions  is  virtually 
eliminated  as  the  hematocrit  rises, 

! and  the  savings  in  the  consump- 

; tion  of  banked  blood  are  large. 

J From  the  Epo-stimulated  higher 

*,  hematocrits,  better  tissue  oxygen- 

ation ensues,  resulting  in  meas- 
I urable  improvements  in  tissue 

i functioning.  For  example,  car- 
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diac  output  decreases  from  ele- 
vated to  normal  with  concomitant 
reductions  in  left  ventricular  di- 
astolic diameters.  Wall  tension 
diminishes  and  regional  myocar- 
dial perfusion  improves.  Exercise 
capacity  as  measured  by  maxi- 
mal oxygen  utilization  improves 
as  does  overall  stamina  and  en- 
durance. Cognitive  functions  im- 
prove, particularly  memory, 
attention  span,  and  neuropsy- 
chological parameters.  Attitudes 
improve  and  sleep  disorders  dis- 
appear. Patient  surveys  indicate 
that  sexual  desire  and  potency  are 
returning,  and  for  some,  even  fer- 
tility returns.  In  summary,  pa- 
tients receiving  Epo  are  experi- 
encing subjective  improvements 
and  exhibiting  physiologic  rever- 
sal of  many  derangements  we 
have  come  to  recognize  as  part 
of  the  “uremic”  condition. 

Three  concerns  have  come  to 
light.  Iron  deficiency  can  quickly 
evolve  as  available  iron  is  uti- 
lized. Most  patients  require  iron 
supplementation  and  many  are 
requiring  parenteral  iron  therapy. 
Iron  depletion  thwarts  Epo  re- 
sponse, resulting  in  drug  waste  if 
the  problem  is  not  addressed.  In 
many  patients,  blood  pressure  is 
noted  to  rise  as  hematocrit  rises. 
Several  mechanisms  have  been 
suggested,  including  a rise  in 
blood  volume,  increased  blood 
viscosity,  augmented  salt  intake 
(from  improved  appetite),  re- 
duced dialyzer  clearance  of  so- 
dium and  water,  and  an  increase 
in  peripheral  vascular  resistance. 
There  may  be  some  contribution 
from  all  these  mechanisms,  but 
the  most  consistent  observation 
has  been  a rise  in  peripheral  re- 
sistance. It  is  thought  that  chronic 
anemia  induces  hypoxic  periph- 
eral vasodilation;  as  anemia  is 
corrected,  reversal  would  occur, 
leaving  the  patient  comparatively 
vasoconstricted.  In  some  cases, 
accelerated  or  malignant  hyper- 
tension has  occurred  as  hema- 


tocrits rose  quickly  from  use  of 
high  doses  of  Epo.  Therefore, 
there  has  been  a trend  to  initiate 
therapy  with  doses  less  than  100 
units/kg.  A third  concern  is  in- 
creased coagulability.  Platelet 
counts  rise  slightly  and  platelet 
functions  improve,  but  increased 
blood  viscosity  probably  also 
contributes.  Increased  clotting  of 
arteriovenous  grafts  and  fistulae 
has  been  reported,  and  a concern 
has  been  voiced  that  we  may  ac- 
tually see  an  increase  of  throm- 
botic coronary  and  cardiovascu- 
lar events. 

Nonetheless,  the  clinical  ex- 
perience with  Epo  has  been  over- 
whelmingly positive,  albeit  brief. 
The  initial  hope  with  Epo  therapy 
was  that  use  of  transfusions  would 
diminish  and  patients  would 
simply  feel  better.  Much  more  has 
happened.  The  physiologic 
changes  following  correction  of 
the  anemia  are  profound  and  not 
yet  fully  realized  or  understood. 
Certainly,  it  is  becoming  clear  that 
some  of  the  disability  and  mor- 
bidity of  end-stage  renal  disease 
is  anemic  and  not  exclusively 
uremic.  We  can  expect  to  hear 
more  about  Epo  as  its  usage  grows 
and  patients  are  maintained  on  it 
longer. 

Advances  in  Renal 
T ransplantation 

This  brief  essay  about  advances 
in  the  care  of  the  renal  patient 
cannot  be  concluded  without 
mention  of  two  advances  in  the 
field  of  renal  transplantation;  use 
of  cyclosporine  A as  mainte- 
nance anti-rejection  therapy,  and 
use  of  monoclonal  antibodies  as 
induction  anti-rejection  therapy. 

Renal  transplantation  had  its 
successful  beginnings  in  Boston 
in  1954  with  the  successful  trans- 
plantation of  a kidney  between 
identical  twins.  Minimal  anti-re- 
jection therapy  was  required,  and 
the  graft  survived.  Despite  initial 
enthusiasm,  renal  transplanta- 
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tion  grew  only  hesitantly  because 
most  patients  did  not  have  a twin 
donor  and  the  problems  of  graft 
rejection  were  large.  Cadaver 
transplantations  were  attempted 
and  various  anti-rejection  regi- 
mens were  tried,  but  the  protocol 
finally  achieving  widespread  ac- 
ceptance utilized  azathioprine  2- 
3 mg/kg/day  and  prednisone. 
However,  problems  abounded,  as 
graft  acceptance  remained  low  — 
55%  graft  survival  at  one  year  with 
a steady  decline  thereafter  for  ca- 
daver transplantations  — and  was 
only  modestly  better  for  living  re- 
lated donor  transplantation  — 75- 
80%  graft  survival  at  one  year  and 
60-65%  at  5 years.  And  patient 
survival  was  not  certain.  Through 
1974,  nearly  25%  of  cadaver  kid- 
ney recipients  would  die  during 
the  first  year  following  transplan- 
tation, this  high  rate  owing  to  the 
broad  immunosuppression  and 
marrow  toxicity  of  azathioprine 
and  the  then  common  practice  of 
employing  very  high  dose  corti- 
costeroids for  each  rejection 
episode. 22  In  those  times,  the  cer- 
tainty of  hazard  and  the  uncer- 
tainty of  graft  survival  gave  pause 
to  nephrologists  and  patients  alike 
when  the  subject  of  transplanta- 
tion was  brought  to  discussion. 
In  the  early  1980s,  use  of  anti-lym- 
phocyte globulin  moved  average 
cadaver  graft  survival  up  toward 
75%  at  one  year,  but  serum  sick- 
ness reactions  and  greater  infec- 
tious complications  were  con- 
stant concerns.22 

Then,  both  cyclosporin  A and 
monoclonal  antibodies  were  in- 
troduced into  the  anti-rejection 
armamentarium  and  a quantum 
leap  in  graft  survival  statistics  re- 
sulted.22.  24  Both  of  these  agents 
have  selective  immunosuppres- 
sive properties  as  opposed  to  aza- 
thioprine, which  is  comparatively 
non-selective.  Cyclosporin  A,  a 
peptide  derived  from  a fungus, 
causes  almost  total  inhibition  of 
T lymphocyte  proliferative  re- 


sponses while  exerting  little  di- 
rect effect  on  B lymphocytes,  neu- 
trophils, or  monocytes.  OKT3,  the 
monoclonal  antibody  currently  in 
routine  use,  selectively  inhibits 
only  the  T3  subset  of  T lympho- 
cytes, which  generally  serve  to 
recognize  foreign  antigens  and 
initiate  an  immune  response.  The 
selectivity  seems  beneficial  in  two 
regards:  myeloid  cells  are  unaf- 
fected so  host  defenses  are  not  as 
impaired  as  with  azathioprine, 
and  tissue  rejection  responses 
seem  more  effectively  held  at  bay 
because  of  the  focused  lympho- 
cytic interference.  At  present, 
OKT3  is  widely  employed  as  pro- 
phylactic anti-rejection  therapy  in 
the  first  2-3  weeks  of  transplan- 
tation. If  anti-OKT3  antibodies  do 
not  form,  it  may  be  reapplied 
weeks  later  for  therapy  of  an  acute 
rejection  episode.  Cyclosporin  A 
is  typically  prescribed  at  the  time 
of  transplantation  and  carried  as 
a maintenance  immunosuppres- 
sive drug,  always  in  combination 
with  prednisone  and  at  times  in 
combination  with  azathioprine. 
With  either  of  these  agents,  graft 
rejection  episodes  are  less  fre- 
quent with  graft  survival  ap- 
proaching 90%  at  one  year;  and 
because  of  less  rejection  morbid- 
ity, lower  accumulative  doses  of 
corticosteroid,  limited  myelotox- 
icity, and  stronger  host  defenses, 
patient  survival  is  exceeding 
94%. 25 

Cyclosporin  A does  have  its 
own  toxicity,  however.  It  causes 
hypertension,  has  been  associ- 
ated with  emergence  of  lympho- 
mas, can  cause  a peripheral  neu- 
ropathy, is  often  hepatotoxic,  and 
most  worrisome  of  all,  is  pre- 
dictably nephrotoxic.  There  ap- 
pears to  be  two  types  of  nephro- 
toxicity: an  acute  toxicity  which 
reverses  with  dose  reduction,  and 
a chronic  form  which  is  associ- 
ated with  histologic  changes  and 
progressive  nephrosclerosis. 

Notwithstanding  these  prob- 


lems, which  are  generally  man- 
ageable, cyclosporin  A has  pro- 
pelled not  only  renal  transplan- 
tation but  all  organ  transplanta- 
tion into  a new  era.  Varied  pro- 
tocols continue  to  be  tested  with 
cyclosporin  A,  monoclonal  anti- 
bodies, corticosteroids,  and  aza- 
thioprine. Toxicity  is  declining  as 
we  learn  more  about  the  drugs, 
and  graft  survival  is  breeching 
90%.  It  is  clear  that  the  early  ten- 
tativeness of  transplantation  is 
waning.  With  cyclosporin  A and 
OKT3,  waiting  lists  are  growing 
longer  despite  rising  rates  of 
transplantation.  Nephrologists  are 
now  referring  a majority  of  pa- 
tients under  the  age  of  55  for 
transplant  consideration,  and 
more  patients  spontaneously  ex- 
press a desire  to  have  a go  at  what 
truly  seems  to  be  the  ultimate 
renal  replacement  therapy  — a 
new  kidney. 
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sidered In  differential  diagnosis  of  antibiotic-associated 
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associated  colitis. 

Precautions; 
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• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  ce^^osporins, 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
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• Broad-spMtrum  antibiotics  should  be  prescribed  with 
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Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pnjritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  2(X)  patiems.  Cases 
of  semm-sickness-ltke  reactions  have  been  r^orted 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
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in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
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occur  a few  days  after  Initiation  of  therapy  and  subside 
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ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
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toms have  ranged  from  mild  to  severe  at  the  time  of 
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serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 
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Recent  Advances  in  Infectious  Diseases 


Rinchen-Tzo  Emgushov,  MD 
Steven  M.  Opal,  MD 


Human  papillomavirus  may 
be  the  most  common  sex- 
ually transmitted  disease  in 
the  United  States. 


As  the  decade  of  the  1980s  comes 
to  a close,  the  AIDS  epidemic 
continues  to  dominate  the  clini- 
cal and  research  efforts  of  infec- 
tious disease  physicians.  Despite 
considerable  advances  in  the  un- 
derstanding of  the  human  im- 
munodeficiency virus  and  its  im- 
munopathogenic  mechanisms, 
eradication  of  the  organism  and 
the  development  of  an  effective 
vaccine  continues  to  elude  med- 
ical science.  The  AIDS  epidemic 
has  become  a human  tragedy  of 
immense  proportions  and  it  will 
continue  to  be  the  most  pressing 
and  challenging  infectious  dis- 
ease priority  in  the  United  States 
during  the  1990s. 

In  contrast  to  the  disappoint- 
ingly slow  progress  in  AIDS  re- 
search, important  advances  in  the 
microbiology  and  treatment  of  a 
variety  of  other  infectious  dis- 
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eases  have  occurred  recently.  A 
number  of  previously  unrecog- 
nized, human  pathogens  have 
been  identified  within  the  last  few 
years.  The  recognition  of  Helico- 
bacter pylori  as  a cause  of  upper 
gastrointestinal  inflammation. 
Chlamydia  pneumoniae  as  a 
cause  of  respiratory  tract  infec- 
tion, and  Ehrlichia  canis  as  a 
common  rickettsial  infection  are 
examples  of  important  recent  dis- 
coveries. 

In  this  review,  we  intend  to 
briefly  summarize  some  of  the 
most  significant  recent  advances 
of  clinical  relevance  in  infectious 
diseases.  Important  discoveries 
in  clinical  microbiology  are  de- 
scribed in  Table  1.  New  thera- 
peutic options  in  the  manage- 
ment of  infectious  diseases  are 
reviewed  in  Table  2. 

HIV  and  the  AIDS  Epidemic 

Some  interesting  national  trends 
are  emerging  from  the  AIDS  sta- 
tistics that  are  worthy  of  note. 
While  the  incidence  of  new  AIDS 
cases  is  increasing  in  virtually  all 
major  high  risk  groups  (35,328 
cases  in  1989  in  US),  the  inci- 
dence of  transfusion-acquired  or 
clotting  factor-acquired  AIDS  ap- 
pears to  have  leveled  off  and  may 
even  be  decreasing.'  This  is  un- 
doubtedly related  to  the  universal 
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screening  of  blood  transfusion 
products  in  the  United  States.  The 
incidence  of  new  AIDS  cases  in 
gay  men  appears  to  be  slowing 
slightly  as  well.  This  may  be  re- 
lated to  the  success  of  educa- 
tional programs  and  AZT  treat- 
ment which  slows  the  immuno- 
suppression related  to  HIV  infec- 
tion. Improved  preventive  meas- 
ures such  as  aerosolized  pentam- 
idine and  prophylaxis  against 
fungal  infections  may  also  be 
having  an  impact  on  AIDS  statis- 
tics. 

The  most  troubling  findings  in- 
clude the  progressive  increase  of 
AIDS  in  intravenous  drug  users 
and  heterosexual  partners  of  high 
risk  groups. 2 Perinatally  transmit- 
ted HIV  infection  is  also  increas- 

ABBREVIATIONS  USED: 

AIDS:  acquired  immunodefi- 
ciency syndrome 
AZT:  zidovudine 
CSF:  cerebrospinal  fluid 
ddC:  2'  3'  dideoxycytidine 
ddl:  2'  3'  dideoxyinosine 
DNA:  deoxyribonucleic  acid 
HIV:  human  immunodeficiency 
virus 

HPV:  human  papillomavirus 
LPS:  lipopolysaccharide 
RMSF:  rocky  mountain  spotted 
fever 

TNF:  tumor  necrosis  factor 
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Table  1.  Recent  Discoveries  in  Clinical  Microbiology 

Organism 

Disease  Association 

Comments 

Ehrlichia  canis 

Rickettsial  disease  with 
fever,  myalgia, 
cytopenias 

Probably  tick 
transmitted.  Found  in 
Southeast  and  Central 
US. 

Helicobacter  pylori 

Type  B gastritis,  peptic 

Antibiotics  may  prevent 

(Campylobacter  pylori) 

ulcer 

recurrences  in  ulcer 
disease 

Chlamydia  pneumoniae 

Upper  and  lower 

Common  in  children 

(TWAR) 

respiratory  infection 

and  young  adults 

Human  papillomavirus 

Cervical  dysplasia  and 

An  important. 

type  1 6 and  1 8 

carcinoma 

subclinical  sexually 
transmitted  disease 

Parvovirus  B19 

Fifth  disease,  bone 
marrow  failure  in 
immunocompromised 
patients 

Transient  aplasia  in 
normal  hosts, 
persistent  aplasia  in 
immunosuppressed 

Hepatitis  C (Non-A, 
Non-B  Hepatitis) 

Post-transfusion  hepatitis 

Serologic  test  now 
available  to  protect 
blood  supply 

Hepatitis  E 

Enterically-transmitted 

hepatitis 

Similar  to  hepatitis  A 
but  a distinct,  new  virus 

Cat-scratch  disease 
bacillus 

Cat  scratch  disease 

Organism  successfully 
cultured,  potentially 
treatable 

Human  Herpes  virus  6 
(HH6) 

Roseola 

Ubiquitous  virus, 
probable  cause  of  this 
childhood  exanthem 

ing.  AIDS  is  now  observed  with 
greater  frequency  in  smaller  cit- 
ies throughout  the  United  States.' 

Zidovudine  (AZT)  has  clearly 
had  an  impact  on  the  AIDS  epi- 
demic and  has  prolonged  the  sur- 
vival of  fllV  infected  patients.  Re- 
cent data  demonstrating  the  utility 
of  lower  doses  of  AZT  (500  mg/ 
day)  is  welcome  news  owing  to 
its  decreased  cost  and  improved 
compliance  coupled  with  de- 
creased toxicity.'^' Recent  obser- 
vations of  AZT  resistance  in  pa- 
tients with  HIV  is  worrisome.^ 
While  the  clinical  consequences 
of  AZT  resistance  is  not  yet 
known,  this  provides  increased 
impetus  for  the  development  of 
new  antiretroviral  agents. 

Recent  observations  of 

AZT  resistance  in  patients 

with  HIV  is  worrisome. 

The  importance  of  preventive 
care  and  provision  of  early  treat- 
ment for  opportunistic  infections 
has  improved  the  outlook  for  HIV 
infected  patients.  HIV  infection 
may  gradually  become  a chronic, 
manageable  illness  rather  than  a 
rapidly  fatal  disease  as  our 
knowledge  of  its  natural  history 
improves.'  ® The  subject  of  HIV 
and  its  impact  on  health  care  in 
Rhode  Island  and  the  rest  of  the 
United  States  has  recently  been 
reviewed  in  detail  in  the  Rhode 
Island  Medical  Journal^ 

Ehrlichiosis 

The  Ehrlichia  species  are  obli- 
gate intracellular  bacteria  that  are 
grouped  with  the  Rickettsiaceae. 
The  pathogenic  nature  of  these 
tick-transmitted,  rickettsial  orga- 
nisms was  first  appreciated  dur- 
ing the  Vietnam  War  when  mili- 
tary sentry  dogs  became  infected 
with  Ehrlichia  canis.  Dogs  devel- 
oped a highly  fatal  hemorrhagic 
disease  named  tropical  canine 
pancytopenia.®  Human  ehrlich- 
iosis was  initially  described  in  the 


US  in  1986.  An  Arkansas  man  de- 
veloped fever,  myalgias  and  pan- 
cytopenia following  the  removal 
of  a tick.  Intracytoplasmic  inclu- 
sion bodies  were  found  in  his  leu- 
kocytes. Serologic  studies  con- 
firmed infection  with  E. 
canis  and  he  was  successfully 
treated.®- 

The  diagnosis  ( of  ehr- 
lichiosis) is  confirmed  ser- 
ologically and  treatment 
consists  of  tetracycline  or 
chloramphenicol. 

Subsequently  cases  have  been 
found  in  southern  and  central 
United  States.  Ehrlichiosis  is  most 
common  in  young  men  during  the 
summer  months  in  rural  areas. 
Three-quarters  of  the  patients  re- 
port tick  exposure  prior  to  onset 
of  symptoms  implicating  a tick 
vector  in  most  cases.  Clinical 
manifestations  are  nonspecific 


and  are  similar  to  those  seen  in 
Rocky  Mountain  Spotted  Fever 
(RMSF).  In  contrast  to  RMSF,  only 
about  20%  of  patients  have  rash 
and  less  than  5%  have  rash  on 
the  palms  or  soles.  Leukopenia, 
anemia,  thrombocytopenia,  and 
elevated  liver-associated  en- 
zymes also  are  distinguishing 
characteristics  of  ehrlichiosis. " 
Recent  investigations'^  suggest 
that  ehrlichiosis  is  more  common 
than  RMSF  in  many  regions  of  the 
Southeast.  The  diagnosis  is  con- 
firmed serologically  and  treat- 
ment consists  of  tetracycline  or 
chloramphenicol. 

Helicobacter  Pylori 

Helicobacter  pylori  was  first  iso- 
lated from  gastric  samples  in 
1982.'®  Increasing  evidence  sup- 
ports the  pathogenic  role  of//,  py- 
lori in  gastric  inflammation  and 
peptic  ulcer  disease.  The  orga- 
nism is  a motile,  curved,  gram- 
negative rod  which  produces 
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Table  2.  Recent  Advances  in  Preventing  Treatment  of 
Infectious  Diseases 

Agent 

Indications 

Comments 

Dideoxyinosine  (ddl) 

HIV 

May  be  useful  in  place 
of  or  in  addition  to  AZT 

Dideoxycytidine  (ddC) 

HIV 

May  be  useful  in  place 
of  or  in  addition  to  AZT 

Fluconazole 

Cryptococcal  and 

Orally  absorbed,  well 

candidal  infection 

tolerated,  excellent 
CSF  levels 

Mefloquine 

Malaria 

Effective  in  resistant 
cases  of  falciparum 
malaria 

Corticosteroids 

Bacterial  meningitis  in 

Limited  experience  in 

children 

adults 

Anti-endotoxin 

Septic  shock 

Neutralizes  endotoxin 

monoclonal  antibody 

effects 

Anti-TNF  monoclonal 

Septic  shock 

Neutralizes  toxic  effects 

antibody 

of  TNF  produced  in 
septic  shock 

Live  attenuated  oral 

Prevention  of  typhoid 

Well  tolerated,  highly 

typhoid  vaccine 

fever 

protective 

urease  in  large  quantities.  The 
urease  produced  by  this  orga- 
nism may  protect  it  from  gastric 
acidity,  yet  cause  injury  to  the 
I gastric  mucosa  through  the  gen- 

' eration  of  ammonia.  A variety  of 

i serologic,  histologic,  microbio- 

logic data  support  the  role  of  H. 
pylori  in  upper  gastrointestinal 
inflammation  (Table  3).  Recent 
evidence  implicating  H.  pylori  in 
I Type  B antral  gastritis  include:  (1) 

human  volunteer  studies  with  H. 

\ pylori  resulting  in  chronic  gastri- 

tis; (2)  an  animal  model  using 
i gnotobiotic  pigs  reproduces 

chronic  gastritis  following  inoc- 
i ulation  with  H.  pylori]  (3)  treat- 

: ment  with  bismuth  salts,  nitrofur- 

1 antoin  or  amoxicillin  eradicates 

i the  organism  and  results  in  im- 

; provement  in  the  gastric  inflam- 

; mation.  Moreover,  serologic  re- 

j sponses  to  H.  pylori  indicate  a 

i systemic  response  to  the  orga- 

I nism.''* 

The  role  of  H.  pylori  as  a cause 
of  peptic  ulcer  disease  is  more 
- speculative.  Current  evidence  in- 

dicates that  excess  gastric  acid 
induces  gastric  metaplasia  of  re- 
gions of  duodenal  mucosa.  H.  py- 
lori then  colonizes  these  sites 

I 

t 
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Eradication  of  Helicobac- 
ter pylori  was  associated 
with  prolonged  remission  of 
peptic  ulcer  disease. 

where  the  production  of  urease 
and  a microbial  cytotoxin  pro- 
duces injury  and  subsequent 
duodenal  ulceration.  Gastric 
acidity  as  well  as  infection  with 
H.  pylori  may  contribute  to  peptic 
ulceration.''*  Two  recent  reports'^' 
support  the  contention  that  H. 
pylori  contributes  to  the  patho- 
genesis of  peptic  ulcer.  Combi- 
nation therapy  with  antacid  regi- 
mens or  H2  blockers  with 
antibiotics  resulted  in  lower  re- 
currence rates  when  compared  to 
antacid  therapy  alone.  Eradica- 
tion of  H.  pylori  was  associated 
with  prolonged  remission  of  pep- 
tic ulcer  disease.  Failure  to  erad- 
icate the  organism  may  be  a cause 
of  persistent  and  recurrent  peptic 
ulcer  in  this  patient  population. 
A greater  understanding  of  the  bi- 
ology of  this  organism  may  pro- 
vide new  insights  into  the  preven- 
tion and  treatment  of  peptic  ulcer 
disease  and  upper  gastrointes- 
tinal inflammation. 


Chlamydia  pneumoniae 

A previously  unrecognized  Chla- 
mydia psittaci-Wke  organism  was 
first  recognized  as  a cause  of  hu- 
man respiratory  infection  in  1986. 
This  organism,  initially  referred 
to  as  TWAR,  has  now  been  care- 
fully analyzed  and  is  known  to  be 
a third  species  in  the  genus  Chla- 
mydia and  is  currently  known  as 
C.  pneumoniae This  is  a pri- 
mary human  pathogen  and  is 
transmitted  between  humans 
without  an  animal  reservoir.  The 
organism  is  an  obligate  intracel- 
lular bacterial  pathogen  which 
grows  within  epithelial  cells.  A 
number  of  serologic  tests  have 
been  developed  which  have  been 
invaluable  in  the  understanding 
of  the  pathogenesis  and  epide- 
miology of  this  organism.'® 

The  clinical  manifestations  of 
C.  pneumoniae  are  similar  to  My- 
coplasma pneumoniae.  The  dis- 
ease is  most  frequently  recog- 
nized in  older  children  and  young 
adults  and  is  associated  with 
pharyngitis,  bronchitis,  hoarse- 
ness and  prolonged  lower  respi- 
ratory symptoms.  While  most  in- 
fections appear  to  be  mild,  severe 
infections  may  occur.  Up  to  10% 
of  hospitalized  patients  with 
pneumonias  from  a variety  of 
areas  of  North  America  have  been 
shown  to  be  caused  by  Chlamy- 
dia pneumoniae.  C.  pneumoniae 
infection  may  be  distinguished 
clinically  by  its  propensity  to 
cause  prolonged  respiratory  ill- 
ness and  frequent  hoarseness.'® 
Serologic  studies  have  dem- 
onstrated that  this  is  a ubiquitous 
organism  in  nature.  While  less 
than  10%  of  patients  under  age 
ten  have  serologic  evidence  of  C. 
pneumoniae  infection,  up  to  50% 
of  patients  over  age  20  have  ser- 
opositivity  to  C.  pneumoniae.  This 
would  indicate  that  the  majority 
of  infections  occur  during  ado- 
lescence and  that  most  older 
adults  have  already  experienced 
this  infection.  Immunity  appears 
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Chlamydia  pneumoniae  is 
most  frequently  recognized 
in  older  children  and  young 
adults  and  is  associated 
with  pharyngitis,  bronchi- 
tis, hoarseness  and  pro- 
longed lower  respiratory 
symptoms. 


to  be  incomplete  and  reactivation 
may  occur  from  this  organism. 
Treatment  consists  of  prolonged 
courses  of  high  dose  tetracycline 
or  erythromycin.'^ 

Human  Papillomavirus 

It  has  recently  become  apparent 
that  the  human  papilloma  viruses 
(HPV)  are  important  genital  path- 
ogens.2“  There  are  greater  than 
sixty  types  of  human  papilloma 
viruses  (HPV)  identified  by  DNA 
probes  with  greater  than  20  types 
infecting  the  genital  tract.  HPV 
types  16-18  are  associated  with 
subclinical  infection  of  the  cervix 
and  possess  significant  malig- 
nant potential.  Types  6-1 1 have  a 
tendency  to  produce  exophytic 
condylomata  around  the  external 
anogenital  region  and  Type  1 1 is 
also  associated  with  papilloma- 
tous laryngeal  disease.  HPV  DNA 
has  been  found  in  cancerous  cer- 
vical tissue  where  it  is  integrated 
into  the  cellular  chromosomes 
thus  implicating  it  as  a cause  of 
cervical  cancer.  Use  of  DNA 
probes  has  also  revealed  HPV  nu- 
cleic acids  in  histologically  nor- 
mal tissue.  Asymptomatic  infec- 
tion appears  to  be  quite  common. 
For  this  reason  it  is  difficult  to 
predict  which  lesions  will  pro- 
gress or  how  rapidly  HPV  16  and 
18  infected  cells  will  lead  to  cer- 
vical cancer.  HPV  probably  in- 
duces cervical  carcinoma  with  the 
help  of  other  cofactors.  Possible 
cofactors  include  acquired  or  in- 
herited factors  that  affect  immune 
competence. 2°' 

HPV  may  be  the  most  common 
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sexually  transmitted  disease  in  the 
United  States.  There  are  many 
clinical  manifestations  including 
flat  condylomata,  condyloma 
acuminata  and  bowenoid  papu- 
losis. These  infections  are  visible 
on  genital  tissues,  with  magnifi- 
cation, after  application  of  3-5% 
acetic  acid.  Pap  smears  may  re- 
veal cervical  dysplasia  which  is 
indicative  of  HPV  infection.  Many 
patients  have  multicentric  dis- 
ease with  simultaneous  HPV  in- 
fections at  various  levels  of  the 
genital  tract. 

Transmission  of  HPV  infection 
is  primarily  via  sexual  contact. 
Vertical  transmission  has  been 
implicated  in  development  of  ju- 
venile laryngeal  papillomatosis  in 
affected  children.  It  is  possible 
that  HPV  may  be  transmitted  by 
other  means  as  well.  To  reduce 
transmission  of  genital  HPV,  cli- 
nicians should  recommend  con- 
dom use  to  patients  with  new  sex- 
ual partners.  Condom  use  is 
usually  unnecessary  with  current 
monogamous  partners  since  the 
current  partner  is  likely  to  be  in- 
fected already.^' 

Treatment  is  difficult  since:  (1) 
the  virus  may  persist  in  adjacent, 
normal  appearing  tissue;  (2)  no 
specific  antiviral  medication  is 
available;  (3)  local  treatment  re- 
sults in  high  failure  rates.  Present 
therapy  includes  use  of  podo- 
phyllin,  trichloroacetic  acid, 
cryotherapy,  electrocautery  or  la- 
ser surgery.  Immunologic  de- 
struction of  anogenital  warts  with 
intralesional  interferon-alpha  ap- 
pears to  be  a promising  new  ther- 
apeutic approach  as  well.^^ 

Other  Recent  Discoveries 
in  Clinical  Microbiology 

It  has  now  become  evident  that 
the  parvovirus  B19,  the  cause  of 
erythema  infectiosum,  also  pro- 
duces a number  of  other  impor- 
tant clinical  syndromes.  The  or- 
ganism may  cause  transient 
aplastic  crises  as  well  as  chronic 


and  severe,  persistent  anemia. 
Chronic  anemia  is  much  more 
common  in  immunocompro- 
mised patients  and  may  be  one 
of  the  many  causes  of  severe  ane- 
mia in  AIDS  patients.^^  Recent  re- 
ports of  successful  treatment  of 
B19-induced  chronic  anemia  with 
intravenous  gamma  globulin  dra- 
matically illustrate  the  potential 
impact  of  this  viral  infection  on 
the  bone  marrow.^**  Parvovirus  B19 
also  appears  to  produce  an  ar- 
thropathy in  many  adults  infected 
with  this  virus.  The  risk  of  trans- 
placental infection  with  resultant 
fetal  hydrops  appears  to  be  small 
but  real. The  availability  of  im- 
proved diagnostic  techniques, 
such  as  polymerase  chain  reac- 
tion technology,  will  provide  an 
opportunity  to  more  fully  under- 
stand the  epidemiology  of  this 
viral  pathogen. 

One  of  the  major  accomplish- 
ments of  the  1980s  was  the  char- 
acterization of  the  viral  agent  re- 
sponsible for  post-transfusion 
hepatitis. Non-A  non-B  hepatitis 
is  now  known  to  be  primarily  re- 
lated to  a single  RNA  virus  be- 
longing to  the  togavirus  family. 
This  virus  is  now  named  hepatitis 
C and  is  the  most  common  cause 
of  post-transfusion  hepatitis.  A re- 
liable serologic  test  has  been  de- 
veloped to  detect  hepatitis  C 
which  should  protect  the  nation’s 
blood  supply  from  this  virus. Re- 
cent clinical  studies  have  also 
demonstrated  the  utility  of  alpha- 
interferon  in  controlling  chronic 
hepatitis  C virus  infection. 

The  enterically  transmitted  non- 
A,  non-B  hepatitis  agent  is  now 
known  to  differ  from  hepatitis 
This  virus  has  caused  food  and 
water-borne  outbreaks  in  Asia  and 
recently  in  South  America.^®  The 
organism  is  similar  to  hepatitis  A 
yet  is  serologically  and  virologi- 
cally  distinct.  The  virus  is  now 
named  hepatitis  E and  its  nature 
and  ecology  remain  to  be  de- 
fined.^® 
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The  infectious  agent  which 
causes  cat-scratch  disease  has 
now  been  isolated  and  propa- 
gated in  the  laboratory.  An  animal 
model  for  cat-scratch  disease  now 
exists  in  armadillos.  Cat-scratch 
disease  is  known  to  be  caused  by 
a thin,  pleomorphic,  gram  nega- 
tive bacterium.  The  organism, 
which  has  yet  to  be  officially 
named,  is  aerobic  and  has  been 
cultured  on  routine  bacteriologic 
media. A serologic  test  has  re- 
cently been  developed  which  may 
aid  in  the  diagnosis  of  this  dis- 
ease. The  organism  is  suscepti- 
ble in  vitro  to  a variety  of  anti- 
microbial agents  including  third 
generation  cephalosporins,  ami- 
noglycosides, extended  spec- 
trum penicillins,  rifampin  and 
quinolones.  Recent  reports  of  se- 
vere cat-scratch  disease  in  im- 
munocompromised patients  and 
case  reports  of  successful  treat- 
ment with  antibiotics  has  stimu- 
lated renewed  interest  in  specific 
antimicrobial  chemotherapy 
against  this  disease.^^' 

The  elusive  agent  which  causes 
roseola  may  have  recently  been 
discovered.  There  is  convincing 
I serologic  data  to  suggest  that  the 
human  herpes  virus  Type  VI 
(HH6)  is,  in  fact,  the  viral  cause 
of  roseola.  This  common  child- 
hood exanthem,  sometimes  re- 
ferred as  exanthem  subitum,  is 
probably  caused  by  this  ubiqui- 
I tous,  recently  discovered  herpes 
virus.34 

Dideoxyinosine  and 
Dideoxycytidine 

The  search  for  antiretroviral  drugs 
in  the  treatment  of  HIV  infection 
has  resulted  in  the  development 
of  two,  potentially  useful,  reverse 
transcriptase  inhibitors. 2'  3'-di- 
deoxyinosine  (ddl)  is  a purine  di- 
; deoxynucleoside  analogue  that 
' has  in  vitro  activity  against  HIV  in 
T cells  and  monocytes.  Once  in- 
side the  cell,  ddl  is  metabolized 
j to  form  the  active  compound  di- 

! 
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deoxyadenosine  — 5'-triphos- 
phate  (ddA-TP).  It  preferentially 
inhibits  HIV  reverse  transcriptase 
and  suppresses  HIV  replication 
by  blocking  viral  DNA  synthesis. 
The  intracellular  half-life  of  the 
active  compound  is  12  hours  al- 
lowing for  once  daily  dosing.  Side 
effects  are  painful  peripheral  neu- 
ropathy and  pancreatitis  that  are 
probably  both  dose-related.  Dose- 
related  hyperuricemia  is  de- 
scribed which  probably  reflects 
metabolic  degradation  of  ddl  and 
is  usually  asymptomatic. 

2',  3'-dideoxycytidine  (ddC)  is 
a pyrimidine  analogue  that  is  in- 
active until  it  is  metabolized  to 
the  5'  triphosphate  form.  The  ac- 
tive form  acts  as  a substrate  for 
HlV-1  reverse  transcriptase  with 
subsequent  inhibition  of  viral 
DNA.  Its  elimination  half  life  is  1 .2 
hours  and  is  excreted  by  the  kid- 
neys. This  compound  also  par- 
tially penetrates  the  CSF  follow- 
ing oral  absorption.  Decreased 
levels  of  HIV-associated  P24  an- 
tigen, slight  increases  of  CD4  cells 
(helper  T lymphocytes)  and  some 
increase  in  antigen  induced  T cell 
proliferation  in  vitro  have  been 
noted  following  ddC  therapy  in 
AIDS  patients.  Side  effects  in- 
clude maculovesicular  rash, 
aphthous  oral  ulcers,  fever,  ma- 
laise and  painful  peripheral  neu- 
ropathy. Painful  neuropathy  is  as- 
sociated with  higher  doses. 

Both  these  agents  inhibit  HIV 
replication  without  the  frequent 
bone  marrow  suppression  asso- 
ciated with  AZT.  These  drugs  may 
offer  options  to  patients  intoler- 
ant to  AZT.  They  may  also  prove 
useful  in  the  treatment  of  AZT-re- 
sistant  strains  of  HIV.  Both  ddl 
and  ddC  are  being  rigorously 
studied  in  order  to  establish  safety 
and  efficacy  and  are  available  only 
for  “compassionate  use”  outside 
of  the  clinical  trials.^^ 

Fluconazole 

The  continuing  search  for  effec- 


tive, non-toxic  anti-fungal  agents 
has  resulted  in  the  development 
of  the  first  orally  available  tria- 
zole, fluconazole.  Fluconazole 
has  many  desirable  features  in- 
cluding its  excellent  bioavailabil- 
ity following  oral  absorption,  high 
CSF  levels,  relative  lack  of  toxic- 
ity, infrequent  incidence  of  drug 
interactions,  and  prolonged 
serum  half-life.  The  drug  works 
like  other  imidazoles  in  that  it  in- 
terferes with  a fungal  cytochrome 
P-450  demethylase  enzyme  in- 
volved in  the  synthesis  of  a fungal 
membrane  sterol  known  as  er- 
gosterol.39  The  drug  has  been 
shown  to  be  efficacious  against  a 
variety  of  pathogenic  mycoses, 
and  has  been  approved  by  the  FDA 
for  the  treatment  of  cryptococcal 
meningitis  and  candidal  infec- 
tions in  immunocompromised 
patients. While  the  relative 
merits  of  amphotericin  B versus 
fluconazole  in  the  treatment  of 
cryptococcal  meningitis  remains 
debatable,  fluconazole  is  clearly 
advantageous  in  the  long  term 
maintenance  of  cryptococcal 
meningitis  in  AIDS  patients.  The 
efficacy  of  fluconazole  against  a 
variety  of  other  mycotic  infec- 
tions remains  to  be  determined 
by  large  multicenter  trials.^®"*' 

The  drug  has  been  well  toler- 
ated in  clinical  studies  and  is  def- 
initely less  toxic  than  miconazole 
or  ketoconazole.  Occasional  cu- 
taneous reactions  have  occurred 
as  have  drug-induced  hepatitis. 
Drug  interactions  include  in- 
creased levels  of  phenytoin,  cy- 
closporin and  Coumadin  with  the 
concomitant  administration  of 
fluconazole.  This  drug  represents 
a major  advance  in  the  treatment 
of  opportunistic  mycoses.^^ 

Mefloquine 

Malaria  continues  to  be  a major 
threat  to  human  populations  in 
developing  countries.  The  rapid 
development  of  resistance  to  an- 
timalarial  drugs  has  thwarted 
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Table  3.  Helicobacter  pylori  and  Gastrointestinal  Disease 

Gl  Pathology 

Number  of  Patients 

Evidence  of  H.  Pylori 

Studied 

Infection  (%) 

No  Gl  lesion 

230 

0-20 

Active  chronic  gastritis 

401 

64-95 

Gastric  ulcer 

78 

35-86 

Duodenal  ulcer 

46 

75-100 

Adapted  from  Reference  #14. 

eradication  projects  and  stimu- 
lated interest  in  the  development 
of  new  antimalarial  compounds 
and  work  on  vaccine  develop- 
ment. In  1990,  the  new  antima- 
larial drug  mefloquine  was  re- 
leased for  use  in  the  United  States. 
This  drug  is  a quinolone-metha- 
nol  derivative  which  is  chemi- 
cally related  to  quinine.  It  is  par- 
ticularly useful  in  the  treatment 
and  prevention  of  Plasmodium 
falciparum.  This  form  of  malaria 
is  the  most  lethal  and  most  likely 
to  be  resistant  to  other  standard 
antimalarial  agents.  The  drug  has 
proven  to  be  efficacious  in  the 
treatment  of  resistant  strains  of 
falciparum  malaria  as  well  as  the 
prevention  of  infection  when  trav- 
eling in  malaria  endemic  areas. 
The  drug  has  an  exceedingly  long 
half  life  and  may  be  given  on  a 
weekly  or  every  other  week  basis 
in  the  prevention  of  malaria  in 
travelers. 

The  drug  is  generally  well  tol- 
erated but  significant  side  affects 
have  been  reported.  Minor  gas- 
trointestinal complaints  and  light- 
headedness and  dizziness  are  fre- 
quently observed  with  this  med- 
ication. Mefloquine  has  been  as- 
sociated with  prolongation  of  the 
QT  interval  as  well  as  sinus  brad- 
ycardia. The  drug  should  not  be 
given  in  individuals  using  beta 
blocking  agents,  calcium  chan- 
nel blockers,  or  patients  with  al- 
tered cardiac  conduction.''^ 

Other  Recent  Advances  in  the 
Treatment  of  Infectious 
Diseases 

After  two  decades  of  debate  and 
controversy,  corticosteroids  have 
now  been  convincingly  demon- 
strated to  be  effective  in  prevent- 
ing the  complications  of  some 
forms  of  bacterial  meningitis. 
Early  treatment  with  dexametha- 
zone  in  addition  to  antimicrobial 
agents  decreases  the  frequency 
of  neurosensory  hearing  loss  in 
survivors  with  bacterial  meningi- 


tis. Efficacy  of  steroids  in  bacte- 
rial meningitis  has  only  been 
shown  for  childhood  meningitis 
with  Hemophilus  influenzae  in- 
fection. The  utility  of  this  ap- 
proach in  the  treatment  of  adults 
or  in  children  with  other  forms  of 
bacterial  meningitis  remains  to  be 
demonstrated.'''' 

Clinical  trials  with  monoclonal 
antibodies  against  bacterial 
endotoxin  or  excess  levels  of  tu- 
mor necrosis  factor  produced  in 
gram  negative  sepsis  have  re- 
cently been  undertaken.  Multi- 
center, prospective  trials  investi- 
gating the  value  of  a monoclonal 
antibody  against  the  core  glyco- 
lipid  of  EPS  in  the  treatment  of 
septic  shock  appear  quite  en- 
couraging.''^ A pilot  study  using  a 
monoclonal  antibody  against  tu- 
mor necrosis  factor-alpha  in  the 
treatment  of  septic  shock  has  re- 
cently been  published.'®  This 
novel  immunotherapeutic  ap- 
proach to  the  treatment  of  septic 
shock  offers  an  opportunity  to  im- 
prove the  dismal  survival  statis- 
tics associated  with  endotoxic 
shock. 

A new  oral  vaccine  against  ty- 
phoid fever  has  also  been  intro- 
duced into  the  United  States  in 
1990.  This  is  a live,  attenuated, 
oral  vaccine  which  is  given  to 
travelers  or  children  in  typhoid- 
endemic  areas  to  prevent  typhoid 
fever.  The  vaccine  is  made  from 
a mutant  strain  of  Salmonella  ty- 
phi  known  as  TY21A.  This  mutant 
bacterium  is  incapable  of  caus- 
ing typhoid  fever  but  induces  an 
immune  response  to  the  orga- 


nism which  successfully  protects 
recipients  from  infection  with  S. 
typhi.'^'^  A new  generation  of  bac- 
terial vaccines  based  upon  re- 
combinant DNA  technology  is  an- 
ticipated within  the  next  decade. 

Conclusion 

The  1990s  offer  an  exciting  op- 
portunity to  bring  the  advances  in 
molecular  biology  and  immunol- 
ogy into  clinical  practice.  There 
is  no  greater  challenge  to  medi- 
cine today  than  the  epidemic  of 
the  Human  Immunodeficiency 
Virus  and  its  devastating  conse- 
quences on  the  American  popu- 
lation. The  insights  and  discov- 
eries of  the  1980s  offer  a realistic 
hope  of  controlling  the  epidemic 
by  the  end  of  this  century.  Great 
strides  have  been  made  in  the 
management  of  infectious  dis- 
eases recently,  and  we  anticipate 
that  the  promises  of  molecular  bi- 
ology will  be  realized  in  clinical 
medicine  in  the  near  future. 


Address  correspondence  to: 
Steven  M.  Opal,  MD 
Infectious  Disease  Division 
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Pawtucket,  RI  02860 
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Elder  Care  Resources 
The  Compassionate  Alternative 


Professional  Dependable  Home  Care  Management 

for  Older  Patients 

PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
fields.  Each  member  of  the  Elder  Care  team  is  fully  trained  and  fully  committed  to  providing  quality 
care.  As  a result,  clients  are  assured  of  reliable,  responsive  performance  24  hours  a day,  seven  days 
a week.  Every  aspect  of  each  client's  care  is  supervised  by  a director  of  nursing  and  a professional 
social  worker,  to  provide  appropriate  attention  and  action  on  every  level,  and  to  prevent  problems 
from  becoming  crises. 

A PROVEN  TRACK  RECORD.  Since  1985,  our  unique  program  has  provided  professional  compre- 
hensive care  management  to  hundreds  of  clients  throughout  Rhode  Island.  This  agency  began 
doing  care  management  and  progressed  to  a full  continuum  of  direct  services.  Working  in  con- 
junction with  medical  professionals,  legal  guardians  and  concerned  family  members.  Elder  Care 
Resources  provides  continual  assessment  and  indepth  reporting.  Our  enviable  reputation  for 
dependable,  conscientious  service  has  been  earned  the  hard  way;  client,  after  client,  after  client. 

Provide  your  older  patients  and  their  families  with  a compassionate  alternative.  Introduce  them  to 
Elder  Care  Resources.  For  more  information,  call  Terry  Peck  today  at  751-0360.  To  maintain  the 
quality  of  life  for  older  patients,  there's  no  place  like  home. 

Elder  Care  Resources,  inc. 

One  Richmond  Square 
Providence,  Rl  02906 
401-751-0360 


A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily.  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg' 

• 24-hour  control  with  once-daily  dosing'* 


• Low-dose,  well-tolerated'  therapy' 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

'Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 
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verapamil  WQ\& 


SUSTAINED-RELEASE  CAPLETS 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 


When  you  want  high 
single-agent  efficacy  in  a 
lower  dose,  prescribe... 

^180mg 

@iarr@Q^ 

^verapamil  HCIlcg^^ 

SUSTAINED-RELEASE  CAPLETS 

A BRIGHT  IDEA 

in  verapamil  SR  therapy 


References: 

1.  Data  on  file,  C.D,  Searle  & Co.  2. 1988  Joint  National  Committee; 

The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure,  Arch  Intern  Med 
1988:148:1023-1038, 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (If  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  pmdent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamii  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  In  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0 8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions;  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility:  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractilib  i 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  wit  ! 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  resuh'i 
Concomitant  use  of  lithium  and  verapamil  may  result  In  a lowering  of  serum  lithium  levels  c; 
increased  sensitivity  to  lithium  Patients  receiving  both  drugs  must  be  monitored  carefullv 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use  Rifampin  may  reduc 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance  Verapamil  may  increas> 
serum  levels  of  cyclosporin  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonist' 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiaf 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage  reductio 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed  One  stud 
in  rats  did  not  suggest  a tumongemc  potential,  and  verapamil  was  not  mutagenic  in  the  Arne  J 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnan 
women  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed 
Verapamil  is  exaeted  in  breast  milk:  therefore,  nursing  should  be  discontinued  during  verapam 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%)  i 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (14%) 
bradycardia:  HR  < 50/min  (14%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0  8%),  rasl 
(12%),  flushing  (0,6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  10%  Oj 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angini 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations  I 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia 
ecchymosis  or  bruising,  cerebrovascular  accident,  contusion,  equilibnum  disorders,  insomnia 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  unnation,  spotty  menstruation  ; 
impotence.  12/21/89  • P90-W198\  | 
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Recent  Advances  in  Gastroenterology 


Edward  R.  Feller,  MD 


. . .interferon  was  effective 
in  inducing  a sustained  loss 
of  (hepatitis)  viral  replica- 
tion with  . . . remission  in 
over  one-third  of  patients. 


Bleeding  Esophageal  Varices 

Bleeding  esophageal  varices 
commonly  complicate  portal  hy- 
, pertension  and  are  associated 
with  an  in-hospital  mortality  of 
about  40%  and  a one-year  sur- 
vival of  30-40%.  Esophageal  var- 
ices result  from  the  dilation  of  pre- 
existing embryonic  venous  chan- 
nels in  an  attempt  to  decompress 
increased  pressure  in  the  portal 
venous  system.  Data  support  the 
use  of  pharmacologic  therapy  in- 
itially with  vasopressin  and  nitro- 
glycerin to  lower  portal  pressure.' 
The  addition  of  nitroglycerin  to 
vasopressin  potentiates  the 
I vasopressin-induced  decrease  in 
; portal  pressure  and  reverses  its 
i cardiotoxic  affects.  Somatostatin 
J reduces  splanchnic  blood  flow, 
s and  in  some  studies  has  been 
J shown  to  decrease  portal  pres- 
' sure  and  perhaps  have  compa- 
rable efficacy  to  vasopressin  in  the 
I control  of  variceal  bleeding.' 
c While  drug  therapy  may  control 
( early  bleeding  and  allow  time  to 
' stabilize  a desperately  ill  patient, 
long-term  survival  requires  more 
* definitive  treatment. 


Edward  R.  Feller,  MD,  is  Clinical 
Associate  Professor  of  Medicine 
\ with  Brown  University  Program 
in  Medicine,  Providence,  Rhode 
; Island. 
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A recent  prospective  study 
demonstrates  a survival  advan- 
tage in  alcoholic  patients  un- 
dergoing endoscopic  sclerosis  of 
varices  compared  to  surgery  with 
a distal  splenorenal  shunt. ^ Pa- 
tients failing  sclerosis  had  surgi- 
cal treatment.  This  study  sup- 
ports the  use  of  sclerotherapy  as 
an  initial  treatment  modality  in 
variceal  hemorrhage  with  surgi- 
cal approach  available,  if  neces- 
sary. Failure  of  sclerotherapy  is 
commonly  due  to  bleeding  from 
gastric  varices  or  portal  hyperten- 
sive gastropathy. 

Another  long-term  pharmaco- 
logic approach  to  variceal  bleed- 
ing is  the  use  of  beta-blockade  to 
decrease  portal  pressure.  In  a re- 
cent study,  108  patients  with  var- 
ices that  had  stopped  bleeding 
spontaneously  before  diagnostic 
endoscopy  were  randomized  to 
oral  propranolol  (titrated  to  de- 
crease resting  pulse  rate  by  25%) 
or  long-term  injection  sclero- 
therapy.'^ In  the  propranolol  group, 
28  of  52  patients  had  recurrent 
bleeding  with  a total  of  57  re- 
bleeding episodes.  In  the  scle- 
rotherapy group,  25  of  56  patients 
had  repeat  bleeding,  with  a total 
of  40  episodes.  On  an  intention- 
to-treat  basis,  the  risk  of  re-bleed- 
ing  and  survival  were  similar. 
Factors  related  to  recurrent  pro- 
pranolol bleeding  included  the 


height  of  the  pretreatment  resting 
pulse  and  the  extent  of  reduction 
of  pulse  rate  in  response  to  pro- 
pranolol. Current  studies  in  prog- 
ress combining  sclerotherapy 
with  long-term  propranolol  may 
yield  data  to  support  the  use  of 
dual  therapy  to  decrease  both 
early  and  late  re-bleeding.  Cur- 
rent evidence  supports  the  con- 
cept that  long-term  survival  after 
variceal  hemorrhage  requires  de- 
finitive therapy.  The  role  of  scle- 
rotherapy, chronic  pharmaco- 
logic control,  or  surgery  in 
individual  patients  is  evolving. 

Anti-Viral  Therapy  for  Chronic 
Hepatitis 

The  chronic  hepatitis  B surface 
antigen  carrier  state  affects  about 
5%  of  the  world’s  population  and 
as  many  as  one  million  patients 
in  this  country.  Only  20-40%  of 
these  individuals  will  have 
chronic  liver  disease  and  a 
smaller  proportion  will  progress 


ABBREVIATIONS  USED: 

BUN:  blood  urea  nitrogen 
DNA:  deoxyribose  nucleic  acid 
ESWL:  extracorporeal  shock 
wave  lithotripsy 
GI:  gastrointestinal 
HCV:  hepatitis  C virus 
HN:  human  immunodeficiency 
virus 
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to  cirrhosis.  The  diagnosis  of 
chronic  liepatitis  B rests  on  pos- 
itive tiepatitis  B surface  antigen 
in  the  serum,  with  liepatitis  B vi- 
rus DNA,  or  “e”  antigen  in  the 
serum  of  patients  with  chronic 
(greater  than  six  months)  serum 
transaminase  elevation;  liver  bi- 
opsy is  useful  in  distinguishing 
this  condition  from  the  healthy 
hepatitis  B carrier. 

Multiple  trials  have  shown  that 
corticosteroids  are  not  beneficial 
and  likely  detrimental  to  the 
course  of  chronic  hepatitis  B in- 
fection.'* However,  recent  studies 
support  the  possibility  that  inter- 
feron-alfa  will  be  useful  in  this 
disease.  The  interferons  are  host 
proteins  elaborated  in  response 
to  antigenic  stimuli,  such  as  viral 
infection.  Initial  studies  demon- 
strated that  interferon  led  to  clear- 
ance of  viral  particles  from  the 
blood  with  loss  of  hepatitis  B sur- 
face antigen  positivity  associated 
with  clinical  improvement  in  the 
accompanying  chronic  liver  dis- 
ease and  decrease  in  serum 
enzymes  with  histologic  improve- 
ment.^ Controlled  trials  suggest 
that  25-50%  of  adult  patients 
treated  with  a 3-to-6  month  course 
of  therapy  have  a serological  re- 
sponse to  treatment.®  However, 
relapse  tends  to  occur  when  the 
therapy  is  withdrawn.  A large  re- 
cent randomized  triaF  showed 
that  interferon  was  effective  in  in- 
ducing a sustained  loss  of  viral 
replication  with  clinical  and  his- 
tologic remission  in  over  one-third 
of  patients.  In  addition,  about  10% 
of  patients  treated  with  interferon 
had  disappearance  of  hepatitis  B 
surface  antigen  from  serum.  Fur- 
ther studies  are  needed  to  decide 
which  criteria  should  be  utilized 
to  determine  whether  a patient 
with  chronic  hepatitis  B will  ben- 
efit from  this  therapy. 

Chronic  infection  by  non-A, 
non-B  hepatitis  viruses  has  been 
postulated  as  a frequent  cause  of 
chronic  liver  disease.  Recently  an 


assay  for  a non-A,  non-B  virus 
designated  as  the  C virus  (HCV) 
has  been  developed.  To  deter- 
mine the  prevalence  and  mean- 
ing of  antibodies  to  FICV  in  pa- 
tients with  non-alcoholic  chronic 
liver  disease,  the  presence  of  anti- 
HCV  antibodies  was  determined 
in  a large  recent  study.®  In  pa- 
tients with  unexplained  chronic 
liver  disease,  the  prevalence  of 
anti-HCV  antibodies  was  82%, 
suggesting  that  HCV  plays  an  im- 
portant role  in  unexplained 
chronic  liver  disease.  A major 
problem  with  non-A,  non-B  hep- 
atitis is  its  propensity  to  progress 
to  chronicity.  Early  studies  using 
interferon®  suggest  that  this 
treatment  may  result  in  an  objec- 
tive biochemical  response  rate  in 
one-third  of  patients  with  con- 
comitant improvement  in  liver 
histology.  However,  relapses  oc- 
curred after  therapy  was  stopped 
in  the  majority  of  individuals.  On- 
going trials  may  help  to  deter- 
mine the  role  of  interferon  in  this 
disease.  At  present,  anti-viral 
therapy  of  chronic  viral  hepatitis 
is  a promising  modality  with 
treatment  restricted  to  patients  in- 
volved in  clinical  trials. 

Modem  Management  of  Ascites 

Routine  management  of  ascites 
in  chronic  liver  disease  has  in- 
cluded diuretic  therapy  and  so- 
dium restriction.  For  refractory 
disease,  some  authors  have  ad- 
vocated the  peritoneal-venous 
shunt  which  transports  ascites 
into  the  systemic  circulation. 
However,  the  procedure  has  not 
gained  wide  acceptance  because 
of  frequent  complications  includ- 
ing coagulopathy,  pulmonary 
edema,  and  septic  complications 
with  a procedure-related  compli- 
cation rate  of  greater  than  50%  in 
some  studies."  A recent  large  trial 
comparing  diuretics  with  shunts 
showed  no  statistical  difference 
in  long-term  survival. 

Because  of  the  problem  of  re- 


fractory ascites  and  the  difficul- 
ties of  diuretic  therapy,  large  vol- 
ume paracentesis  has  been 
studied.  Recent  reports  have 
demonstrated  that  4 to  6 liter  par- 
acentesis results  in  no  change  in 
plasma  volume,  serum  sodium  or 
BUN  concentration,  or  evidence 
of  hypotension  or  encephalop- 
athy.'® Large  volume  paracentesis 
was  superior  to  diuretics  for  mo- 
bilizing ascites,  decreasing  mor- 
bidity and  mortality,  and  was  as- 
sociated with  a marked  decrease 
in  hospitalization  in  one  large 
study.'''  Because  of  concerns  that 
removal  of  large  amounts  of  fluid 
from  the  peritoneal  cavity  might 
result  in  deteriorating  hemody- 
namics and  renal  function,  a study 
was  performed  comparing  peri- 
odic large  volume  paracentesis 
with  and  without  intravenous  al- 
bumin.'® Albumin  seemed  to  pro- 
tect against  cardiac,  renal,  or  en- 
cephalopathic  problems.  Current 
evidence  supports  the  use  of  re- 
peated large  volume  para- 
centeses of  3 to  5 liters,  with  in- 
travenous albumin  infusion  as 
initial  therapy  for  massive  as- 
cites, with  diuretics  used  as 
maintenance  therapy  as  needed.'® 

Should  Alcoholics  be  Consid- 
ered for  Liver  Transplantation? 

Liver  transplantation  has  as- 
sumed an  increasing  role  in  treat- 
ment of  chronic  liver  diseases 
with  an  overall  5-year  survival  of 
approximately  70%  reported  in 
major  centers.  Candidates  for 
transplantation  include  those  with 
chronic  viral  liver  disease,  pri- 
mary biliary  cirrhosis,  sclerosing 
cholangitis,  and  more  controver- 
sially, selected  patients  with  he- 
patic malignancy  and  alcoholic 
liver  disease.  A particularly  con- 
troversial problem  is  that  of  the 
patient  with  chronic  alcohol-in- 
duced liver  disease.  Alcohol 
abuse  is  the  most  common  cause 
of  liver  failure  in  the  United  States. 
Transplantation  centers  have 
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been  hesitant  to  accept  alcoholic 
patients  because  of  perceived 
problems  of  poor  compliance, 
risk  of  recidivism,  and  the  effects 
of  alcohol  injury  on  other  organs, 
j In  a University  of  Pittsburgh  study, 

I 73  patients  with  alcohol-induced 

1 liver  disease  received  orthotopic 

liver  transplants.'®  Seventy-one 
I percent  survived  at  2-year  follow- 

! up,  a figure  similar  to  a non-al- 

I cohol  transplant  control  group. 

' Further  studies  may  help  define 

the  role  of  transplantation  in  se- 
lected groups  of  patients,  includ- 
j ing  those  with  alcohol-related 

I liver  problems. 


Alcohol  abuse  is  the  most 
common  cause  of  liver  fail- 
ure in  the  United  States. 


Alternative  Management  of 
Gallstones 

Both  postmortem  and  ultrasound 
examinations  in  diverse  popula- 
tions in  this  country  and  in  West- 
ern Europe  have  demonstrated 
that  as  many  as  20%  of  women 
and  10%  of  men  above  the  age  of 
50  have  gallstones.  Frequently, 
however,  gallstones  are  asymp- 
tomatic and  no  treatment  is  war- 
ranted."" The  traditional  manage- 
ment of  choice  for  symptomatic 
cholelithiasis  has  been  cholecys- 
tectomy, performed  an  estimated 
500,000  times  per  year  in  the 
United  States.  Recently,  multiple 
alternative  treatments,  including 
extracorporeal  shock-wave  litho- 
tripsy (ESWL),  oral  cholesterol 
solubilizing  agents  and  contact 
dissolving  agents,  as  well  as  la- 
paroscopic cholecystectomy, 
have  been  introduced  as  possible 
management  modalities'*  (Table 
1). 

Alternatives  to  surgical  chole- 
i cystectomy  are  only  effective  for 
cholesterol  stones.  Stone-dissolv- 
ing agents  increase  the  bile  salt 
pool  and  decrease  hepatic  secre- 
' tion  of  cholesterol  in  bile.  Hos- 


pitalization is  not  required,  but 
dissolution  is  slow,  requiring  a 
minimum  of  6 months  and  is  as- 
sociated with  a dissolution  suc- 
cess rate  of  10  to  50%  in  reported 
series.'^  The  second  generation 
drug,  ursodeoxycholic  acid,  at  a 
recommended  dosage  of  600  mg 
per  day  is  associated  with  a cho- 
lesterol gallstones  dissolution  rate 
of  about  1 mm  per  month.  Such 
oral  bile  acid  dissolution  therapy 
is  not  effective  when  gallstones 
are  calcified  or  when  the  cystic 
duct  is  obstructed.  This  therapy 
is  well  tolerated  and  can  be  con- 
tinued chronically  because  of  the 
absence  of  major  side  effects.  In 
the  elderly,  high  risk  patient,  oral 
dissolution  therapy  is  a practical 
treatment  alternative  to  surgical 
management  for  symptom  relief. 
Cost,  duration  of  therapy,  the  pos- 
sibility of  recurrence,  and  uncer- 
tain side  effects  may  limit  wide 
use. 

Disintegration  of  gallstones  by 
ESWL  is  undergoing  clinical  trials 
in  more  than  30  North  American 
centers.  A recent  review  assesses 

21  studies  in  human  subjects. 
ESWL  safely  fragments  stones  in 
80  to  100%  of  selected  patients. 
However,  the  rate  of  satisfactory 
fragmentation  varies  widely  from 

22  to  78%  in  different  series  de- 
pending on  the  characteristics  of 
the  stone  population.  For  solitary 
stones  less  than  20  mm  in  di- 
ameter, 90%  of  individuals  will  be 
stone-free  within  6 to  9 months. 
At  present,  the  technique  is  lim- 
ited to  patients  with  less  than  3 
non-calcified  gallstones,  each 
having  a maximum  diameter  of 
25  to  30  mm.  About  10  to  20%  of 
gallstone  patients  meet  these  cur- 
rent criteria.  Shock-wave  litho- 
tripsy has  the  advantage  of  being 
an  out-patient  procedure  without 
general  anesthesia.  Lithotripsy  of 
common  bile  duct  stones  is  cur- 
rently reserved  for  cases  in  which 
endoscopic  sphincterotomy  has 
failed.  Lithotripsy  must  be  fol- 


lowed by  oral  bile  acid  dissolu- 
tion therapy  to  prevent  recur- 
rence since  the  underlying  cause 
of  gallstone  formation  has  not 
been  eliminated. 

Removal  of  an  intact  gall- 
bladder via  a laparoscopic 
procedure  is  a new  and 
promising  technique. 

Methyl-tert-butyl  ether  is  a pow- 
erful cholesterol  solubilizing 
agent  which  can  be  infused  di- 
rectly into  the  gallbladder  via  a 
percutaneously  placed  catheter 
under  ultrasound  guidance.  Ad- 
vantages are  that  dissolution  may 
be  possible  within  hours,  and  the 
number  of  stones  in  the  gallblad- 
der is  not  a limiting  factor.  How- 
ever, this  treatment  is  invasive 
with  possible  procedure-related 
complications,  including  bleed- 
ing, bile  leak,  infection,  and  in- 
travascular hemolysis  secondary 
to  the  solvent.  It  is  likely  to  find 
maximum  usefulness  in  acutely 
ill,  debilitated  patients. 

Removal  of  an  intact  gallblad- 
der via  a laparoscopic  procedure 
is  a new  and  promising  tech- 
nique. The  required  incision  is 
small,  and  hospitalization  is  brief. 
This  modality  is  new,  still  consid- 
ered experimental,  but  may  even- 
tually be  a treatment  of  choice  in 
uncomplicated  gallbladder  dis- 
ease in  patients  without  prior  ab- 
dominal surgery. 

Cholecystectomy  remains  the 
treatment  of  choice  because  it  is 
effective  regardless  of  type  and 
number  of  stones  while  eliminat- 
ing the  possibility  of  recurrence. 
Mortality  ranges  have  been  in  the 
range  of  0.2  to  0.4%  with  a re- 
currence rate  of  approximately 
5%.  Individual  patient  selection 
is  vital  in  determining  which  gall- 
stones require  treatment  and 
which  modality  is  most  appropri- 
ate for  the  individual  patients. 
Ongoing  clinical  trials  may  pro- 
vide clearer  data  and  help  to  se- 
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lect  specific  options  for  individ- 
ual patients  in  the  future. 

Is  Duodenal  Ulcer  An  Infectious 
Disease? 

The  presence  of  Helicobacter  py- 
lori in  the  upper  gastrointestinal 
tract  is  commonly  encountered  in 
patients  with  gastritis  and  duo- 
denal ulcer  disease.  Data  sug- 
gests that  this  organism  may  be 
an  etiologic  agent  in  many  cases 
of  gastritis  and  duodenal  ulcer.  A 
study  of  prevalence  of  H.  pylori  in 
asymptomatic  patients  revealed  a 
higher  rate  in  those  with  histo- 
logic abnormalities,  suggesting  an 
etiologic  role. In  duodenal  ul- 
cer, a review  of  10  published 
studies  showed  a mean  H.  pylori 
carriage  rate  of  86%. However, 
patients  with  duodenal  ulcer  also 
have  higher  mean  stimulated  acid 
output,  parietal  cell  mass,  and 
nocturnal  acid  secretion  than 
normal  individuals.  Abnormal 
acid  secretion  may  induce  gastric 
metaplasia  within  the  duodenal 
cap,  allowing  the  bacterium  to 
colonize  the  duodenum  from  its 
more  usual  habitat  in  the  antrum 
of  the  stomach;  thus,  duodenal 
inflammation  is  initiated.  Studies 
have  shown  virtually  all  patients 


with  duodenal  ulcer  have  evi- 
dence of  ga.stric  intlammation  and 
H.  pylori  infestation.  Eradication 
seems  to  reduce  the  recurrence 
rate  of  duodenal  ulcer.  In  one 
study,  50  patients  with  intractable 
duodenal  ulcer  were  randomly 
assigned  to  4 weeks  of  treatment 
with  colloidal  bismuth  subcitrate 
alone  or  with  amoxicillin  and  me- 
tronidazole to  eradicate  this  in- 
fection.A/.  pylori  wds  eradicated 
in  17  of  45  without  a relapse  in 
12  months.  The  relapse  rate  for 
duodenal  ulcer  was  higher  (89%) 
among  patients  remaining  posi- 
tive for  H.  pylori.  Though  acid 
suppression  for  four  to  eight 
weeks  heals  most  duodenal  ul- 
cers, the  relapse  rate  is  high.  Con- 
comitant eradication  of  H.  pylori 
may  reduce  recurrence  rate. 

(Current  evidence  suggests  that 
the  clinician  should  suspect  H. 
pylori  in  all  patients  with  dyspep- 
sia. Current  data  indicates  that  this 
organism  is  a common  cause  of 
chronic  gastritis  and  that  its  erad- 
ication may  reduce  the  relapse 
rate  in  duodenal  ulcer.  Nonulcer 
dyspepsia  is  a pleomorphic  clin- 
ical problem.  Some  patients  will 
have  underlying  infection,  though 
the  prevalence  of  this  is  unclear. 


The  diagnosis  is  made  by  biopsy 
which  should  be  multiple  since 
the  lesions  are  patchy  in  distri- 
bution. At  present,  results  sug- 
gest that  therapy  for  clinical  gas- 
tritis and  duodenal  ulcer  should 
revolve  around  healing  the  ulcer 
with  conventional  medication.  It 
remains  unclear  which  patients 
with  duodenal  ulcer  and  docu- 
mented H.  pylori  should  be 
treated,  which  tests  should  be  uti- 
lized to  follow  them  after  eradi- 
cation, and  what  constitutes  op- 
timal management  of  patients 
who  do  not  respond  or  who  de- 
velop a recurrence.  In  refractory 
patients,  specific  therapy  di- 
rected toward  eradication  of  in- 
fection may  bring  clinical  relief 
and  histologic  resolution.  Initial 
treatment  currently  recom- 
mended is  2 tablets  of  bismuth 
subsalicylate,  4 times  daily 
chewed  on  an  empty  stomach  for 
10  to  14  days  plus  metronidazole, 
one  gram  per  day  in  divided 
doses.  The  combination  eradi- 
cates infection  in  approximately 
70%  of  patients.  Addition  of  tet- 
racycline, 500  mg,  4 times  daily 
may  increase  the  response  rate  to 
80  to  90%.  A single  agent  is  less 
likely  to  be  effective. 


Table  — Therapy  for  Symptomatic  Cholelithiasis 


Treatment 

Modality 

Mechanism  of 
Action 

Composition 
of  Gallstones 
Amenable  to 
T reatment 

Invasive 

Therapy 

Hospitaiization 

Required 

Factors 
Responsible 
for  Gallstone 
Formation 
Eliminated  After 
Treatment 

Cholecystectomy 

Removal  of 
Gallstones 

All;  cholesterol, 
pigment,  mixed 

Yes 

Yes 

Yes 

Oral  cholelitho-lytic 
agents  (chenodiol, 
ursodiol) 

Increase  of  bile  salt 
pool 

Decrease  of  hepatic 
secretion  in  bile 

Cholesterol  only 
(especially  floating, 
small  type) 

No 

No 

No 

Extracorporeal 
shock  wave 
lithotripsy 

Stone  fragmentation 
Fragment  passage 
from  gallbladder? 

Cholesterol 
(especially  single 
stones); 

Probably  mixed 

No 

Probably  no 
(after 

investigational 

phase) 

No 

Methyl-tert-butyl 

ether 

Direct  contact 
dissolution 

Cholesterol 

Yes 

Variable  (brief) 

No 
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Evaluation  of  Gastrointestinal 
Bleeding 

Guidelines  for  Hemoccult  screen- 
ing for  occult  blood  in  the  stool 
are  evolving.  The  major  impera- 
tive in  performing  yearly  tests  for 
occult  blood  in  asymptomatic  pa- 
tients above  the  age  of  45  is  to 
detect  colorectal  neoplasia.  A 
large  recent  population  study 
found  that  an  asymptomatic  pa- 
tient 45  years  of  age  or  older  with 
a positive  Hemoccult  test  has 
about  a 10%  chance  of  having  co- 
lorectal carcinoma  and  a 33% 
chance  of  having  either  carci- 
noma or  a benign  polyp. How- 
ever, if  Hemoccult  slides  are  the 
only  screening  test  used,  50  to 
60%  of  lesions  will  go  unde- 
tected, since  not  all  cancers  bleed 
or  bleed  continually.  Although 
multiple  controlled  trials  of  stool 
occult  blood  screening  have  doc- 
umented a higher  percentage  of 
early,  favorably  staged  carcinoma 
among  screened  patients,  no 
concomitant  decrease  in  mortal- 
ity from  colon  cancer  in  screened 
populations  has  been  shown. 
Ulceration  of  carcinoma  may  be 
required  before  occult  blood  test- 
ing may  be  positive,  and  irregular 
distribution  of  blood  in  speci- 
mens may  be  present  thus  lead- 
ing to  a possible  sampling  error. 

Among  patients  55  years  or 
older,  initial  colonoscopy 
had  a great  diagnostic  yield 
and  was  more  effective  for 
the  detection  of  colon  pol- 
yps or  cancer  compared  to 
flexible  sigmoidoscopy 
combined  with  air  contrast 
barium  enema. 


In  patients  with  suspected  non- 
'•1  emergent  lower  G1  bleeding,  the 
■ entire  colon  must  be  visualized 
to  evaluate  the  possibility  of  neo- 
plasm. A randomly  controlled  trial 
j was  performed  comparing  diag- 
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nostic  yield  and  cost  effective- 
ness of  strategies  for  evaluation 
of  non-emergent  lower  G1  bleed- 
ing.Among  patients  aged  55 
years  or  older,  initial  colonos- 
copy had  a greater  diagnostic 
yield  and  was  more  effective  for 
the  detection  of  colon  polyps  or 
cancer  compared  to  flexible  sig- 
moidoscopy combined  with  air 
contrast  barium  enema.  How- 
ever, for  younger  patients,  cancer 
was  less  common  (1%  vs  8%  in 
the  older  age  group);  thus,  flexi- 
ble sigmoidoscopy  and  air  con- 
trast barium  enema  may  be  more 
cost  effective  for  younger  pa- 
tients. 

Approach  To  Diarrhea  In  HIV 
Infection 

Diarrhea  is  the  most  common 
gastrointestinal  symptom  in  pa- 
tients with  the  acquired  immune 
deficiency  syndrome  (AIDS),  oc- 
curring in  up  to  50%  of  patients 
followed  longitudinally.  Diarrhea 
may  occur  in  association  with 
rectal  tenesmus  in  the  context  of 
proctitis  or  with  abdominal 
cramps  and  bleeding  in  colitis.  A 
wide  range  of  causes,  including 
opportunistic  infections,  has  been 
documented. 

A recent  study  compares  the  ef- 
ficacy and  cost  effectiveness  of 
alternative  management  schemes 
using  a decision  analysis  model.^® 
Comparison  was  made  between 

(1)  a full  evaluation,  including 
stool  culture,  stool  determination 
for  OVA  and  parasites,  a protozoa 
stain,  upper  G1  endoscopy  with 
biopsy,  colonoscopy  with  biopsy; 

(2)  limited  evaluation  which  in- 
cludes stool  culture,  stool  deter- 
mination for  OVA  and  parasites, 
and  a stool  stain  for  protozoa;  and 

(3)  a minimal  evaluation,  includ- 
ing stool  culture.  Patients  without 
a diagnosis  were  treated  with  a 
semi-synthetic  narcotic,  antidi- 
arrheal  agent.  Remission  rates 
were  approximately  75%  in  each 
evaluation  group.  Respective 


costs  for  the  full  limited  and  min- 
imal evaluations  were  $5,419, 
$1,997,  and  $1,700  per  patient. 
These  data  suggest  that  one 
should  reserve  full  evaluation  for 
non-responders  to  symptomatic 
treatment. 
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Recent  Advances  in  Pulmonary  Medicine 


Michael  A.  Passero,  MD 


The  discovery  of  the  gene 
(for  cystic  fibrosis)  should 
make  it  possible  to  under- 
stand the  control  of  ion- 
transport  pathways  to  this 
disease. 


At  the  recent  national  pulmonary 
disease  meetings,  over  4,000  ab- 
stracts were  presented.  This  ex- 
plosion in  knowledge  cannot  be 
mastered  by  the  specialist  in  the 
field.  This  review  is  therefore  of- 
fered as  an  attempt  to  relate  some 
important  recent  developments 
that  may  be  of  use  in  clinical 
practice. 

Basic  Science 

The  major  breakthrough  in  pul- 
monary medicine  in  the  last  12 
months  has  been  the  identifica- 
tion of  the  cystic  fibrosis  gene. 
Cystic  fibrosis  (CF)  is  an  auto- 
somal recessive  genetic  disorder 
that  occurs  in  one  out  of  2,000 
live  births.  One  of  the  puzzles  of 
this  illness  has  been  the  abnor- 
mal sweat  electrolytes  and  the  ab- 
normally high  electrical  potential 
differences  across  epithelial  sur- 
faces of  the  respiratory  tract  and 
the  sweat  glands.  Teams  of  in- 
vestigators, working  together. 


Michael  A.  Passero,  MD,  is  Asso- 
ciate  Professor  of  Medicine, 
Brown  University  Program  in 
Medicine  and  Director,  Division 
of  Pulmonary  and  Critical  Care 
Medicine  at  Roger  Williams  Gen- 
eral Hospital,  Providence,  Rhode 
Island. 


published  the  sequence  of  a por- 
tion of  DNA  from  chromosome  7 
that  codes  for  a polypeptide  of 
1,480  amino  acids  and  a molec- 
ular mass  of  168,138  daltons.'-^ 
This  protein  is  similar  to  the 
mammalian  multi-drug  resist- 
ance P-glycoproteins  and  a num- 
ber of  other  membrane  associ- 
ated proteins,  suggesting  that  the 
CF  protein  is  likely  to  be  involved 
in  the  transport  of  ions  across  ep- 
ithelial membranes.  The  protein 
has  been  named  the  cystic  fibro- 
sis trans-membrane  conductance 
regulator.  So  far,  the  data  suggest 
that  this  protein  may  either  be  an 
ion  channel  itself,  or  may  serve 
to  regulate  ion  channel  activities. 
Compared  to  the  protein  in  nor- 
mals, the  protein  in  most  CF  pa- 
tients contains  a deletion  of  a 
phenylalanine.  The  discovery  of 
the  gene  should  make  it  possible 
to  understand  the  control  of  ion- 
transport  pathways  in  this  dis- 
ease. In  addition,  a better  test  for 
carriers  of  the  gene  probably  will 
be  developed. 

Tuberculosis 

Approximately  22,000  new  cases 
of  tuberculosis  are  reported  na- 
tionally each  year.  New  develop- 
ments in  drug  therapy  have  made 
shorter  treatment  courses  now 
more  reliable.  A regimen  con- 


sisting of  Rifampin,  Isoniazid,  and 
Pyrazinamide,  in  the  initial  phase 
of  at  least  two  months,  followed 
by  Isoniazid  and  Rifampin  for  a 
total  of  6 months  of  therapy,  is 
highly  effective  in  treating  tuber- 
culosis.^'^ In  addition,  therapy  can 
be  given  intermittently  beginning 
as  early  as  the  third  week.  In  pa- 
tients with  both  tuberculosis  and 
HIV  infection,  the  early  evidence 


ABBREVIATIONS  USED: 

AIDS:  acquired  immune  defi- 
ciency disease 

ARDS:  adult  respiratory  dis- 
tress syndrome 
CF:  cystic  fibrosis 
COPD:  chronic  obstructive  pul- 
monary disease 
DNA:  deoxyribonucleic  acid 
FDA:  Food  & Drug  Administra- 
tion 

FEV-I:  forced  expiratory  vol- 
ume in  I second 
FVC:  forced  vital  capacity 
HIV:  human  immunodeficiency 
virus 

IMV:  intermittent  mandatory 
ventilation 

IPPB:  intermittent  positive 
pressure  breathing 
MICU:  medical  intensive  care 
unit 

PEEP:  positive  end  expiratory 
pressure 
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indicates  that  short  course  regi- 
mens might  be  effective.  How- 
ever, at  the  present  time,  these 
patients  should  be  treated  for 
longer  than  6 months  because 
they  are  severely  immuno-sup- 
pressed. 

Approximately  22,000  new 
cases  of  tuberculosis  are  re- 
ported nationally  each  year. 

The  role  of  surgery  in  resistant 
tuberculosis  has  been  reeval- 
uated. Iseman  et  al  reviewed  the 
course  of  99  patients  with  pul- 
monary disease  caused  by  mul- 
tiple drug-resistant  strains  of 
Mycobacterium  tuberculosis.® 
Twenty-nine  of  these  patients  had 
resection  to  supplement  chemo- 
therapy. Although  the  patients 
were  treated  preoperatively  with 
multiple  drug  regimens  in  an  ef- 
fort to  reduce  the  burden  of  or- 
ganisms, 20  of  29  were  still  spu- 
tum culture  positive  at  the  time 
of  surgery.  Of  the  27  survivors,  25 
remained  sputum  culture  nega- 
tive for  a mean  duration  of  36 
months.  Iseman  et  al  concluded 
that  resectional  surgery  appears 
to  offer  benefit  to  patients  with 
pulmonary  disease  caused  by  M. 
tuberculosis  with  high  levels  of 
drug  resistance. 

Unfortunately,  the  use  of  a new 
anti-tuberculosis  drug  rifabutin, 
also  known  as  ansamycin,  has 
been  disappointing  in  patients 
with  Mycobacterium  avium  com- 
plex pulmonary  disease.'^  Rifa- 
butin has  good  in-vitro  activity 
against  most  clinical  Mycobac- 
terium avium  complex  isolates. 
In  406  patients  with  severe  pro- 
gressive Mycobacterium  avium 
complex  pulmonary  disease  that 
had  been  unresponsive  to  stand- 
ard therapy,  treatment  with  rifa- 
butin resulted  in  greater  sputum 
conversion  and  clinical  improve- 
ment. In  most  cases,  the  drug  did 
not  have  a marked  effect  on  out- 
come. Additional  controlled  clin- 


ical trials  will  be  necessary  to  de- 
termine the  proper  use  of  rifabutin 
in  this  disease. 

AIDS 

The  literature  on  AIDS  is  beyond 
the  scope  of  this  review,  but  the 
following  studies  are  of  special 
interest. 

Recent  attempts  to  improve  the 
delivery  of  aerosolized  pentami- 
dine have  led  to  some  success 
with  reduction  in  the  usual  ad- 
verse side  effects.®  In  many  pa- 
tients, the  cough,  breathlessness, 
and  effect  on  pulmonary  function 
after  aerosolization  of  150  mg  of 
pentamidine  lead  to  poor  com- 
pliance with  treatment.  Simonds 
et  al  discovered  that  altering 
droplet  size  by  the  use  of  a baffle 
valve  would  greatly  improve  the 
optimal  droplet  size  range.  This 
approach  offers  the  advantage  of 
enhancing  alveolar  targeting 
while  reducing  large  airways  dep- 
osition and  related  side  effects. 

Stover  et  aR  proposed  a simple 
exercise  test  for  the  screening  for 
pneumocystis  carinii  pneumonia 
in  patients  with  AIDS.  They  rec- 
ommended a resting  and  an  ex- 
ercise blood  gas  after  the  patient 
exercised  for  1.5  minutes  using 
the  Masters  two-step  staircase.  An 
abnormal  test  was  an  increase  in 
the  exercise  (A-a)02  gradient,  or 
a less  than  5 mm  Hg  decrease  in 
the  gradient  from  rest  to  exercise. 
A normal  test  eliminated  pneu- 
mocystis carinii  pneumonia  from 
the  differential  diagnosis,  but  an 
abnormal  test  separated  out  a 
group  of  patients  who  needed  ad- 
ditional diagnostic  procedures 
because  pneumocystis  was  a 
likely  possibility. 

Asthma 

Many  patients  with  asthma  ex- 
perience their  worst  attacks  at 
night  and  in  the  early  morning. 
Nighttime  delivery  of  medications 
is  an  important  concept.  A recent 
study  by  D’Alonzo  et  al'“  com- 


pared the  use  of  twice  daily  dos- 
ing of  a conventional  sustained- 
release  theophylline  compared 
with  a chrono-therapeutically  op- 
timized sustained-release  formu- 
lation administered  at  8 pm  in  the 
evening.  In  this  randomized  study, 
the  conventional  twice  daily  dos- 
ing produced  a relatively  con- 
stant serum  theophylline  level 
over  the  24  hours.  In  contrast,  the 
8 pm  dosing  was  associated  with 
larger  peak-to-trough  level  fluc- 
tuation, with  the  higher  levels  oc- 
curring several  hours  after  the 
drug  was  given,  and  the  lower 
ones  occurring  at  the  end  of  the 
dosing  interval.  Between  2 and  6 
am,  peak  expiratory  flow  and  FEV- 
1 were  significantly  greater  with 
the  8 pm  dosing  than  with  the 
twice  daily  dosing.  This  corre- 
lated with  the  serum  theophylline 
level.  The  authors  concluded  that 
the  chrono-therapeutically  pre- 
scribed drug  given  at  8 pm  in  the 
evening  resulted  in  better  airflow 
levels  overnight  than  the  twice 
daily  dosing.  Importantly,  there 
was  no  deterioration  of  airflow  in 
the  afternoon. 


One  should  be  aware  that 
the  young  seem  to  be  at  risk 
for  death  from  asthma  in 
the  summer  months. 


Asthma  mortality  remains  an 
important  problem.  Weiss  et  al" 
reviewed  reports  of  hospitaliza- 
tions for  asthma  and  deaths  for 
asthma  from  the  US  Vital  Statis- 
tics occurring  from  1982  through 
1986,  and  averaged  the  morbidity 
and  mortality  by  month.  Seasonal 
trends  of  morbidity  and  mortality 
were  similar  by  sex,  race,  and 
geographical  region,  but  differed 
significantly  by  age.  In  adults,  age 
65  years  and  older,  most  hospi- 
talizations and  deaths  occurred 
between  January  and  April.  In 
younger  persons  (age  5 to  34 
years),  hospitalizations  peaked 
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from  September  through  Novem- 
ber, but  the  deaths  peaked  be- 
tween June  and  August.  Weiss  felt 
that  the  abnormal  summer  pat- 
tern may  be  related  to  atopic  fac- 
tors and  the  loss  of  family,  school 
and  medical  supervision  during 
the  summer.  One  should  be  aware 
that  the  young  seem  to  be  at  risk 
for  death  from  asthma  in  the  sum- 
mer months. 

Over  the  past  several  years, 
j physicians  have  recognized  that 

women  with  asthma  show  pre- 
I menstrual  deterioration  of  their 

I asthma  symptoms  and  lung  func- 

tion. Pauli  et  al  studied  lung  func- 
tion for  several  menstrual  cycles 
in  asthmatic  women  and  healthy 
controls. '2  They  found  that  the 
asthma  group  showed  a signifi- 
■ cant  deterioration  with  wheezing, 

j coughing,  shortness  of  breath, 

I and  chest  tightness,  and  their 

morning  peak  expiratory  flow 
rates  were  reduced.  They  showed 
no  change  in  reactivity  to  meth- 
acholine  during  these  times.  The 
control  group  showed  no  changes 
in  any  parameters.  The  asthmatic 
women  were  not  aware  of  having 
any  symptoms  of  premenstrual 
asthma.  Physicians  should  be 
aware  of  this  phenomena  in  treat- 
ing female  patients  with  asthma. 

Chronic  Obstructive 
Pulmonary  Disease 

Mucous  secretion  is  an  important 
problem  for  patients  with  COPD. 

' For  many  years  pulmonologists 
were  reluctant  to  prescribe  ex- 
pectorants and  mucolytics  be- 
cause of  lack  of  proven  efficacy. 
New  interest  has  arisen  in  these 
drugs,  however.  Recent  studies 
suggest  that  iodinated  glycerol 
may  be  useful  in  enhancing  spu- 
tum expectoration  by  reducing 

I mucus  viscosity.'^  This  may  be 
particularly  useful  in  a patient  with 
a very  low  FEV-1  who  has  trouble 
raising  sputum.  Side  effects  in- 

( elude  increased  serum  iodide 

I I levels,  acne,  stomach  upset,  and 


thyroid  gland  enlargement,  but 
these  are  rare. 

Gong''*  has  summarized  prob- 
lems of  patients  with  chronic  pul- 
monary disease  who  are  clini- 
cally stable  at  sea  level,  but  may 
become  acutely  ill  while  flying  at 
decreased  barometric  pressure. 
Commercial  planes,  while  cruis- 
ing at  30-40,000  feet  altitude,  have 
cabin  pressures  that  simulate  al- 
titudes of  5,000  to  10,000  feet. 
Gong  points  out  that,  in  a healthy 
person  with  an  SAO2  of  97%,  a 
fall  of  9%  is  expected  at  8,000  feet, 
and  12%  at  10,000  feet.  The  ox- 
ygen saturation  would  still  be  ad- 
equate at  85%.  However,  in  a pa- 
tient who  has  COPD  who  normally 
has  an  oxygen  saturation  of  92%, 
the  saturation  will  decrease  by 
12%  and  25%  at  8,000  and  10,000 
feet  respectively,  to  67%.  This  can 
fall  even  further  if  the  patient  who 
has  COPD  walks  in  the  cabin  or 
falls  asleep  during  the  flight.  Gong 
lists  a number  of  respiratory  con- 
traindications to  air  travel.  These 
include  conditions  that  are  ad- 
versely affected  by  hypoxemia 
such  as  active  bronchospasm; 
conditions  adversely  affected  by 
pressure  changes,  such  as  recent 
thoracic  surgery;  and  inadequate 
pulmonary  function  as  evidenced 
by  a diffusion  capacity  of  less  than 
50%;  hypercapnia  with  a PCO2 
greater  than  50;  hypoxemia  while 
breathing  room  air  with  a PO2  less 
than  50;  a maximum  voluntary 
ventilation  of  less  than  40  liters 
per  minute,  and  a vital  capacity 
less  than  50%  predicted.  Gong 
recommends  measuring  the  PO2 
as  close  to  the  time  of  flight  as 
possible  to  predict  what  the  PO2 
might  be  at  altitudes  of  up  to 
10,000  feet.  He  developed  a mul- 
tiple regression  equation  for  this 
prediction.  He  also  recommends 
using  hypoxic  gas  mixtures  of  ox- 
ygen and  nitrogen  to  simulate  the 
inspired  oxygen  tension  at  the  an- 
ticipated altitude  as  part  of  the 
pre-flight  testing. 
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Intensive  Care 

Recognition  and  treatment  of 
multi-system  disease  has  become 
a major  theme  in  Intensive  Care 
Units.  Tran  et  al  evaluated  the  ef- 
fects of  age,  chronic  disease,  sep- 
sis, organ  system  failure,  and 
mortality  in  a medical-intensive 
care  unit.'^  In  a retrospective  study 
of  487  MICU  patients,  advancing 
age  and  pre-existing  chronic  dis- 
ease were  risk  factors  for  multi- 
organ system  failure.  Sepsis  was 
an  independent  predictor  of  multi- 
organ system  failure,  although 
35%  of  patients  with  multi-organ 
system  failure  did  not  have  sep- 
sis. Eighty-three  percent  of  the 
non-surviving  patients  had  multi- 
organ system  failure.  The  authors 
suggest  that  age,  prior  chronic 
disease,  and  extent  of  organ  sys- 
tem failure  rather  than  admission 
variables  may  be  independent 
factors  in  mortality  prediction  in 
the  intensive  care  unit. 

Dark  and  Pingleton'*^  reviewed 
the  incidence  of  non-hemor- 
rhagic  enteric  complications  in 
124  patients  with  respiratory  fail- 
ure. Fifty-one  percent  of  the  pa- 
tients had  diarrhea,  50%  had  de- 
creased bowel  sounds,  and  46% 
had  abdominal  distension.  Pneu- 
monia had  caused  the  respiratory 
failure  in  28%  of  patients  and 
these  patients  had  an  average  of 
five  complications  per  patient. 
Whether  antibiotics  caused  the 
diarrhea  was  not  clear.  Of  the  81 
patients  whose  serum  albumin 
had  been  measured,  only  nine 
had  normal  levels.  Hypoalbu- 
minemia  may  be  associated  with 
diarrhea  because  the  fall  in  serum 
albumin  results  in  gastrointes- 
tinal mucosa  edema.  This  causes 
changes  in  the  mucosal  mem- 
brane and  fluid  is  exuded  into  the 
intestinal  lumen.  The  recommen- 
dation is  to  use  a peptide-based 
feeding  formula  that  can  reduce 
intestinal  protein  loss  and  is  also 
better  tolerated.'^ 

Pressure  support  ventilation  is 
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a relatively  new  form  of  mechan- 
ical ventilation  where  a selected 
amount  of  inspiratory  pressure 
from  0 to  1 00  centimeters  of  water 
is  provided  during  the  inspiratory 
phase.  When  the  patient  initiates 
the  breath,  the  selected  amount 
of  positive  pressure  is  provided 
during  inspiration  at  a very  high 
on-demand  flow  rate  until  a cer- 
tain minimum  inspiratory  flow 
rate  is  reached.  The  breath  is  then 
terminated.  The  patient  controls 
inspiratory  flow  rate,  inspiratory 
time,  tidal  volume  and  respiratory 
rate,  so  pressure  support  venti- 
lation is  really  a modified  boost 
of  spontaneous  ventilation.  The 
difference  between  pressure-sup- 
port  ventilation  and  intermittent 
positive  pressure  breathing  (IPPB) 
is  that  with  pressure-support  ven- 
tilation the  amount  of  pressure 
delivered  is  maintained  through- 
out inspiration  and  the  inspira- 
tory flow  rate  determines  the  time 
of  inhalation,  whereas  with  IPPB 
the  breath  is  terminated  when  the 
preset  pressure  is  reached.  Pres- 
sure-support ventilation  has  been 
thought  to  result  in  better  endur- 
ance conditioning  of  the  respi- 
ratory muscles.  However,  no  ob- 
jective data  exists  to  support  this 
hypothesis.  Probably  the  single 
major  advantage  of  pressure  sup- 
port ventilation  is  that  it  allows  a 
reduced  work  of  breathing  when 
the  patient  is  breathing  through 
an  endotracheal  tube.  Thus,  it 
may  be  helpful  in  weaning  some 
patients  and  may  be  an  alterna- 
tive to  IMV  or  T-piece  trials.  Pres- 
sure support  ventilation  results  in 
positive  pressure  in  the  thorax,  so 
venous  return  to  the  right  heart 
may  be  impaired.  Further  studies 
will  be  needed  to  properly  eval- 
uate the  role  of  pressure-support 
ventilation  in  critically  ill  pa- 
tients.'® 

Another  area  that  has  become 
prominent  in  modern  ventilator 
management  has  been  the  at- 
tempt to  eliminate  Auto-PEEP. 


Auto-PEEP  refers  to  the  [positive 
end-ex[)iratory  pressure  created 
when  the  expiratory  time  is  re- 
duced to  the  point  where  com- 
plete exhalation  doesn’t  occur 
before  the  next  inspiratory  cycle 
is  initiated.  The  resultant  positive 
pressure  throughout  the  respira- 
tory cycle  during  mechanical  ven- 
tilation may  actually  be  detrimen- 
tal to  the  patient.  The  clinician 
must  be  aware  of  this  phenome- 
non. Attempts  to  devise  a simple 
way  to  measure  Auto-PEEP  have 
not  yet  been  successful."' 

Hoffman  et  aP“  attempted  to 
evaluate  the  risk  of  Cheyne-Stokes 
respiration  in  patients  with  pul- 
monary edema.  They  studied  95 
patients  who  had  acute  cardi- 
ogenic pulmonary  edema  requir- 
ing mechanical  ventilation.  After 
recovery,  Cheyne-Stokes  respira- 
tion was  detected  in  42  patients. 
There  was  no  difference  in  the 
need  for  reinstitution  of  mechan- 
ical ventilation  or  inhospital  mor- 
tality when  patients  with  Cheyne- 
Stokes  respiration  were  com- 
pared to  those  with  normal  res- 
piration. In  addition,  in  58  pa- 
tients for  whom  echocardiograms 
were  available,  there  was  no  dif- 
ference in  the  estimate  of  left  ven- 
tricular ejection  fraction  between 
those  patients  with  Cheyne-Stokes 
respiration  and  those  patients 
without. 

Hanley  et  aP'  studied  Cheyne- 
Stokes  respiration  in  patients  with 
congestive  heart  failure  and  con- 
cluded that  nocturnal  oxygen 
therapy  can  correct  any  hypox- 
emia that  occurs  and  reduces  the 
duration  of  the  Cheyne-Stokes 
respiration. 

Most  physicians  believe  that 
Adult  Respiratory  Distress  Syn- 
drome results  in  few  adverse  long- 
term pulmonary  consequences  for 
survivors.  Peters  et  aP^  studied 
pulmonary  function  tests  in  39 
survivors  of  the  adult  respiratory 
syndrome  in  whom  data  had  been 
prospectively  collected  during  the 


acute  episode.  The  pulmonary 
function  study  stabilized  within  6 
months  of  the  episode,  and  re- 
turned to  normal  in  most  survi- 
vors. Persistent  abnormalities 
were  found  after  6 months  in  dif- 
fusing capacity  in  61%  of  pa- 
tients; in  vital  capacity,  43%;  and 
in  total  lung  capacity,  21%.  These 
long-term  abnormalities  of  pul- 
monary function  of  survivors  of 
ARDS  were  not  related  to  the  in- 
itial lung  impairment,  but  were 
directly  related  to  persistence  of 
impaired  lung  function  during  the 
acute  episode.  Recovery  of  lung 
function  may  also  have  been  af- 
fected by  the  occurrence  of  sep- 
sis. 

Cancer 

Burkey  et  al  have  reviewed  the  role 
of  nocardial  infection  in  patients 
with  neoplastic  disease. They 
point  out  that  nocardia  is  known 
to  occur  in  patients  receiving  cy- 
totoxic therapy,  but  it  may  also 
occur  in  patients  with  solid  tu- 
mors in  the  absence  of  steroids 
or  cytotoxic  agents.  Accordingly, 
nocardia  should  be  suspected  in 
patients  who  have  pulmonary  in- 
filtrates or  who  have  abscess  for- 
mation, particularly  those  that  de- 
velop after  broad  spectrum 
antibiotic  therapy,  or  in  patients 
with  skin  or  brain  infection  as- 
sociated with  pulmonary  infil- 
trates. Of  14  patients  reviewed 
who  had  tumors  plus  nocardial 
infection,  1 1 had  the  infection  di- 
agnosed anti-mortem  and  were 
successfully  treated  with  sulfon- 
amides or  trimethoprim-sulfa- 
methoxazole. 

Rickies  reviewed  the  evidence 
supporting  the  association  of 
cancer  and  clinical  thrombo- 
phlebitis or  “hypercoagulable” 
states. 2'*  He  points  out  that  there 
is  now  evidence  for  thrombo- 
genic  properties  of  plasma  iso- 
lated from  cancer  patients.  In  one 
study,  13  out  of  42  patients  with 
various  histologic  types  of  lung 
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cancer  had  elevated  plasma  lev- 
els of  fibrinogen  and  fibrin-deg- 
radation products,  as  well  as  el- 
evated platelet  counts.  Their 
plasma  produced  major  pulmo- 
nary thromboses  and  death  when 
injected  intravenously  into  mice 
or  Guinea  pigs.  The  investigators 
have  partially  characterized  a fac- 
tor called  thrombosis-inducing 
activity,  although  further  work 
needs  to  be  done  in  this  area. 
These  data  suggest  that  cancer 
may  generate  active  products  of 
clotting  and  that,  at  least  in  some 
patients,  anticoagulation  may  be 
a necessary  treatment  feature. 


. . . cancer  may  generate 
active  products  of  clotting 
and  . . . anticoagulation 
may  be  a necessary  treat- 
ment feature. 


Minna  reviewed  the  genetic 
events  in  the  pathogenesis  of  lung 
cancer. 25  These  include  chromo- 
somal and  DNA  deletions  involv- 
ing the  recessive  or  tumor- 
suppressor  genes,  oncogene  ac- 
tivation, and  autocrine  growth 
factors,  such  as  gastrin-releasing 
peptide,  and  the  associated  in- 
heritance of  the  high  metabolic 
phenotype  of  4-debrisoquine  hy- 
droxylase. Minna  concludes  that 
lung  cancer  cells  have  accumu- 
lated a series  of  genetic  events 
that  activate  the  dominantly-act- 
ing cellular  proto-oncogenes  on 
the  one  hand,  while  another  group 
of  changes  seems  to  inactivate  a 
second  class  of  genes  that  appear 
to  be  recessive  and  referred  to  as 
the  deletion,  or  tumor-suppres- 
sive genes.  Alterations  in  both  ap- 
pear necessary  for  malignant 
transformation.  In  addition,  au- 
tocrine growth  factors  and  tran- 
scription factors  regulated  by  tu- 
mor promoters  are  also  produced 
by  lung  cancer  cells. 
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Pharmacology 

New  drugs  are  one  of  the  exciting 
aspects  of  pulmonary  medicine. 
One  recent  discovery  is  that  an- 
tihistamines, particularly  those 
that  are  non-sedating,  such  as 
azelastine,  cetirizine,  ketotifen, 
terfenadine,  and  astemizole,  as 
well  as  the  classic  antihistamines 
chlorapheniramine  and  hydroxy- 
zine, can  all  protect  against  bron- 
chial challenge  induced  by  his- 
tamine.2®  Azelastine  seems  to  be 
particularly  promising  in  that  it 
can  also  block  exercise-induced 
bronchospasm  and  produce  an 
increase  in  FEV-1.  Azelastine  is 
currently  used  in  Japan  and  is 
awaiting  FDA  approval.  Tinkel- 
man  et  aF^  evaluated  the  safety 
and  efficacy  of  multiple  doses  of 
azelastine  in  adult  patients  with 
bronchial  asthma  over  time.  All 
azelastine  groups  had  significant 
reduction  of  other  asthma  medi- 
cines after  one  week.  In  the  4 mg 
and  6 mg  BID  groups,  this  reduc- 
tion was  sustained  for  12  weeks. 
As  our  experience  with  these 
drugs  increases,  we  may  be  able 
to  include  them  in  anti-asthma 
regimens. 

Another  new  drug  for  asthma 
is  nedocromil  sodium,  also 
awaiting  FDA  approval.  In  addi- 
tion to  interfering  with  the  clas- 
sical model  of  intermediate  hy- 
persensitivity, nedocromil  sodium 
seems  to  inhibit  antigen-induced 
bronchoconstriction  and  the  ac- 
tivation of  atypical  mast  cells  and 
neutrophils,  reminiscent  of  the 
nonsteroidal  anti-inflammatory 
agents.  A recent  study2®  reported 
a consecutive  sample  of  127  pa- 
tients with  long-term  asthma  who 
were  treated  with  nedocromil  so- 
dium. These  patients  were  main- 
tained on  sustained  release  theo- 
phylline preparations  and  inhaled 
oral  beta-adrenergic  bronchodi- 
lators.  The  patients  receiving  ne- 
docromil had  a reduction  in  day 
and  night  time  asthma,  cough, 
concomitant  bronchodilator 


usage,  and  had  improved  objec- 
tive measurements  of  lung  func- 
tion. 

A promising  new  drug  is  for- 
moterol,  a new  long-acting  beta 
2 agonist. 29  This  drug  seems  to  be 
particularly  useful  in  smokers. 
The  drug  induces  a bronchodi- 
lator effect  lasting  for  more  than 
10  hours,  significantly  longer  than 
albuterol.  In  addition,  formoterol 
had  a rapid  onset  of  action. 

The  use  of  high  doses  of  in- 
haled corticosteroids  in  asthma 
has  become  more  widespread. 
For  some  patients,  the  usual 
doses  of  inhaled  corticosteroids, 
such  as  beclomethasone  dipro- 
pionate at  400  micro  grams  a day, 
are  not  always  effective.  Several 
authors  have  proposed  using 
higher  doses  in  these  patients. 
Salmeron  et  aF°  published  a multi- 
center randomized  double  blind 
study  of  inhaled  beclomethasone 
dipropionate  at  the  1,500  micro- 
gram per  day  level,  compared  to 
placebo  in  43  chronic  asthmatic 
patients  uncontrolled  by  inhaled 
salbutamol  and  oral  theophyl- 
line. The  patients  were  first  given 
prednisone,  and  the  study  was 
designed  to  see  whether  the  in- 
haled steroids  could  maintain  the 
clinical  improvement  and  opti- 
mal pulmonary  function  induced 
by  prednisone.  In  patients  who 
received  the  inhaled  corticoste- 
roids at  high  doses,  the  FEV-1  and 
peak  expiratory  flow  remained 
above  the  optimal  post-predni- 
sone value  with  a trend  toward 
improvement.  In  patients  who  re- 
ceived the  placebo,  the  pulmo- 
nary functions  decreased  and  re- 
mained below  the  optimal  value. 
The  authors  concluded  that  in 
chronic  asthma,  inhaled  beclo- 
methasone dipropionate  at  the 
1,500  microgram  per  day  level 
may  be  useful  in  patients  who  do 
not  respond  to  lower  doses. 

An  important  advance  in  res- 
piratory pharmacology  has  been 
the  use  of  long-term  methotrexate 
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treatment  in  corticosteroid-de- 
pendent asthma.  In  a recent  study 
by  Mullarkey  et  al^'  Cushingoid 
asthmatics  who  needed  daily 
prednisone  and  found  to  be  un- 
able to  reduce  their  prednisone 
dosage  were  started  on  metho- 
trexate therapy  with  a dose  range 
of  15  to  50  mg  per  week.^'  They 
were  treated  for  18  months.  Fif- 
teen patients  discontinued  the 
regular  use  of  prednisone,  nine 
patients  reduced  prednisone  by 
more  than  50%,  and  one  patient 
failed  to  respond.  The  FEV-l’s  im- 
proved from  1.7  to  1.9.  The  sub- 
jective scores  all  improved.  Ad- 
verse drug  reactions  were  mild 
and  did  not  lead  to  discontinua- 
tion of  drug  therapy.  The  authors 
conclude  that  methotrexate  is  ef- 
fective and  safe  when  used  as  a 
long-term  corticosteroid  sparing 
agent  in  patients  with  severe 
bronchial  asthma. 

Almitrine  bismesylate  is  a pe- 
ripheral chemoreceptor  agonist 
that  has  been  found  to  improve 
PO2  and  PCO2  in  patients  with  hy- 
poxemic chronic  obstructive  pul- 
monary disease  when  adminis- 
tered either  intravenously  or 
orally.  The  drug  has  been  in  trials 
in  Europe,  and  patients  have 
shown  improvement  in  PO2  that 
was  maintained  without  devel- 
oping tolerance.  The  studies  have 
also  shown  that  the  increase  in 
PO2  is  out  of  proportion  to 
changes  in  ventilation,  suggest- 
ing that  almitrine  bismesylate  de- 
creases the  degree  of  ventilation- 
perfusion  inequality  in  the  lung. 
Watanabe  et  aP^  studied  the  long- 
term effect  of  almitrine  bismesy- 
late in  25  patients  with  COPD  and 
moderate  hypoxemia  residing  at 
an  altitude  of  1,500  meters.  They 
confirmed  that  the  drug  causes  a 
long-term  improvement  in  arterial 
oxygenation  in  hypoxemic  pa- 
tients with  COPD  who  reside  at 
altitude.  Lower  doses  of  the  drug 
might  have  produced  the  same  ef- 
fect without  the  side  effect  of 
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weight  loss  seen  in  5 of  13  pa- 
tients, and  peripheral  parasthes- 
ias  of  the  lower  extremities  seen 
in  3 patients.  This  is  exciting  be- 
cause the  drug  offers  a new  ther- 
apeutic modality  for  patients  with 
COPD.  In  some  patients,  it  may 
reduce  or  eliminate  the  need  for 
oxygen. 

Vascular  and  Interstitial  Disease 

Yellin  et  al  reviewed  63  patients 
with  superior  vena  cava  syn- 
drome to  determine  whether  they 
received  clinical  relief  with  ther- 
apy.2^  In  this  series,  47%  of  the 
patients  had  bronchogenic  car- 
cinoma and  another  20%  had 
lymphoma.  In  43  cases,  the  su- 
perior vena  cava  syndrome  was 
the  presenting  symptom  of  a me- 
diastinal condition.  Forty-one  pa- 
tients underwent  diagnostic 
procedures  with  no  major  com- 
plications and  diagnosis  was  ob- 
tained in  36.  Six  patients  had  sur- 
gical treatment,  45  had  radiation, 
chemotherapy,  or  both.  There  was 
no  mortality  directly  associated 
with  venous  congestion.  Yellen  et 
al  conclude  that  symptomatic  re- 
lief occurred  in  80%  of  treated  pa- 
tients and  that  superior  vena  cava 
syndrome  should  not,  per  se,  be 
feared.  Second,  they  felt  accurate 
diagnosis  can  be  achieved  with 
minimal  morbidity. 

Goldhaber^'^  has  reviewed  the 
role  of  thrombolysis  in  venous 
thromboembolism.  He  discusses 
various  reasons  for  the  lag  in  ad- 
vances in  thrombolytic  treatment 
for  pulmonary  embolism  and 
deep  venous  thrombosis.  Avail- 
able thrombolytic  therapy  has  not 
gained  widespread  acceptance 
because  the  risk  is  perceived  to 
outweigh  the  benefits.  He  de- 
scribes two  novel  recombinant 
tissue-type  plasminogen-activa- 
tor regimens  for  pulmonary  em- 
bolism that  are  now  being  inves- 
tigated. Optimal  dosing  regimens 
for  pulmonary  embolus  and  ve- 
nous thrombosis  must  yet  be  de- 


termined. The  goal  will  be  to 
develop  the  best  possible  throm- 
bolytic dosing  regimens  in  large 
clinical  trials  and  determine 
which  patients  with  pulmonary 
embolism  and  deep  venous 
thrombosis  will  benefit  the  most 
from  thrombolysis  followed  by 
anticoagulation,  rather  than  an- 
ticoagulation alone.  Goldhaber 
emphasizes  that  this  expensive 
and  potentially  risky  therapy  for 
pulmonary  vascular  disease  will 
not  gain  widespread  application 
unless  sufficient  time  and  re- 
sources are  invested  in  properly 
designed  and  conducted  clinical 
trials. 

Tazelaar  et  aF^  reviewed  open 
lung  biopsies  from  14  patients  and 
autopsied  tissue  from  a patient 
with  polymyositis/dermatomyo- 
sitis.  They  attempted  to  correlate 
histologic  features  with  clinical, 
radiographic  and  prognostic  var- 
iables. Some  patients  had  bron- 
chiolitis obliterans  organizing 
pneumonia;  some  had  interstitial 
pneumonia;  others  had  diffuse  al- 
veolar damage.  The  patients  with 
bronchiolitis  obliterans  organiz- 
ing pneumonia  had  a more  fa- 
vorable prognosis,  and  those  with 
diffuse  alveolar  damage  had  a 
uniformly  poor  prognosis.  The 
authors  conclude  that  there  is  a 
broad  range  of  histologic  findings 
in  the  lung  disease  associated 
with  polymyositis/dermatomyo- 
sitis,  and  that  subclassification 
may  be  a useful  predictor  for 
prognosis. 

Schwartz  et  aP®  reviewed  the 
clinical  significance  of  asbestos- 
induced  pleural  fibrosis,  compar- 
ing the  relationship  between  ra- 
diographic evidence  of  pleural  fi- 
brosis and  spirometric  values  in 
1,211  sheet-metal  workers.  This 
study  showed  that  both  circum- 
scribed plaques  and  diffuse 
pleural  thickening  were  inde- 
pendently associated  with  dec- 
rements in  FVC,  but  not  in  the 
FEV-l/FVC  ratio.  Furthermore,  the 
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data  indicate  that  the  effect  of  dif- 
fuse pleural  thickening  on  dec- 
rements in  FVC  is  approximately 
twice  as  great  as  that  seen  with 
circumscribed  pleural  plaques. 
The  presence  and  type  of  pleural 
fibrosis  among  asbestos-exposed 
workers  was  independently  as- 
sociated with  a pattern  of  spir- 
ometry that  suggests  an  underly- 
ing restrictive  defect  in  lung 
function. 
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QUESTION: 

WHAT  ARE  THE  THREE  MOST 
IMPORTANT  THINGS  TO 
CONSIDER  WHEN  CHOOSING 
AN  INSURANCE  AGENCY? 

ANSWER: 

EXPERIENCE,  EXPERIENCE, 
EXPERIENCE 


INSURANCE  SINCE  1879 

STARKWEMIER  & SHEPLEY  INC.  ■ (401)  421-6900 

Morton  Smith,  Inc.  - (401)  861-6800 

155  South  Main  Street 
Providence,  Rhode  Island  02903 


Recent  Advances  in  Hematology 


James  P.  Crowley,  MD 


A major  advance  . . . in  al- 
logeneic marrow  trans- 
plantation has  been  the  de- 
velopment of  a National 
Bone  Marrow  Registry  of 
non-related  HLA-matched 
donors  . . . 


Hematology  is  the  specialty  of 
medicine  that  is  concerned  with 
the  diagnosis  and  treatment  of 
abnormally  low  or  high  levels  of 
blood  cells,  bleeding  and  clotting 
disorders,  and  the  treatment  of 
leukemia  and  related  malignan- 
cies. Hematologists  use  treat- 
ments which  alter  the  many  func- 
tions mediated  by  the  blood  and 
these  treatments  have  found  a 
broad  range  of  application  to  he- 
matologic diseases  as  well  as  dis- 
eases arising  in  other  organs. 
These  treatments  include  various 
forms  of  immunotherapy,  the  se- 
lective removal  of  pathologically 
altered  blood  constituents,  the 
transfusion  of  highly  purified 
blood  products  and  components, 
and  bone  marrow  transplanta- 
tion. 

The  present  review  will  high- 
light some  of  the  remarkable  ad- 
vances in  the  field  that  have  oc- 
curred in  the  last  few  years  (Table 
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1).  Some  of  these  new  methods 
of  diagnosis  and  treatment  have 
been  recently  introduced  in 
Rhode  Island  and  others  will 
shortly  be  introduced  so  this  re- 
view should  be  particularly  rele- 
vant for  physicians  in  Rhode  Is- 
land at  this  time. 

Hematopoietic  Growth  Factors 

HGFs  are  glycoproteins  that  reg- 
ulate both  the  proliferation  and 
differentiation  of  the  bone  mar- 


ABBREVIATIONS  USED: 

AF:  atrial  fibrillation 
AML:  acute  myelogenous  leu- 
kemia 

ALL:  acute  lymphocytic  leuke- 
mia 

CML:  chronic  myelogenous 
leukemia 

DDAVP:  desmopressin 
DlC:  disseminated  intravascu- 
lar coagulation 
DNA:  deoxyribonucleic  acid 
EPO:  erythropoietin 
FDA:  Food  (S  Drug  Administra- 
tion 

G-CSF:  granulocyte  colony 
stimulating  factor 
GM-CSF:  granulocyte-mono- 
cyte colony  stimulating  fac- 
tor 


row  progenitor  cells. HGFs  have 
a dual  role  in  stimulating  both 
proliferation  as  well  as  differen- 
tiation. These  factors  by  their  di- 
rect action  on  cells  constitutively 
bearing  appropriate  receptors,  as 
well  as  by  the  indirect  action  of 
inducing  receptors  for  other 
HGFs,  regulate  and  control  he- 
matopoiesis. At  present  there  are 
six  promising  HGFs  for  which 
clinical  trials  have  been  initiated. 


GVH:  graft  versus  host 

HDIVIG:  high  dose  intravenous 
gamma  globulin 

HGF:  hematopoietic  growth 
factors 

HLA:  human  leukocyte  antigen 

IgG/A:  immune  globulin  G,  A 

IL:  interleukin 

ITP:  immune  thrombocyto- 
penia purpura 

M-CSF:  monocyte  colony  stim- 
ulating factor 

mRNA:  messenger  ribose  nu- 
cleic acid 

PMN:  polymorphonuclear  (leu- 
kocyte) 

RES:  reticulo-endothelial  sys- 
tem 

SLE:  systemic  lupus  erythe- 
matosis 

TSA:  tumor  specific  antigens 
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Table  1.  Some  Recent  Advances  in  Clinical  Hematology 


1 . Erythropoietin  and  hematopoietic  growth  factors  for  marrow  failure 

2.  Bone  marrow  transplantation  for  leukemia  and  related  disorders 

3.  Detection  of  residual  leukemia  by  PCR°  and  RFLP* 

4.  Polyclonal  IgG  therapy  for  autoimmune  disease  and  monoclonal  therapy  for 
cancer 

5.  Diagnosis,  treatment,  and  prevention  of  hypercoagulability 

6.  Autologous  donation  and  blood  conservation 

7.  Educational  interactive  videodiscs  for  blood  and  marrow  morphology 


“Polymerase  chain  reaction  amplification  of  oncogene  m-RNA 
‘Restriction  fragment  length  DNA  polymorphisms 


Some  of  the  different  applica- 
tions of  these  factors  is  shown  in 
Table  2. 

Erythropoietin 

Erythropoietin  (EPO),  the  first 
discovered  of  the  human  growth 
factors  (HGF),  was  also  first  to  be 
licensed  by  the  FDA  for  clinical 
use  in  1989.  Goldwasser  and  his 
associates  extracted  about  1 mg 
of  this  substance  from  tens  of 
thousands  of  gallons  of  urine  from 
patients  with  severe  anemia.  This 
painstaking  work  paved  the  way 
for  the  later  elucidation  of  EPO’s 
structure  and  eventual  biosyn- 
thesis using  recombinant  DNA 
technology.''  Clinical  investiga- 
tors interested  in  the  anemia  of 
progressive  renal  failure  pi- 
oneered treatment  with  EPO.^ 
There  are  approximately  80,000 
people  undergoing  chronic  renal 
dialysis  in  the  United  States,  and 
several  studies  suggest  that  most 
of  these  patients  are  anemic.  Fif- 
teen per  cent  of  all  patients  in 
Rhode  Island  on  long-term  di- 
alysis required  greater  than  ten 
transfusions  annually,  and  the 
mortality  in  these  patients  was 
more  than  twice  that  of  the  un- 
transfused group.®  Eschbach  et  al 
have  shown  that  in  every  patient 
with  chronic  renal  failure  stud- 
ied, the  anemia  responded  to 
erythropoietin  provided  a suffi- 
cient dose  was  used.®  The  appli- 
cation of  erythropoietin  to  the 
anemia  of  long-term  dialysis  and 
chronic  renal  failure  has  pro- 
vided the  most  substantial  benefit 
of  HGFs  to  patients  to  date.  Other 
successful  applications  of  EPO 
therapy  are  listed  in  Table  3.'^  * 

Other  Marrow  Growth  Factors 

Two  HGFs  are  known  to  raise  the 
polymorphonuclear  leukocyte 
(PMN)  count,  critical  for  defense 
against  infection.  GM-CSF  acts 
relatively  early  in  the  cell  hier- 
archy and  induces  differentiation 
of  multiple  lineages  including 


PMNs,  monocytes,  and  eosino- 
phils.'® G-CSF  affects  more  dif- 
ferentiated precursors.  Patients 
with  myeloid  leukemia  may  ex- 
press receptors  for  these  growth 
factors"  and  so  there  has  been 
concern  about  the  use  of  these 
factors  to  treat  patients  with  leu- 
kemia and  the  related  disorders." 
Also,  GM-CSF  activates  the  PMNs. 
Activation  causes  the  PMN  to  be 
more  adhesive  and  concerns  have 
been  raised  about  the  possibility 
of  adhesive  PMNs  being  seques- 
tered in  the  lung  and  aggravating 
inflammation.'"  G-CSF  raises  the 
PMN  level  but  does  not  activate 
PMNs. 

Interleukin  3 (Multi-CSF)  is  a 
glycoprotein  HGF  that  affects  an 
early  stage  of  hematopoiesis  and 
increases  in  vitro  the  production 
of  colonies  that  have  erythroid, 
granulocytic,  monocytic  and  me- 
gakaryocytic  properties.®  Accord- 
ingly, interest  in  this  agent  as  a 
treatment  for  aplastic  anemia  has 
arisen."  lL-3  has  been  used  in 
conjunction  with  other  agents 
such  as  G-CSF  and  GM-CSF  in  an 
effort  to  produce  a combination 


HGF  therapy  that  would  both 
cause  the  stem  cell  population  to 
proliferate  and  become  suscep- 
tible to  further  differentiation  and 
proliferation."  M-CSF  activates 
monocytes  to  kill  fungi,  and  IL-6 
increases  platelet  production  in 
animals.  Preliminary  studies  in 
humans  are  underway. 

Bone  Marrow  Transplantation 

Thomas  and  co-workers  first  at- 
tempted marrow  transplants  in 
humans  in  the  1950s.  However, 
early  experience  with  transplan- 
tation was  dismal,  and  all  but  twin 
transplants  succumbed  to  a se- 
vere reaction  in  which  the  en- 
grafted bone  marrow  graft  at- 
tacked the  host  (GVH).  The 
development  in  the  1960s  of  typ- 
ing sera  for  the  human  histocom- 
patibility loci,  HLA-A  and  -B,  and 
later  other  histocompatability  loci 
determinants  including  HLA,  -C, 
-D  and  -DR,  resulted  in  reduced 
GVH  and  increased  success  in  the 
treatment  of  aplastic  anemia, 
acute  leukemia,  and  lym- 
phoma."''' 

Allogeneic  bone  marrow  trans- 


Table  2.  Clinical  Application  of  Recombinant  Growth  Factors 

EPO 

Anemia 

G-CSF 

Neutropenia 

GM-CSF 

Neutropenia 

Monocytopenia 

Immunosuppression* 

M-CSF 

Monocytopenia* 

Immunosuppression* 

IL-3  (multi-CSF) 

Aplastic  anemia  (with  other  factors) 

IL-6 

Thrombocytopenia* 

‘Application  mainly  supported  by 

animal  studies 
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Table  3.  Current  Applications  of  Recombinant  Human  Erythropoietin 
to  Anemia 


Renal  failure  and  long-term  dialysis 
Anemia  of  chronic  disease 
Anemia  of  malignancy 

Preoperative  autologous  donation  before  surgery 
Perioperative  management  of  surgical  patients 
Hypoplastic  anemia 
Myelodysplasia 

Enhanced  recovery  following  bone  marrow  transplantation 
Hemoglobinopathy 


plantation  is  now  applied  in  sev- 
eral diseases  listed  in  Table  4."  ’'’ 
Allogeneic  bone  marrow  trans- 
plantation is  the  only  treatment 
able  to  permanently  irradicate  the 
leukemic  clone  in  chronic  mye- 
logenous leukemia.''' Application 
of  bone  marrow  transplantation 
to  CML  has  resulted  in  improved 
possibilities  for  cure  in  this  dis- 
order. Recent  results  from  Seattle 
(ED  Thomas,  personal  commu- 
nication) have  indicated  that  up 
to  95%  of  CML  patients  may  be 
successfully  transplanted  if  the 
I transplant  is  performed  during  the 
! first  year  following  diagnosis.  A 
major  advance  that  has  led  to  an 
I upsurge  in  allogeneic  marrow 
; transplantation''*  has  been  the  de- 
I velopment  of  a National  Bone 
I Marrow  Registry  of  non-related 
I HLA-matched  donors  (to  access, 
j phone  1-800-950-1050)  which  has 
greatly  increased  the  possibility 
of  finding  a donor  when  no  sib- 
ling match  is  available. 

Autologous  bone  marrow  trans- 
' plantation  requires  the  infusion 
of  the  patient’s  own  marrow  as 
! opposed  to  that  of  a matched  sib- 
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ling  donor.  Unlike  allogeneic 
bone  marrow  transplantation,  the 
issues  of  donor  availability  and 
graft  versus  host  disease  are  not 
relevant.  Autologous  bone  mar- 
row transplantation  appears  to  be 
at  present  less  efficacious  than  al- 
logeneic transplantation  for  leu- 
kemia and  lymphoma. '^-2'  With 
solid  tumors,  response  rates  have 
varied  from  30%  in  gliomas  up  to 
80%  in  breast  cancer.'®’  Unlike 
leukemias  and  lymphomas 
treated  with  autologous  bone 
marrow  transplantation,  re- 
sponses to  autologous  transplan- 
tation in  solid  tumours  are  rela- 
tively brief.  Nevertheless, 
occasional  long-term  survivors 
have  been  demonstrated,  and  au- 
tologous marrow  transplantation 
for  solid  tumours  is  being  vigor- 
ously investigated.'^ 

Detection  of  Residual  Leukemia 
(Mixed  Chimaerism) 

Traditionally,  residual  leukemic 
cells  following  chemotherapy  or 
bone  marrow  transplantation  have 
been  detected  using  morphologic 
techniques.  In  CML,  Philadelphia 


Table  4.  Applications  of  Bone  Marrow  Transplantation^®  to  Human 
Disease 


Aplastic  Anemia 

Acute  myelogenous  and  lymphoblastic  leukemia 
Chronic  myelogenous  leukemia 
Immunodeficiency  syndromes 
Myelodysplasia 

Hodgkin’s  disease  and  other  lymphomas 
Solid  tumors  including  breast  cancer° 
Hemoglobinopathy 


-I- Allogeneic  = matched  sibling  or  matched  unrelated  donor 
"Autologous  = person’s  own 


chromosome  which  is  a recipro- 
cal translocation  between  chro- 
mosomes 9 and  22  bears  a hu- 
man proto  oncogene  c-ABL 
normally  located  on  chromo- 
some 9.  This  oncogene  is  acti- 
vated when  it  is  translocated  to 
the  middle  of  the  BCR  gene  re- 
gion located  on  chromosome  22.^^ 
Fusion  produces  a new  gene 
expression  which  results  in  a new 
mRNA  species.  The  ability  to  de- 
tect BCR/ABL  chimaeric  mRNA 
has  recently  been  greatly  en- 
hanced by  the  application  of  the 
polymerase  chain  reaction  which 
can  detect  extremely  low  levels 
of  mRNA. 22  When  the  oncogene 
or  its  product  are  unknown,  DNA 
restriction  fragment  polymorph- 
ism (RFLP  analysis)  has  emerged 
as  the  method  of  choice  for  study- 
ing chimaerism."  Leukemic  chi- 
maerism is  often  compatible  with 
very  long-term  disease-free  sur- 
vival. Remarkably,  the  leukemic 
clone  may  persist  then  eventually 
disappear  up  to  a decade  after 
transplantation"' 22  indicating  the 
existence  of  some  as  yet  to  be 
elucidated  natural  mechanism  for 
the  eradication  of  leukemia. 

Immunoglobulin  Therapy 

Gamma  globulins  are  quantita- 
tively the  most  important  constit- 
uent of  the  plasma  proteins  fol- 
lowing albumin.  Gamma  glo- 
bulins constitute  a major  defense 
against  infection. 2®  Patients  with 
deficiencies  are  prone  to  a variety 
of  infections  caused  by  bacteria, 
viruses,  and  fungi.  These  patients 
have  a higher  than  expected  in- 
cidence of  malignancies  and  au- 
toimmune diseases. 2'*  Replace- 
ment of  deficient  immunoglobulin 
production  by  intravenous  IgG  has 
been  shown  to  be  efficacious  in 

the  reduction  of  infection. 2®' 25 

High-dose  intravenous  gamma 
globulin  (HDIVIG)  can  temporar- 
ily block  the  RES  system,2®  and  it 
has  proven  useful  in  the  treat- 
ment of  idiopathic  thrombocyto- 
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Table  5.  Immunoglobulin  Therapy 

1.  Patients  with  recurrent  infections 

2.  Immune  thrombocytopenia  purpura  (ITP) 

3.  Autoimmune  neutropenia,  hemolytic  anemia,  and  pure  red  cell  aplasia 

4.  Kawasaki  syndrome 

5.  Myasthenia  gravis,  SLE,  and  related  autoimmune  disorders 

6.  Relapsing  polyneuropathy 

7.  Acquired  inhibitors  of  coagulation 

8.  Monoclonal  purging  of  autologous  bone  marrow 

9.  Treatment  of  solid  tumors 

10.  Selected  patients  with  acquired  immunodeficiency  syndromes 


penic  purpura  (ITF^).^'^  Other  ap- 
plications are  shown  in  Table  5. 
UDIVIG  does  not  transmit  viral 
disease,  and  the  incidence  of  al- 
lergic reactions  is  very  low  except 
in  patients  with  concomitant  IgA 
deficiency  and  anti-IgA  antibod- 
ies. 


These  patients  (with  im- 
munoglobulin deficiencies) 
have  a higher  than  ex- 
pected incidence  of  malig- 
nancies and  autoimmune 
diseases. 


Presently  available  immuno- 
globulin concentrates  are  poly- 
clonal. Following  the  initial  dis- 
covery of  monoclonal  antibodies 
in  the  mid  1970s,2^  several  bio- 
technology enterprises  fueled  by 
investments  from  venture  capital- 
ists aimed  at  developing  “magic 
bullets”  for  the  treatment  of  can- 
cer utilizing  monoclonal  antibod- 
ies directed  against  tumor-spe- 
cific antigens  (TSA).^*  Monoclonal 
antibodies  to  TSA  have  been  con- 
jugated to  highly  toxic  sub- 
stances such  as  ricin.29  Phase  1 
studies  of  ricin  conjugates  in  solid 
tumors  have  included  ovarian, 

breast,  and  colon  cancer. ^^  ^9 

fortunately,  few  long-lasting  re- 
sponses have  been  observed. 
Monoclonal  antibodies  directed 
against  leukemic-specific  anti- 
gens in  both  AML  and  ALL  are 
promising  agents  to  cleanse  bone 
marrow  of  residual  leukemia  cells 
in  relapsed  patients  receiving  au- 
tologous bone  marrow  transplan- 
tation.’®' 2' 

Advances  in  Coagulation 

The  development  of  desmopres- 
sin (DDAVP)  which  raises  FVlll 
and  thereby  enhances  platelet 
function  is  a real  advance  in  the 
nontransfusional  treatment  of 
congenital  and  acquired  bleeding 
disorders.®®  DDAVP  has  largely  re- 


placed transfusional  therapy  in 
patients  with  mild  hemophilia  and 
heterozygous  von  Willebrand  dis- 
ease.®® DDAVP  has  also  been 
shown  to  be  effective  in  reducing 
the  bleeding  time  in  uremia,  cir- 
rhosis, and  congenital  and  ac- 
quired platelet  storage  pool  de- 
ficiency.®® 

Aspirin  (Table  6)  which  inac- 
tivates platelets  by  inhibiting 
thromboxane  synthesis  has  found 
clinical  application  in  the  preven- 
tion of  arterial  and  venous  throm- 
boembolism.®' Prophylactic  as- 
pirin administration  is  effective  in 
the  secondary  prevention  of  my- 
ocardial infarction,  death  in  un- 
stable angina,  and  in  the  preven- 
tion of  early  graft  occlusion 
following  coronary  artery  bypass 
grafting.®®  Prophylactic  aspirin  has 
also  been  found  to  be  efficacious 
in  the  prevention  of  stroke  and 
death  in  patients  with  transient  is- 
chemic attacks®'  and  for  patients 
with  atrial  fibrillation  (AF)  unre- 
lated to  valvular  heart  disease  who 
have  a risk  of  ischemic  stroke 
which  is  5 times  higher  than  that 
of  persons  with  normal  sinus 
rhythm.  Administration  of  daily 
aspirin  to  AF  patients  resulted  in 
a stroke  rate  which  was  approx- 
imately half  of  that  of  patients 
given  placebo.®®  Some  authorities 
on  thrombosis  have  suggested 
that  intermittent  aspirin  dosage 
may  be  superior  to  daily  use.®'  ®® 
The  inactivation  of  platelets  by 
aspirin  is  known  to  be  relatively 
long  lasting  while  the  inactivation 
of  endothelial  production  of 


platelet  inhibitory  prostacyclin  is 
transient.  Intermittent  administra- 
tion of  aspirin  might  well  allow 
endothelial  prostacyclin  produc- 
tion to  recover  while  a direct  an- 
tiplatelet effect  could  still  con- 
tinue. 

The  indications  for  full  dose 
warfarin  therapy  to  prevent  recur- 
rence of  previously  established 
thrombi  are  established,  but  use 
of  low  doses  of  warfarin  to  pre- 
vent new  thrombi  has  not  re- 
ceived much  attention.  A recent 
study  of  patients  at  high  risk  for 
thrombosis  because  of  indwell- 
ing central  venous  catheters  has 
shown  that  at  a dose  of  1 mg  of 
warfarin  daily  there  was  a highly 
significant  reduction  in  throm- 
bosis.®'' This  approach  may  be  ap- 
plicable to  other  groups  of  pa- 
tients at  high  risk  for  thrombosis. 
A recent  Norwegian  study  has 
shown  that  prophylactic  anticoa- 
gulation therapy  appears  to  be  ef- 
fective in  reducing  the  risk  of  fatal 
and  non-fatal  recurrent  coronary 
as  well  as  cerebral  arterial  throm- 
bosis in  patients  with  prior  my- 
ocardial infarction.®® 

The  mechanisms  of  hyperco- 
aguability  have  become  better 
understood  in  recent  years.®®  The 
elucidation  of  the  structure  of  the 
vitamin  K-dependent  factors.  Pro- 
tein C and  S,  have  allowed  for  the 
development  of  immunological 
and  functional  assays  for  these 
inhibitors  of  blood  coagulation.®® 
Many  familial  cases  of  hyperco- 
aguability  are  related  to  deficien- 
cies of  Protein  C and  Protein  S.®® 
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Table  6.  Thrombotic  Conditions  in  Which  Prophylactic  Aspirin 
Provides  Significant  Benefit 

Myocardial  infarction 
Unstable  angina 

Prevention  of  graft  occlusion  after  coronary  artery  bypass  graft 
Stroke  from  atrial  fibrillation  (both  rheumatic  and  non-rheumatic) 


Acquired  Protein  S deficiency  has 
been  observed  in  patients  with 
liver  disease,  DIC,  nephrotic  syn- 
drome, pregnancy,^^  and  inflam- 
matory bowel  disease.^* 

A study  in  Rhode  Island 
showed  that  patients  with 
thalassemia  minor  have  less 
than  the  expected  inci- 
dence of  myocardial  in- 
farction. 

Even  in  those  patients  with  sig- 
nificant predisposing  coagula- 
tion abnormalities  such  as  con- 
genital heterozygous  Protein  C 
and  Protein  S deficiency,  most  will 
not  experience  thrombosis.^® 
Other  factors  which  lead  to  hy- 
' percoagulability  need  to  be  iden- 
; tified.  An  important  cause  of  hy- 
percoagulability is  the  lupus 
; anticoagulant,  antiphospholipid 
I autoantibodies  that  are  found  in 
I patients  with  SEE  and  which  are 
; frequently  associated  with  other- 
wise unexplained  venous  and  ar- 
' terial  thrombosis^^’  and  re- 
i current  first  and  second  trimester 
I fetal  abortions^^  in  patients  with 
! no  evidence  of  SEE.  The  syn- 
! drome  of  heparin-induced  throm- 
! bocytopenia  with  thrombosis 
1 continues  to  be  increasingly  rec- 
: ognized  as  a factor  paradoxically 
1 predisposing  to  thrombosis.  A 
I patient  with  heparin-induced 
thrombocytopenia  was  recently 
shown  to  respond  well  to  treat- 
ment with  high  dose  intravenous 
gammaglobulin.-”  A study  in 
' Rhode  Island  showed  that  pa- 
tients with  thalassemia  minor 
have  less  than  the  expected  in- 
cidence of  myocardial  infarc- 
tion.^2  ^ recent  experimental  study 


has  shown  that  higher  hemato- 
crits may  promote  the  net  accu- 
mulation of  thrombosis. More 
study  of  the  effect  of  blood  cells 
on  viscosity  and  hematocrit,  and 
their  relation  to  hypercoagulabil- 
ity is  clearly  needed. 

Advances  in  Transfusion 
Medicine  and  Education 

Recent  data  show  that  physician 
education  in  more  appropriate 
transfusion  practices  has  re- 
duced the  inappropriate  use  of 
blood  components.-’-’  The  use  of 
erythropoietin  (EPO)  in  conjunc- 
tion with  autotransfusion’®  and 
predeposit  autologous  donation® 
has  further  contributed  to  a re- 
duction in  inappropriate  blood 
product  use  and  consequently  a 
reduction  in  disease  transmis- 
sion and  reactions.  Transfusion- 
associated  acquired  immunode- 
ficiency syndrome  (AIDS)  re- 
mains a major  concern.’®  This  risk 
has  been  reduced  because  of 
testing  of  donor  units  for  HIV.  The 
current  estimated  risk  of  HIV 
transmission  from  blood  trans- 
fusion in  Rhode  Island  is  approx- 
imately one  in  one  hundred  thou- 
sand (Dr  R.  Yankee,  personal 
communication).  Nevertheless, 
about  20%  of  all  transfusions  will 
still  result  in  some  type  of  adverse 
effect.”'  Fortunately,  recent  intro- 
duction of  the  test  for  hepatitis  C 
should  reduce  the  most  serious 
risk  of  blood  transfusion,  trans- 
fusion-associated viral  hepatitis, 
by  approximately  80%.”’ 

The  teaching  of  transfusion 
medicine,  of  coagulation,  and  es- 
pecially of  the  diagnostic  inter- 
pretation of  blood  and  bone  mar- 
row, has  been  enhanced  by  the 
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recent  development  of  a compre- 
hensive laser  videodisc  which  in- 
corporates most  of  the  teaching 
slides  of  blood  and  bone  marrow 
in  the  collection  of  the  American 
Society  of  Hematology.’®  This  de- 
velopment should  open  the  way 
toward  highly  individualized  and 
effective  computer  interactive  vi- 
deodisc instruction  in  hematol- 
ogy.’s 

Summary 

Erythropoietin  and  other  recom- 
binant hematopoietic  growth  fac- 
tors for  the  treatment  of  marrow 
failure  has  been  a major  recent 
advance  in  hematology.  Genetic 
engineering  technologies  are  re- 
placing more  empirical  methods 
for  the  detection  and  treatment  of 
hematologic  disease.  Bone  mar- 
row transplantation  is  a more  ef- 
fective means  of  cure  than  chem- 
otherapy for  many  patients  with 
acute  leukemia  and  related  dis- 
eases. Autologous  marrow  trans- 
plantation is  increasingly  applied 
in  the  treatment  of  solid  tumors. 
Intravenous  gamma  globulin  has 
been  found  to  be  effective  in  se- 
lected patients  with  steroid  un- 
responsive autoimmune  hema- 
tologic disease  as  well  as 
nonhematologic  autoimmune 
disorders.  Advances  in  knowl- 
edge of  the  natural  anticoagu- 
lants have  elucidated  the  patho- 
genesis of  many  cases  of  recurrent 
venous  and  arterial  thromboses. 
The  lupus  anticoagulant  has 
emerged  as  a marker  for  many  pa- 
tients who  are  hypercoagulable. 
It  has  been  increasingly  recog- 
nized that  transfusions  are  un- 
necessary in  many  situations  in 
which  transfusions  were  formerly 
routine.  Computer  interactive  la- 
ser videodisc  technology  has  im- 
proved the  teaching  of  morpho- 
logic diagnosis  of  hematologic 
disease.  The  provision  of  these 
sometimes  expensive  but  often 
cost  effective  and  superior  mo- 
dalities in  an  era  of  aggressive 
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cost  containment  will  prove  a 
worthy  challenge  to  the  Rhode  Is- 
land medical  community  in  com- 
ing years. 
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The  Trustees  of  the  Fiske  Fund 
of  the  Rhode  Island  Medical  Society 
are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1990 


to  be  awarded  for  an  original  contribution  submitted  by  licensed 
Rhode  Island  physicians.  Eligible  for  the  1990  competition  are 
original  manuscripts  not  submitted  elsewhere  covering  medical 
topics  of  a scientific,  clinical,  socio-economic,  or  historical  nature. 

Submissions  must  be  in  English. 

The  award,  initiated  in  1836,  is  named  after  Caleb  Fiske  (1753-1834)  who 
was  a Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descendant 
of  Roger  Williams. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  February  1,  1991  to  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island 
02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  Trustees  reserve  the  right  to  award  one  or  more  prizes. 

4)  The  award  recipient(s)  must  transfer  copyright  privileges  to  the  Trustees  of  the  Caleb 
Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will  be  considered  for  publi- 
cation in  the  Rhode  Island  Medical  Journal,  subject  to  review  by  the  Editorial  Board. 

5)  The  award  recipient(s)  will  be  presented  with  the  prize  amount,  to  be  determined  by 
the  Board  of  Trustees  of  the  Caleb  Fiske  Fund,  at  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  to  be  held  in  May,  1991. 
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. . . large  doses  of  insulin, 
often  used  to  treat  insulin 
resistant  diabetic  patients, 
may  therefore  be  a risk  fac- 
tor for  the  development  of 
coronary  artery  disease. 


During  the  past  year  there  have 
been  a number  of  advances  in  the 
field  of  endocrinology  and  me- 
tabolism which  either  signifi- 
cantly advance  our  understand- 
ing of  endocrine  pathophysiology 
or  modify  and  enhance  our  ap- 
proach to  the  treatment  of  endo- 
crine diseases. 

Diabetes  Mellitus 

Diabetes  mellitus  is  the  most 
common  disease  in  this  field  and 
certainly  many  of  the  noteworthy 
studies  during  this  past  year  were 
in  this  area.  The  treatment  of  non- 
insulin dependent  diabetes  (type 
11  DM)  often  involves  a combi- 
nation of  diet,  exercise,  and  oral 
hypoglycemic  agents  such  as  the 
sulfonylurea  medications.  In  ad- 
dition to  the  sulfonylurea  agents, 
the  biguanide  metformin  is  fre- 
quently used  in  Europe  to  treat 
patients  with  type  II  DM.  Metfor- 
min can  be  associated  with  an 
improvement  in  both  hypergly- 
cemia and  with  lipid  abnormali- 
ties although  its  mechanism  of 
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action  remains  unclear.'  If  and 
when  this  drug  becomes  avail- 
able for  therapeutic  use  in  the 
United  States,  the  health  care 
professional  will  likely  have  a very 
effective  medication  to  add  to 
those  already  available  for  the 
treatment  of  type  II  DM.  In  terms 
of  diabetic  diets,  protein  restric- 
tion has  received  a lot  of  attention 
as  a possible  means  of  improving 
diabetic  nephropathy.  In  a recent 
editorial,  the  potential  risks  and 
benefits  of  low-protein  diets  were 
reviewed. 2 It  appears  that  low  pro- 
tein diets  may  slow  the  progres- 
sion of  established  diabetic  ne- 
phropathy, possibly  postponing 
the  need  for  dialysis.  However, 
whether  similar  protein  restricted 
diets  can  prevent  the  initial  de- 
velopment of  nephropathy  is  un- 
known, as  are  the  possible  long- 
term risks  of  a protein  restricted 
diet. 

In  the  area  of  endocrine  im- 
munology, the  potential  preven- 
tion of  type  I DM  has  been  studied 
by  numerous  investigators.  Type 
I,  insulin  dependent,  diabetes  is 
caused  by  the  autoimmune  de- 
struction of  pancreatic  islet  cells. 
Cyclosporine  has  therefore  been 
studied  as  a means  of  interfering 
with  this  autoimmune  islet  cell 
destruction.  In  an  investigation  by 


Bougneres  and  colleagues,  it  was 
shown  that  the  treatment  of  chil- 
dren with  type  I diabetes,  soon 
after  diagnosis,  reduced  insulin 
dependence  for  up  to  one  year  in 
half  the  patients  studied.'^  Further 
studies  will  be  necessary,  how- 
ever, to  clarify  whether  immuno- 
suppressive therapy  will  have  a 
long-lasting  effect  to  fully  prevent 
the  development  of  insulin  de- 
pendent diabetes. 

In  the  treatment  of  diabetes,  two 
additional  areas  that  continue  to 
receive  active  investigation  in- 
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elude  the  use  of  artificial  pan- 
creatic devices  and  pancreatic 
transplantation.  In  a study  by  San- 
dek  and  his  colleagues,  it  was 
demonstrated  that  patients  could 
be  successfully  treated  with  a 
peritoneally  implanted  pro- 
grammable insulin  pump.^  The 
peritoneal  site  is  potentially  a very 
effective  delivery  site  for  insulin 
treatment  since  this  route  would 
mimic  the  endogenous  secretion 
of  insulin  into  the  portal  circula- 
tion. Still  lacking,  however,  in  the 
pump  devices  available  is  a glu- 
cose sensing  mechanism  that 
would  allow  a pump  to  match  in- 
sulin delivery  to  ambient  blood 
glucose  concentrations.  If  and 
when  a reliable  and  practical  glu- 
cose sensing  device  is  devel- 
oped, it  would  appear  that  many 
diabetic  patients  could  be  can- 
didates for  treatment  with  an  in- 
sulin pump  device.  Pancreatic 
transplantation  has  also  been  re- 
ceiving increasing  study  as  a 
means  to  potentially  “cure”  dia- 
betes. In  a study  from  Minnesota,^ 
it  was  demonstrated  that  suc- 
cessful pancreas  transplantation 
in  diabetic  patients  who  previ- 
ously had  renal  transplantation 
was  associated  with  an  improve- 
ment in  the  histological  evidence 
of  diabetic  nephropathy  in  the 
transplanted  kidneys.  This  im- 
portant study  not  only  demon- 
strated again  the  potential  of  pan- 
creatic transplantation  to  cure 
diabetes  but  also  provided  evi- 
dence that  normoglycemia  (fol- 
lowing successful  pancreatic 
transplants)  may  help  prevent 
certain  diabetic  complications. 

The  role  of  hyperglycemia  and 
other  factors  potentially  promot- 
ing the  development  of  diabetic 
complications  still  needs  further 
clarification.  Several  studies  this 
past  year®  ^ suggested  that  gly- 
cemic  control  and  blood  pres- 
sure may  be  two  important  fac- 
tors which  determine  the 
development  and  course  of  dia- 
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betic  retinopathy  and  nephropa- 
thy. However,  there  is  still  some 
disagreement  about  the  potential 
value  of  tight  diabetic  control  in 
reducing  the  rate  of  diabetic  mi- 
crovascular,  neurological,  and 
macrovascular  complications.  A 
large  multicenter  study,  the  Dia- 
betes Control  and  Complications 
Trial  (DCCT),  is  currently  exam- 
ining the  question  of  whether  in- 
tensive insulin  therapy  (to  achieve 
near  normoglycemia)  can  pre- 
vent the  development  of  diabetic 
retinopathy.  At  present  this  study 
is  partially  completed  and  a pre- 
liminary report  was  recently  pub- 
lished.^ Unfortunately,  no  data  on 
the  effect  of  diabetic  control  on 
retinopathy  has  been  released  as 
yet  from  the  DCCT  study  but  when 
the  results  are  available,  the  find- 
ings will  likely  have  a major  effect 
on  our  approach  to  glucose  con- 
trol in  the  treatment  of  diabetes. 

Recently  attention  has  been  di- 
rected at  the  possible  relation- 
ship between  hyperinsulinemia 
and  atherosclerosis  with  an  as- 
sociation being  noted  between 
elevated  plasma  insulin  levels  and 
coronary  artery  disease.  A study 
in  1989®  demonstrated  that  pa- 
tients with  hyperinsulinemia  and 
normal  glucose  tolerance  have 
increased  risk  factors  for  coro- 
nary disease  including  elevated 
blood  pressure  levels,  low  HDL 
levels,  and  elevated  triglycerides. 
This  important  finding  demon- 
strates that  elevated  plasma  in- 
sulin levels  may  be  associated 
with  abnormalities  in  lipid  me- 
tabolism and  blood  pressure  that 
could  predispose  patients  to  cor- 
onary artery  disease.  Of  potential 
concern  is  that  large  doses  of  in- 
sulin, often  used  to  treat  insulin 
resistant  diabetic  patients,  may 
therefore  be  a risk  factor  for  the 
development  of  coronary  artery 
disease.  Certainly  this  associa- 
tion needs  to  be  better  defined 
but  additional  studies  should  be 
forthcoming  hopefully  clarifying 


this  important  issue. 

A study  in  1989'®  raises  the 
question  of  whether  patients  with 
diabetes  can  be  identified  by  el- 
evated erythrocyte  sodium-lith- 
ium countertransport  measure- 
ments as  predisposed  to  develop 
diabetic  nephropathy.  Erythro- 
cyte sodium-lithium  counter- 
transport measurements  are  often 
elevated  in  patients  with  essential 
hypertension  and  may  be  a marker 
for  the  development  of  elevated 
blood  pressure.  It  has  been  sug- 
gested that  patients  with  diabetes 
who  develop  hypertension  may 
have  an  increased  risk  of  devel- 
oping diabetic  renal  disease. 
Therefore,  if  normotensive  dia- 
betic patients  could  be  identified 
by  elevated  erythrocyte  sodium- 
lithium  countertransport  levels  to 
be  at  increased  risk  of  developing 
nephropathy,  the  countertrans- 
port determination  could  be  val- 
uable as  an  early  marker  of  dia- 
betic nephropathy.  Carr  and 
associates  found  that  normoten- 
sive patients  with  type  I diabetes 
and  elevated  sodium-lithium 
countertransport  levels  had  in- 
creased glomerular  filtration  rates 
suggestive  of  early  diabetic  ne- 
phropathy. These  investigators 
concluded  that  elevated  sodium- 
lithium  countertransport  may  be 
an  early  marker  for  the  develop- 
ment of  diabetic  nephropathy. 

Finally,  one  very  important 
publication  this  past  year  was  a 
position  statement  by  the  Ameri- 
can Diabetes  Association  on  a 
standards  of  care  for  the  treat- 
ment of  diabetes."  The  diabetes 
standards  of  care,  though  per- 
haps somewhat  controversial,  do 
provide  an  excellent  framework 
for  the  health  care  professionals 
to  orient  their  approach  to  the  care 
of  patients  with  diabetes.  The 
standards  of  care  article  covers 
the  role  of  the  initial  evaluation 
of  diabetic  patients  to  confirm  the 
diagnosis  of  diabetes,  to  review 
the  treatment  of  the  hypergly- 
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cemia,  and  to  assess  the  patients 
for  the  presence  of  complica- 
tions. Recommendations  are  then 
made  for  the  continuing  care  of 
patients  with  diabetes,  emphasiz- 
ing such  issues  as  frequency/type 
of  laboratory  testing,  importance 
of  foot  care,  and  of  periodic  com- 
prehensive eye  examinations. 

Hypoglycemia 

At  the  opposite  end  of  glucose 
metabolism,  a study  by  Palardy 
and  colleagues  in  1989  demon- 
strated that  patients  suspected  of 
having  postprandial  hypoglyce- 
mia infrequently  have  true  hypo- 
glycemia.These  investigators 
demonstrated  that  many  patients 
with  symptoms  suggestive  of  hy- 
poglycemia did  not  have  low  glu- 
cose levels  when  measurements 
were  taken  at  the  time  of  their 
symptoms.  It  was  also  suggested 
that  glucose  tolerance  testing  is 
not  helpful  in  the  diagnosis  of  hy- 
poglycemia and  the  best  way  to 
establish  a diagnosis  of  postpran- 
dial hypoglycemia  is  to  docu- 
ment hypoglycemic  glucose  lev- 
els at  the  time  patients  have  the 
symptoms  suspected  as  due  to 
hypoglycemia.  It  appears,  how- 
ever, that  despite  studies  such  as 
this,  postprandial  hypoglycemia 
will  continue  to  be  an  over-diag- 
nosed disorder. 

Thyroid  Disease 

In  the  area  of  thyroid  disease,  an 
investigation  by  Fogelfeld  and 
associates'^  examined  the  recur- 
rence rate  of  benign  thyroid  nod- 
ules after  surgical  removal  in  pa- 
tients who  had  received  radiation 
treatment  to  the  head  or  neck.  It 
was  demonstrated  that  thyroid 
hormone  administration  after  sur- 
gery reduces  the  risk  of  benign 
nodule  recurrences,  presumably 
I.  through  TSH  suppression.  These 
findings  suggest  that  patients  who 
; undergo  thyroidectomy  for  re- 
i moval  of  benign  thyroid  nodules 
should  be  placed  on  thyroid  hor- 


mone suppression  unless  there 
are  contraindications  such  as  un- 
stable coronary  artery  disease.  In 
a study  of  Graves  disease, the 
potential  exacerbation  of  Graves’ 
ophthalmopathy  following  radio- 
active iodide  treatment  of  hyper- 
thyroidism was  examined.  The 
results  suggested  that  systemic 
corticosteroid  treatment  may  pre- 
vent an  exacerbation  of  the  ocu- 
lar changes  in  Graves’  ophthal- 
mopathy that  may  occur  after  I- 
131  treatment.  It  should  be  noted, 
however,  that  there  is  disagree- 
ment about  whether  1-131  treat- 
ment is  actually  associated  with 
a worsening  of  Graves’  ophthal- 
mopathy. In  another  study  involv- 
ing hyperthyroid  patients,  Trze- 
pacz  and  associates'^  tried  to 
determine  if  the  elevations  of  thy- 
roid hormone  levels  paralleled  the 
degree  of  clinical  hyperthyroid- 
ism. These  investigators  found 
that  there  was  no  particular  cor- 
relation between  the  severity  of 
the  symptoms  of  hyperthyroidism 
and  the  degree  of  elevation  of  the 
free  T4  index  or  total  T3  levels. 
This  study  reflects  the  frequent 
clinical  observation  that  patients 
with  minimally  elevated  thyroid 
hormone  levels  may  appear  quite 
hyperthyroid  while  patients  with 
marked  laboratory  abnormalities 
may  appear  less  ill. 

. . . patients  with  minimally 
elevated  thyroid  hormone 
levels  may  appear  quite  hy- 
perthyroid while  patients 
with  marked  laboratory 
abnormalities  may  appear 
less  ill. 


Osteoporosis 

The  treatment  of  established  os- 
teoporosis remains  difficult,  with 
limited  therapeutic  options.  For 
years,  estrogen  has  been  used  to 
treat  women  with  postmenopau- 
sal osteoporosis,  with  older  stud- 


ies documenting  a decline  in 
fracture  rate.  The  mechanism 
whereby  estrogen  improves  cal- 
cium metabolism  and  bone  loss 
has  remained  difficult  to  define. 
A study  in  1989'®  examined  one 
possible  mechanism  of  estrogen 
action,  a resetting  of  the  set  point 
of  PTH  secretion.  These  investi- 
gators suggested  that  estrogen 
therapy  may  lead  to  a reduced  se- 
cretion of  PTH  (and  therefore  less 
bone  loss)  by  decreasing  the  level 
of  serum  calcium  which  triggers 
PTH  secretion  (ie,  with  estrogen 
therapy,  a lower  serum  calcium 
would  be  necessary  for  PTH  to  be 
released).  The  results  seem  to 
provide  one  of  the  best  explana- 
tions so  far  as  to  why  estrogen 
treatment  may  lead  to  a reduced 
rate  of  bone  loss.  The  effect  of 
fluoride  in  the  treatment  of  osteo- 
porosis has  also  received  consid- 
erable study  and  several  publi- 
cations from  this  past  year  yielded 
conflicting  results  on  the  benefits 
of  sodium  fluoride  in  patients  with 
postmenopausal  osteoporosis. 
Fluoride  appears  to  stimulate  new 
bone  matrix  and  can  potentially 
increase  bone  mass.  However, 
sodium  fluoride  has  been  varia- 
bly reported  this  past  year  as 
either  being  effective  at  improv- 
ing bone  mass  in  the  spine, at 
reducing  vertebral  fracture  rate,'® 
or  as  ineffective  in  the  treatment 
of  osteoporosis.'®  In  the  latter 
study  by  Riggs  and  colleagues, 
fluoride  did  improve  bone  mass 
in  the  spine  but  decreased  bone 
mass  in  the  radius.  The  discrep- 
ant effects  relate  most  likely  to  the 
types  of  bone  present  in  the  spine 
(cancellous)  versus  that  present 
in  the  radius  (cortical).  In  Riggs’ 
study  there  was  no  improvement 
in  the  rate  of  spinal  fractures  after 
fluoride  treatment.  In  several  of 
the  studies'^  '®  there  was  a sig- 
nificant incidence  of  side  effects 
from  fluoride,  mainly  gastrointes- 
tinal and  lower  extremity  pain. 
Thus  the  role  of  fluoride  remains 
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to  be  defined  in  tlie  treatment  of 
osteoporosis.  However,  in  a po- 
tentially very  important  study, 
Storm  and  associates^**  found  that 
oral  etidronate  may  be  effective 
therapy  for  postmenopausal  os- 
teoporosis. These  investigators 
demonstrated  that  etidronate 
given  cyclically  for  2 weeks,  fol- 
lowed by  a 13  week  off-period  over 
one  year  resulted  in  a significant 
decrease  in  the  rate  of  vertebral 
fractures.  If  these  results  are  con- 
firmed, cyclical  etidronate  ther- 
apy may  provide  an  excellent  ad- 
dition to  our  current  regimen  for 
the  treatment  of  postmenopausal 
osteoporosis.  Finally,  an  interest- 
ing observation  by  LaCroix  and 
colleagues^'  demonstrated  that 
the  use  of  thiazide  diuretics  may 
be  associated  with  a reduced  rate 
of  hip  fracture  in  men  and  women. 
One  proposed  mechanism  for  this 
finding  involves  the  effects  of 
thiazides  at  decreasing  urinary 
calcium  excretion  and  improving 
overall  calcium  balance. 

Hypercalcemia  of  Malignancy 

Hypercalcemia  of  malignancy  oc- 
curs either  because  direct  bone 
metastases  cause  release  of  cal- 
cium from  involved  bone  or  be- 
cause a tumor-produced  humoral 
factor  causes  diffusely  increased 
bone  breakdown.  In  the  past,  it 
was  thought  that  certain  solid  tu- 
mors produced  actual  parathy- 
roid hormone  causing  hypercal- 
cemia through  an  ectopic  PTH 
syndrome.  However,  closer  in- 
vestigation of  patients  with  hu- 
moral hypercalcemia  of  malig- 
nancy revealed  that  true  PTH  is 
not  the  likely  factor  causing  the 
hypercalcemia.  Several  recent 
studies,  however,  have  demon- 
strated that  patients  with  humoral 
hypercalcemia  of  malignancy  may 
produce  a parathyroid  hormone- 
related  protein  with  some  amino 
acid  homology  to  true  PTH.^^,  23 
This  important  observation  has 
led  to  the  proposal  that  the  para- 


thyroid hormone-related  proteins 
interact  with  PTH  receptors  in 
bone  and  kidney,  causing  the 
changes  in  calcium  metabolism 
that  result  in  hy[)ercalcernia. 
These  studies  have  provided  con- 
siderable insight  into  the  patho- 
physiology of  humoral  hypercal- 
cemia of  malignancy  and  suggest 
that  measurements  of  the  PTH-re- 
lated  proteins  may  be  very  helpful 
in  the  differential  diagnosis  of  hy- 
percalcemia (radioimmunoas- 
says for  these  proteins  are  avail- 
able in  several  research  lab- 
oratories but  are  not  yet  com- 
mercially available). 


. . . patients  with  humoral 
hypercalcemia  of  malig- 
nancy may  produce  a para- 
thyroid hormone-related 
protein  . . . 


AIDS 

The  acquired  immunodeficiency 
syndrome  has  been  found  to  po- 
tentially result  in  a number  of  en- 
docrine changes  that  may  require 
treatment  for  optimal  manage- 
ment of  HIV  infected  patients.  A 
recent  study  by  Merenich  and 
colleagues^'*  suggests  that  early  in 
the  course  of  HIV  infections,  pa- 
tients may  develop  mild  endo- 
crine dysfunction.  These  investi- 
gators noted  laboratory  evidence 
of  subclinical  abnormalities  in 
serum  cortisol  responses  to 
ACTH,  free  testosterone  levels, 
and  thyroid  hormone  parameters. 
These  results  suggest  that  pa- 
tients with  AIDS  may  have  early 
involvement  of  a number  of  en- 
docrine systems  which  if  pro- 
gressive could  have  an  impact 
on  the  health  of  the  patients. 
LoPresti  and  colleagues^^  studied 
the  effects  of  AIDS  on  thyroid 
function  tests  in  patients  who  had 
P.  carinii  pneumonia,  some  of 
whom  did  not  survive  the  infec- 
tion. It  was  found  that  non-sur- 
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vivors  had  lower  T3  values  than 
survivors.  In  addition  reverse  T3 
levels  were  low  in  patients  with 
AIDS-related  complex  and  in  out- 
[)atients  with  AIDS.  Further  as  the 
AIDS  syndrome  progressed  the 
investigators  noted  an  increase  in 
serum  thyroid-binding  globulin 
levels  and  total  T4  levels.  A re- 
view of  these  laboratory  abnor- 
malities suggests  that  the  patients 
in  this  study  were  probably  eu- 
thyroid but  had  alterations  in  thy- 
roid test  results  that  were  corre- 
lated with  the  severity  of  their 
illness.  According  to  the  authors 
of  this  publication  these  labora- 
tory abnormalities  may  be  useful 
as  a predictor  of  the  outcome  of 
the  AIDS  illness.  Finally,  an  arti- 
cle by  Aron  in  1989  summarized 
the  types  of  clinical  endocrine 
dysfunction  that  may  occur  in  pa- 
tients with  AIDS.2®  The  author  ap- 
propriately stresses  the  need  to 
recognize  and  potentially  treat 
abnormalities  in  endocrine  func- 
tion in  those  with  HIV  syndromes. 

The  acquired  immunodefi- 
ciency syndrome  has  been 
found  to  potentially  result 
in  a number  of  endocrine 
changes  that  may  require 
treatment  for  optimal  man- 
agement of  HIV  infected 
patients. 


Somatostatin 

One  of  the  most  exciting  new  de- 
velopments in  endocrine  therapy 
over  the  past  several  years  in- 
volves the  use  of  a somatostatin 
hormone  analog  in  the  treatment 
of  a variety  of  endocrine  (and  non- 
endocrine)  disorders.  A number 
of  recent  publications  involving 
the  use  of  the  somatostatin  ana- 
logue have  come  from  the  re- 
search of  Ivor  Jackson  and  his 
colleagues  at  Rhode  Island  Hos- 
pital. In  an  excellent  review  pub- 
lished in  1989,2*’  possible 
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clinical  applications  of  the  so- 
matostatin analogue  were  dis- 
cussed. Somatostatin  is  a hor- 
mone synthesized  in  a number  of 
tissues  including  the  brain/hy- 
pothalamus, pancreas  (D  islet 
cells),  and  gastrointestinal  tract. 
As  a hormone,  somatostatin  tends 
to  inhibit  the  release  of  other  hor- 
mones (inhibits  growth  hormone 
release  from  the  pituitary,  for  ex- 
ample). It  is  this  action,  as  an  in- 
hibitor of  various  hormone  sys- 
tems, that  has  provided  the  basis 
for  the  use  of  the  somatostatin  an- 
alogue in  the  treatment  of  acro- 
megaly, carcinoid  tumors,  and 
islet  cell  tumors  such  as  insuli- 
nomas. In  addition,  as  discussed 
in  the  review  cited,  the  somatos- 
tatin analogue  has  been  studied 
in  patients  with  G1  bleeding  (with 
limited  success)  and  in  patients 
with  secretory  diarrhea  or  G1  fis- 
tulas (better  results).  The  soma- 
tostatin analogue  is  now  FDA  ap- 
proved for  clinical  use  in  patients 
with  various  hormonally  active 
endocrine  tumors  (marketed  as 
sandostatin). 

Tumor  Markers 

A study  by  Lappohn  and  associ- 
ates describes  the  use  of  inhibin 
measurements  as  a tumor  marker 
in  patients  with  ovarian  granu- 
losa-cell  tumors. Inhibin  is  a re- 
cently discovered  peptide  hor- 
mone produced  by  normal 
ovarian  granulosa  cells,  whose 
function  appears  to  be  to  inhibit 
FSH  secretion  from  the  pituitary 
gland.  After  inhibin’s  discovery 
and  characterization  in  the  mid- 
1980s,  a radioimmunoassay  was 
developed  for  the  peptide,  allow- 
ing extensive  study  of  inhibin’s 
role  in  normal  reproductive  phys- 
iology. Granulosa-cell  tumors  may 
produce  inhibin  and  the  plasma 
level  of  this  hormone  may  reflect 
tumor  size;  it,  therefore,  may  serve 
as  a marker  of  the  primary  dis- 
ease and  in  the  possible  detec- 
tion of  tumor  recurrences. 
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Conclusion 

1 have  tried  to  select  recent  ad- 
vances in  endocrinology  and  me- 
tabolism that  may  either  have  cur- 
rent or  future  clinical  application. 
Certainly  there  will  be  studies  not 
cited  which  will  prove  to  have  sig- 
nificance in  clinical  endocrinol- 
ogy but  hopefully  the  reader  of 
this  review  can  come  away  with 
a greater  feel  for  the  types  of 
questions  that  are  currently  re- 
ceiving significant  study  in  en- 
docrinology and  metabolism. 
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P sychoneuro  immunology 

Byron  H.  Waksman,  MD 


Several  studies  of  bereave- 
ment have  documented  di- 
minished immune  function 
associated  with  hyperfunc- 
tion of  the  hypothalamic- 
pituitary -adrenal  axis.  . . . 
Depressed  individuals  show 
enhanced  morbidity,  pos- 
sibly related  to  their  low- 
ered immune  responsive- 
ness. 

: The  research  of  the  last  20  years 

has  made  it  abundantly  clear  that 
there  exist  multiple  interactions 
among  the  nervous,  endocrine, 
i and  immune  systems  whose  full 
i dimensions  are  yet  to  be  deter- 
mined. The  First  Internation- 
al Conference  on  “Progress 
in  NeuroEndocrinlmmunology,” 
held  in  Italy  in  October  1988,  cli- 
maxed a period  of  rapid  growth 
I in  the  number  of  published  pa- 
pers and  small  meetings  in  this 
complex  field.  Its  multidiscipli- 
nary character  can  be  appreci- 
I ated  by  scanning  the  list  of  mem- 

I bers  of  the  Editorial  Board  of  the 

journal  bearing  the  same  name, 

1 which  began  publication  in  1988; 

I distinguished  neurologists,  psy- 

! chiatrists,  endocrinologists, 

j neuroscientists,  and  immunolo- 

I gists  make  up  this  Board,  many 
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of  them  with  established  creden- 
tials in  molecular,  cell,  and  de- 
velopmental biology.  A brief  sur- 
vey of  the  major  subjects  which 
define  the  field,  variously  known 
as  Neuroimmunology,  Psycho- 
neuroimmunology, or  Neuro- 
Endocrinlmmunology  may  be  in 
order  at  this  time. 

Neuroimmunologic  Diseases 

Diseases  produced  by  immune 
reactions  against  neural  antigens 
(autoimmune  diseases)  are  well 
recognized  today  (Table  1 ) . These 
may  be  primarily  antibody-me- 
diated or  T-cell-mediated,  and  in 
many  instances,  such  as  myas- 
thenia gravis  and  the  paraneo- 
plastic Eaton-Lambert  syndrome, 
the  antigens  have  been  identified 
and  fully  characterized.  A second 
group  of  diseases  involves  im- 
mune responses  against  infec- 
tious agents  persistently  infecting 
the  nervous  system  and  there  is 
a third  group  produced  by  infec- 
tious agents  acting  in  the  absence 
of  the  normal  T-cell  response  (Ta- 
ble 1).  In  infectious  types  of  neu- 
roimmunologic disease,  parti- 
cipation of  autoimmune  mech- 
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anisms  has  been  more  or  less 
successfully  ruled  out.  Con- 
versely in  autoimmune  diseases 
such  as  multiple  sclerosis,  the 

ABBREVIATIONS  USED: 

EGF:  epidermal  growth  factor 
EOF:  fibroblast  growth  factor 
G-CSF:  granulocyte  colony 
stimulating  factor 
GM-CSF:  granulocyte-mono- 
cyte colony  stimulating  fac- 
tor 

HPA:  hypothalamic-pituitary- 
adrenal 

HPG:  hypothalamic-pituitary- 
gonadal 

HPT:  hypothalamic-pituitary- 
thyroid 
IL:  interleukin 

M-CSF:  monocyte  colony  stim- 
ulating factor 

MHC:  major  histocompatibility 
complex 

MS:  multiple  sclerosis 
NGF:  nerve  growth  factor 
PDGF:  platelet-derived  growth 
factor 

SP:  substance  P 
TNF:  tumor  necrosis  factor 
VIP:  vasoactive  intestinal  pep- 
tide 
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Table  1:  Neuroimmunologic  Diseases 

Immune  Reactions  Against  Neural  Antigens  (Autoimmune) 

Antibody-Mediated 

Myasthenia  gravis 

Paraneoplastic  syndromes  (12  or  more) 

Sydenham’s  chorea 

Stiff  man  syndrome  (and  some  epilepsy) 

Primary  motor  neurone  disease  (a  subset  of  cases) 

Systemic  lupus  erythematosus  affecting  the  CNS 

Cell-Mediated 

Post-rabies  vaccination  encephalomyelitis  and  polyneuritis 
Postinfectious  encephalomyelitis  and  polyneuritis 
Multiple  sclerosis 

Chronic  relapsing  inflammatory  polyneuropathy 
Adrenoleukodystrophy  (inflammation) 

Unknown 

Narcolepsy? 

Schizophrenia?? 

Immune  Reactions  Against  Infectious  Agents  in  Nervous  System 

Viral 

HTLV-associated  myelopathy/tropical  spastic  paraparesis  (HTLV-1) 

Bacterial 

Neurosyphilis  (T.  pallidum) 

Tertiary  Lyme  disease  (B.  burgdorferi) 

Leprosy  (M.  hanseni) 

Infectious  Diseases  of  Nervous  System,  Determined  by  Failure  of 
Normal  T-Lymphocyte  Response 

Viral 

Progressive  multifocal  leukoencephalopathy  (JCV) 

Subacute  sclerosing  panencephalitis  (measles,  rubella) 

AIDS  dementia  (HIV-1  and  2) 

Other 

Spongiform  disorders:  Kuru,  Creuzfeldt-Jakob  disease  (prions) 


possible  involvement  of  an  infec- 
tions agent  has  been  often  sus- 
[lected  but  never  [iroved. 

Psychological  Elements  in 
Neuroimmunologic  Disease 

A second  group  of  relationships 
is  found,  in  the  same  three  groups 
of  diseases,  between  nervous  and 
immune  systems.  Psychological 
trauma  or  stress  has  been  sus- 
pected of  playing  a role  (a)  in 
heightening  susceptibility  to  such 
diseases  as  multiple  sclerosis,  or 
(b)  in  precipitating  exacerbations 
of  the  disease  process  in  those 
already  affected.  However,  these 
relationships  have  not  been  firmly 
established  by  well-controlled 
observations.  They  imply  an  al- 
teration in  the  level  of  immune 
reactivity  responsible  for  produc- 
ing lesions  by  stress,  ie,  by  an 
altered  level  of  function  in  the 
hypothalamic-pituitary-adrenal 
(HPA)  axis.  On  the  other  hand, 
the  functional  level  of  the  hypo- 
thalamic-pituitary-gonadal  (HPG) 
axis  clearly  does  play  a signifi- 
cant role:  women  get  multiple 
sclerosis  substantially  more  fre- 
quently than  men,  and  the  exac- 
erbation rate  is  strikingly  dimin- 
ished in  this  same  disease  during 
pregnancy. 

Immunological  disease  of  the 
nervous  system  may  entrain  ma- 
jor psychologic  and  psychiatric 
abnormalities.  Two-thirds  ap- 
proximately of  multiple  sclerosis 
patients  show  detectable  and 
sometimes  disabling  defects  of 
cognitive  function  (dementia  of 
subcortical  type).  In  addition, 
many  show  emotional  abnormal- 
ities (euphoria,  pathological 
laughing  and  weeping,  depres- 
sion, bipolar  disorder)  related  to 
the  actual  organic  lesions,  apart 
from  depression  consequent 
upon  having  a severe,  essentially 
unbeatable  disease. 

In  addition,  multiple  sclerosis 
is  associated  with  abnormal  func- 
tion of  the  HPA  and  HPG  axes. 


The  dexamethasone  test,  in  about 
half  of  MS  patients,  shows  the 
same  abnormality  as  is  seen  in 
profound  depression.  Circulating 
levels  of  hypothalamic  and  pitui- 
tary hormones  are  frequently  ab- 
normal. In  part,  these  abnormal- 
ities may  depend  on  lesions  of  MS 
affecting  the  hypothalamus  di- 
rectly. On  the  other  hand,  the  cir- 
culating, activated  T-lymphocytes 
characteristic  of  MS  produce 
ACTH  and  contribute  to  this  ab- 
normality. Disturbance  of  sexual 
function  (eg,  impotence)  has 
been  related  in  some  individuals 
to  disturbed  HPG  function  rather 
than  to  lesions  (plaques)  directly 
affecting  parasympathetic  out- 
flow at  the  sacral  level.  MS  may 
also  be  accompanied  by  major 
abnormalities  of  sympathetic 
nervous  function,  as  shown  by 
disturbed  temperature  control  and 


sweating  patterns  in  about  half  the 
patients.  Beta-adrenergic  recep- 
tors are  markedly  increased  on  the 
circulating  suppressor  T-cell  pop- 
ulation in  this  disease,  but  the 
significance  of  this  alteration  re- 
mains to  be  determined. 

Molecular  Interactions  Between 
Nervous  and  Immune  Systems 

Investigation  of  interactions  be- 
tween the  nervous  and  immune 
systems  in  various  models  with 
the  new  tools  of  molecular  and 
cell  biology  has  uncovered  an  ex- 
traordinary diversity  of  unantici- 
pated relationships  (Table  2).  Cy- 
tokines produced  by  the  various 
subsets  of  T and  B-lymphocytes 
and  activated  macrophages  in  ac- 
tual lesions  within  the  nervous 
system  as  well  as  in  the  periph- 
eral circulation,  have  direct  ef- 
fects on  the  nervous  system  at 
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Table  2:  Molecules  Functioning  in  Both  Nervous  and  Immune  Systems 

Cytokines  Shown  to  Have  Actions  on  the  Nervous  System 
Interleukins  1-8 

Interferons-alpha/beta,  interferon-gamma 
Colony-stimulating  factors:  GM-CSF,  G-CSF,  M-CSF 
Lymphotoxin  and  tumor  necrosis  factor 
Transforming  growth  factors  alpha  and  beta 
Neurai  Mediators  Shown  to  Have  Actions  on  the  immune  System 
Neurotransmitters:  Catecholamines,  amino  acids,  GABA 
Histamine  and  serotonin 

Neuropeptides:  VIP,  substance  P,  somatostatin,  opioids 
Other  Moiecuies  Affecting  Both  Systems 
Growth  factors:  EGF,  FGF,  NGF,  PDGF 
Adhesion  molecules  and  addressins 
Arachidonic  acid  metabolites,  PAF 


multiple  levels.  As  examples,  one 
might  list  the  actions  of  interleu- 
kin-1 (formerly  known  as  endog- 
enous pyrogen)  on  the  sleep  and 
thermoregulatory  nuclei  of  the 
hypothalamus,  the  activating  ac- 
tion of  interferon-gamma  on  as- 
trocytes (expression  of  MHC,  pro- 
duction of  lL-1,  IL-3,  and  TNF), 
the  destruction  of  myelin  by  such 
TNF,  and  the  interruption  of  con- 
duction (eg,  in  AIDS  dementia)  by 
cytokines  from  the  virally  infected 
macrophages. 

Conversely,  specific  cells  of  the 
immune  system  are  found  to  re- 
spond to  the  action  of  traditional 
neurotransmitters  and  neuropep- 
tides (Table  2)  by  enhanced  or 
suppressed  function.  There  is  di- 
rect beta-adrenergic  innervation 
of  all  the  central  and  peripheral 
lymphoid  organs  and  nerve  ter- 
minals secreting  norepinephrine 
are  found  in  virtually  direct  con- 
tact with  lymphocytes  at  various 
stages  of  their  development.  Sim- 
ilarly there  is  release  of  neuro- 
peptides (VIP,  SP,  and  somatos- 
tatin) by  sensory  nerve  terminals 
in  lymphoid  organs,  as  well  as  in 
or  near  inflamed  sites  (eg,  in  ar- 
thritis), where  they  can  directly 
affect  immune  cells  participating 
in  the  inflammatory  process. 
Classical  opioid  receptors  are  also 
found  on  specific  subsets  of  im- 
munocytes.  Even  such  an  un- 
likely substance  as  nerve  growth 


factor  has  been  reported  to  act 
directly  on  B-lymphocytes. 

. . . cytokines,  traditionally 
associated  with  the  im- 
mune system,  are  also  pro- 
duced in  the  nervous  sys- 
tem by  neural  elements. 

A new  dimension  has  been 
added  to  this  already  complex 
picture  by  the  discovery  that  cy- 
tokines, traditionally  associated 
with  the  immune  system,  are  also 
produced  in  the  nervous  system 
by  neural  elements.  Thus  IL-1  and 
TNF  are  produced  by  cells  of  the 
hypothalamic  nuclei  and  have 
possible  actions  as  a new  class 
of  neurotransmitters.  These  same 
molecules  and  IL-3  are  produced 
by  activated  astrocytes  in  inflam- 
matory lesions  and  produce  local 
tissue  damage  affecting  oligoden- 
drocytes, myelin,  and  conduc- 
tion. Finally,  and  again  unex- 
pectedly, traditional  neuro- 
peptides (ACTH,  TSH,  gamma- 
endorphin)  and  some  of  the  neu- 
rotransmitters are  produced  by 
lymphocytes  and  macrophages. 
Needless  to  say,  vascular  involve- 
ment in,  eg,  the  inflammatory  le- 
sions of  MS  is  now  found  to  be 
mediated  by  both  classes  of  mol- 
ecules, presumably  arising  from 
both  sources,  in  addition  to  the 
more  traditional  effects  of  im- 
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mune  complexes  and  the  com- 
plement cascade.  Systemic  IL-2, 
artificially  introduced,  perturbs 
the  blood-brain  barrier  and  some- 
times leads  to  psychiatric  disturb- 
ances. 

Contemporary  studies  make 
use  of  sensitive  immunocyto- 
chemical  and  radioimmunoassay 
methodologies,  as  well  as  in  situ 
nucleic  acid  hybridization  and  the 
polymerase  chain  reaction  to 
identify  individual  immunologic 
or  neural  mediators,  their  recep- 
tors, and  the  messenger  RNAs  be- 
tokening their  synthesis  as  a 
means  of  identifying  their  exact 
sites  of  production  and  action  in 
nervous  system  diseases.  Obser- 
vations are  made  on  tissues  and 
body  fluids  of  patients  with  the 
diseases  under  investigation,  on 
well  characterized  animal  models 
such  as  experimental  autoim- 
mune myasthenia  gravis  and  en- 
cephalomyelitis, and  on  a variety 
of  simpler  model  systems  in  vitro. 

Classical  Hormones  Interacting 
with  Both  Nervous  and  Immune 
Systems 

The  classical  endocrine  systems 
exemplified  by  the  HPT,  HPA,  and 
HPG  axes  (Table  3)  interact  at 
many  levels  with  both  nervous 
and  immune  systems.  These  in- 
teractions have  been  studied  with 
increasing  refinement  in  human 
and  animal  models  subjected  to 
a variety  of  manipulations  (abla- 
tion of  organs,  injection  of  hor- 
mones), also  in  relation  to  cir- 
cadian and  menstrual  rhythms,  in 
development  and  aging,  in  such 
states  as  pregnancy  and  depres- 
sion, and  finally  in  congenital  ab- 
normalities such  as  hypopituitary 
dwarfism. 

T-lymphocytes  developing  in 
the  thymus  are  regulated  by  CRF, 
GnRF,  and  several  of  the  pituitary 
peptides,  and  their  sensitivity  to 
adrenal  and  gonadal  steroids  is 
well  known.  Hypopituitary  dwarf- 
ism is  accompanied  by  severe 
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“involutional”  abnormalities  of 
the  immune  system,  in  particular 
affecting  thymus-dependent  ceils 
and  responses.  Many  of  the  sys- 
temic effects  of  normal  aging  ap- 
pear to  be  mediated  by  the  thy- 
mus and  by  T-cells  under  HPA, 


HF^T,  and  HPG  regulation.  Thus 
precocious  aging  in  certain 
mouse  strains  may  be  prevented 
by  injections  of  growth  hormone 
and  TSH  but  not  in  animals  lack- 
ing a thymus.  As  noted  earlier,  T- 
lymphocytes  make  ACTH,  TSH, 


and  certain  endorphins,  as  well 
as  many  cytokines  and  growth 
factors  affecting  hematopoiesis. 

The  repetitive  changes  in  the 
levels  of  different  hormones  dur-  ' 
ing  the  circadian  and  menstrual  ' 
cycles  are  too  well  known  to  need 
comment.  Neurologic  and  behav- 
ioral effects,  eg,  on  sleep  and  | 

temperature  control,  and  paral-  j 

leled  by  changes  in  steroid-sen-  { 

sitive  immunologic  functions.  1 

There  is  significant  immuno-  | 

suppression  in  late  pregnancy,  in 
which  both  steroids  and  alpha- 
fetoprotein  play  a role.  The  con- 
ceptus  produces  interferon-alpha 
andoTP-1  (ovine  trophoblast  pro- 
tein-1),  which  are  anti-luteolytic 
and  thus  promote  the  pregnancy, 
also  chemotactic  factors,  which 
attract  lymphycytes  and  macro- 
phages into  the  uterine  endome- 
trium. The  cytokines  that  these  in- 
filtrating cells  release  stimulate 
the  growth  and  development  of 
the  placenta  powerfully.  The 
mother  tends  to  recognize  pater- 
nal antigens  in  the  fetus  and  tries 
to  reject  it  as  a foreign  graft.  This 
immune  response  also  contrib- 


Figure  1: 

Th  T helper  cell:  turns  on  B and  M 
Ts  T suppressor  cell:  turns  off  Th, 
B and  M 

B B cell:  makes  antibody,  helps 
M attack  myelin 

M Macrophage:  attacks  and  de- 
stroys myelin 

A Neurotransmitter  molecules 
(norepinephrine)  from  sympa- 
thetic nerve  endings 
A Receptors  on  Ts:  bind  and  turn 
on  suppressor  mechanism; 
suppress  action  of  other  cells 
Fluid  leaking  from  damaged 
vein;  contains  antibody,  and 
other  substances  toxic  to  mye- 
lin 

In  multiple  sclerosis:  Release  of  nor- 
epinephrine (A)  is  diminished  and 
receptors  (A)  are  increased.  There  is 
decreased  suppression  and  there- 
fore increased  inflammation  and  de- 
myelination. 
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Figure  2: 


Lymphoid  Organs  (where  lympho- 
cytes are  produced;  these  make  the 
“immune  system”). 

Sympathetic  Nerve  Endings  in 
lymphoid  organs  release  norepi- 
nephrine which  acts  on  lymphocytes 
before  they  enter  blood  stream  and 
travel  to  brain. 

Neuroendocrine  Organs  (regulate 
immune  system  and  other  body  de- 
fenses). 

Hypothalamus  makes  CRF  (corti- 
cotropin-releasing factor)  and  acts  on 
pituitary  gland;  makes  ACTH  (corti- 
cotropin): travels  to  and  acts  on  ad- 
renal gland:  makes  norepinephrine 
and  epinephrine,  which  enter  blood: 
act  on  lymphocytes  travelling  be- 
tween lymphoid  organs  and  “target 
organ.” 


Lymph  Nodes  (f)  CP 
(ormpits,  groin,  etc ) 


0 


O^MS  Ploque 


Blood  Streom.^ 

Adrenol  Glond 
(neor  kidney)-^!/ 

Lymphocytes  in  Blood-^^ 


In  multiple  sclerosis:  Brain:  “target 
organ”;  lymphocytes  from  blood  in- 
vade and  damage  tissue. 

Sympathetic  nerve  endings  in  vein 
walls  release  norepinephrine;  nor- 
mally acts  on  suppressor  cells  to  hold 
back  inflammation  and  demyelina- 
tion. 

In  multiple  sclerosis:  Functions  of 
hypothalamic-pituitajy-adrenal  axis 
and  of  sympathetic  system  are  di- 
minished; stress  may  act  through 
these  pathways  to  change  regulation 
of  immune  system  and  increase  or 
decrease  formation  of  new  demye- 
linating  lesions  in  the  brain. 
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I Table  3:  Classical  Hormones  Interacting  With  Both  Nervous  and 
I Immune  Systems 

i Hypothalamus:  CRF  (corticotropin  releasing  factor) 

I GnRF  (gonadotropin  releasing  factor) 

Pituitary:  Growth  hormone,  ACTH  (corticotropin) 

Thyroid  stimulating  hormone 
FSH,  LH,  prolactin 

i Oxytocin,  vasopressin 

Thyroid:  Thyroxine 
Adrenal:  Corticosteroids 
Ovary:  Estradiol,  progesterone 
' Testis:  Testosterone 

j Placenta:  Chorionic  gonadotropin,  somatomammotropin 

Conceptus:  Alpha-fetoprotein 


!i  utes  to  the  infiltrative  process  and 
I local  cytokine  release  in  the  en- 
I dometrium. 

j We  have  referred  to  the  widely 
j held  opinion  that  psychologic 

{stress  can  affect  immune  re- 
sponses. The  extreme  example  of 
such  stress  perhaps  is  the  case  of 
depression.  Several  studies  of  be- 
reavement have  documented  di- 
minished immune  function,  as- 
sociated with  hyperfunction  of  the 
HPA  axis,  ie,  increased  secretion 
of  CRF,  ACTH,  and  glucocorti- 
coids and  a diminished  response 
to  injected  dexamethasone.  De- 
pressed individuals  show  en- 
hanced morbidity,  possibly  re- 
lated to  their  lowered  immune 
responsiveness. 


Summary 

Complex  interactions  among  the 
nervous,  endocrine,  and  immune 
systems  have  been  documented 
and  these  are  currently  being 
studied  at  the  cellular  and  mo- 
lecular levels  with  ever  more 
powerful  tools.  They  have  an  im- 
portant impact  on  diseases  af- 
fecting the  three  systems,  in  par- 
ticular on  autoimmune  and 
infectious  diseases  of  the  nerv- 
ous system.  In  time  neuroimmu- 
nological  diseases  and  psycho- 
neuroimmunological 
relationships  may  become  as  “re- 
spectable” as  the  more  familiar 
neuroendocrine  diseases  and  re- 
lationships. 


Address  correspondence  to: 
B.  Waksman,  MD 
14  Cow  dry  Road 
Woods  Hole,  MA  02543 
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A Profile  of  Rhode  Island’s  Internists,  1990 


In  conjunction  with  the  relicensure  of 
physicians  for  1 990,  the  Board  of  Medical 
Licensure  and  Discipline  of  the  Rhode 
Island  Department  of  Health  initiated  col- 
lection of  selected  items  of  information 
concerning  physicians’  medical  prac- 
tices. Included  were  data  on  primary  and 
secondary  specialty,  board  certification, 
and  whether  or  not  the  physician  was  in 
active  practice.  This  information  has  been 
aggregated  to  provide  a profile  of  prac- 
ticing physicians  with  reported  special- 
ties of  internal  medicine  and  its  subspe- 
cialties. 

In  response  to  the  1 990  relicensure 
mailing,  a total  of  2,307  physicians,  in- 
cluding both  MDs  and  DOs,  reported 
being  active  in  practice  with  mailing  ad- 
dresses in  Rhode  Island,  Massachusetts, 
and  Connecticut.  Of  the  physicians  in  ac- 
tive practice,  694,  or  30.1%,  listed  pri- 
mary and/or  secondary  specialties  of  in- 
ternal medicine  or  its  subspecialties. 
These  physicians  comprise  the  largest 
subgroup  of  practicing  physicians  among 
Rhode  Island  licensees,  with  over  twice 
as  many  physicians  as  either  of  the  next 
largest  groups,  pediatricians  and  family 
practitioners. 

The  pattern  of  specialties  reported  by 
this  group  is  presented  in  Figure  1.  Of 
the  total  of  694  physicians,  442  gave  in- 
ternal medicine  as  their  primary  spe- 
cialty, of  whom  149  reported  an  internal 
medicine  subspecialty  as  their  second- 
ary specialty.  The  latter  group  has  been 
characterized  by  the  subspecialty  in  this 
report.  An  additional  184  provided  an  in- 
ternal medicine  subspecialty  as  their  pri- 
mary specialty.  Two  smaller  groups  in- 
cluded those  who  indicated  internal 
medicine  or  one  of  its  subspecialties  as 
a secondary  specialty  with  a primary  spe- 
cialty other  than  internal  medicine.  Table 
1 presents  a detailed  breakdown  of  the 
internal  medicine  subspecialties  re- 
ported by  internists  and  subspecialists  in 
the  1990  relicensure  response. 

The  age  distribution  of  internists  and 
subspecialists  relative  to  all  practicing 
physicians  shows  an  increasing  number 
of  physicians  choosing  these  specialties 
during  the  last  two  decades  (Figure  2). 


Table  1:  Distribution  of  Specialties  Reported  by  Internal  Medicine 
Specialists  and  Subspecialists,  Rhode  Island,  1990 


Specialty 

Number 

Percent 

Internal  Medicine, 

338 

49 

No  Subspecialty 
Cardiovascular  Diseases 

105 

15 

Gastroenterology 

44 

6 

Pulmonary  Diseases 

41 

6 

Hematology 

35 

5 

Endocrinology 

29 

4 

Oncology 

24 

3 

Infectious  Diseases 

22 

3 

Geriatrics 

18 

3 

Nephrology 

18 

3 

Rheumatology 

18 

3 

Critical  Care  medicine 

2 

<V2 

Total 

694 

100 

Figure  1.  Distribution  of  Internal 
Medicine  Specialists  and  Subspe- 
cialists, by  Specialty  Category,  Rhode 
Island,  1990 


Figure  2.  Percentage  of  Internal 
Medicine  Specialists  and  Subspe- 
cialists among  Practicing  Physi- 
cians, by  Age  Group,  Rhode  Island, 
1990 


Age  Group 


Percent  Internists  and  Subspecialists 


Submitted  by  the  Office  of  Health  Statistics,  Jay  S.  Buechner,  PhD,  Chief.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and  William 
J.  Waters,  Jr.,  PhD. 


Figure  3.  Percentage  of  Internal 
Medicine  Specialists  and  Subspe- 
cialists Who  Are  Board  Certified, 
Rhode  Island,  1990 
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The  largest  proportion  of  physicians  with 
specialties  of  internal  medicine  or  its 
subspecialties  occurs  among  those  ages 
35-44,  followed  by  those  ages  25-34. 
Among  those  ages  45  and  over,  the  pro- 
portion of  internists  and  subspecialists 
decreases  with  age  to  a minimum  level 
of  15  percent  among  the  most  elderly 
physicians. 


The  large  majority  of  internists  and 
subspecialists  report  being  board  certi- 
fied in  their  specialty  (Figure  3).  Of  those 
specializing  in  internal  medicine  and  giv- 
ing no  subspecialty,  66%  are  board  cer- 
tified. Of  physicians  reporting  only  an  in- 
ternal medicine  subspecialty,  70%  report 
being  board  certified.  Of  those  reporting 
internal  medicine  as  their  primary  spe- 
cialty and  a subspecialty  as  their  sec- 
ondary specialty,  81  % are  board  certified 
in  internal  medicine  and  51%  are  also 
board  certified  in  their  subspecialty. 
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Monthly  Vital  Statistics  Report 


Provisional  Occurrence  Data  From  the 
Division  of  Vital  Records 


HOPE 


H.  Denman  Scott,  MD,  MPH 

Roberta  A. 

Chevoya 

Director  of  Health 

State  Registrar 

Reporting  Period 

12  Months  Ending  with  July  1990 

Vital  Events 

July  1990 

Number 

Rates 

Number 

Live  Births 

1,259 

15,654 

15.7* 

Deaths 

815 

9,860 

9.9* 

Infant  deaths 

(13) 

(145) 

9.3t 

Neonatal  deaths 

(8) 

(114) 

7.3t 

Marriages 

767 

8,267 

8.3* 

Divorces 

351 

3,856 

3.9* 

Induced  Terminations 

599 

7,790 

497.6t 

Spontaneous  Fetal  Deaths 

61 

1,167 

74.5t 

Under  20  weeks’  gestation 

(57) 

(1,067) 

68.2f 

20  weeks’  gestation 

(4) 

(92) 

5.9t 

‘Rates  per  1,000  estimated  population. 

fRates  per  1,000  live  births 

Reporting  Period 

12  Months  Ending  with  April  1990 

Underlying  Cause  of 

April  1990 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

270 

3,389 

339.6 

4,522.5 

Malignant  Neoplasms 

194 

2,424 

242.9 

6,578.0 

Cerebrovascular  Diseases 

58 

603 

60.4 

770.0 

Injuries  (Accident,  Suicide,  Homicide) 

36 

449 

45.0 

10,097.0 

COPD 

41 

354 

35.5 

398.5 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  998,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 

NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwoltia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors.  Its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.'  '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Fifty  Years  Ago 
I (November,  1940) 

, A single  article  describing  the  or- 
I ganization  and  functions  of  the 
I newly  centralized  Rhode  Island 
j State  Department  of  Health  oc- 
cupies virtually  all  of  this  issue. 
The  Reorganization  Act  of  1935 
had  consolidated  17  separate, 
community-based  Boards  and 
Commissions  into  a single,  state- 
^ wide  Department  of  Public  Health, 
i superceding  the  authorities  of  the 
i former  entities.  The  Reorganiza- 
s tion  Act  also  transferred  the  san- 
itary inspection  of  shell  fish  and 
the  inspection  and  control  of  milk 
(about  220,000  quarts  per  day) 
from  the  Department  of  Agricul- 
ture to  the  Department  of  Health. 
The  yearly  cost  (in  1940)  to  the 
state  is  about  $196,000.  In  addi- 
tion the  new  Department  receives 
$150,000  each  year  from  the  So- 
cial Security  Administration  and 
another  $500,000  to  manage  the 
State  Sanitorium  at  Wallum  Lake, 
making  an  annual  budget  of  close 
to  $850,000. 

As  of  1940,  the  reorganized  De- 
I partment  of  Health  employs  450 
I people  and  is  divided  into  the  fol- 
( lowing  divisions; 

1 

'*■,  (1)  Division  of  Crippled  Chil- 

I dren:  The  object  of  this  division 
is  to  locate  all  children  under  21 
years  with  a crippling  disorder  and 
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to  provide  care  for  those  who  are 
judged  to  be  needy.  The  Division 
holds  weekly  diagnostic  clinics 
in  various  parts  of  the  state.  A to- 
tal of  1,940  children  are  currently 
on  the  Division  roster.  When  a 
child  needs  hospitalization,  a flat 
fee  of  $4.00  per  day  is  paid  which 
includes  all  X-ray,  laboratory,  op- 
erating room  and  hospital  bed 
costs.  The  Division  expends  about 
$31,000  each  year  for  this  pur- 
pose, one-half  from  state  appro- 
priations and  the  remainder  from 
federal  and  private  sources.  (2) 
Division  of  Maternal  and  Child 
Hygiene:  Virtually  all  infants  born 
in  rural  settings  are  included  in 
the  home  visiting  program.  Prac- 
tically all  children  younger  than 
five  years,  without  supervision  by 
a family  physician,  receive  health 
supervision  by  state  nurses.  A 
well-baby  program  of  weighing 
and  some  health  supervision  is 
also  conducted  throughout  the 
state.  School  and  preschool  im- 
munization clinics  for  diphtheria 
and  whooping  cough  are  also 
available  for  indigent  children. 
Tuberculin  skin  testing  and  pilot 
dental  examination  programs  are 
also  offered.  (3)  Division  of  Pre- 
ventable Diseases:  This  division 
carries  four  responsibilities:  A ve- 
nereal disease  control  program 
and  the  supervision  of  treatment 
clinics  in  six  general  hospitals 
provide  free  therapy  for  indigent 
persons;  control  measures  for 


other  communicable  diseases 
(particularly  tuberculosis);  the 
supervision  of  the  three  district 
health  units  (Peacedale,  Bristol 
and  Woonsocket);  and  the  main- 
tenance of  a central  statistical 
registry  for  cancer.  (4)  Rhode  Is- 
land State  Sanitorium,  Wallum 
Lake:  This  facility  was  estab- 
lished in  the  township  of  Burrill- 
ville  in  1905  for  the  treatment  of 
tuberculosis.  It  has  a current  bed 
capacity  of  574  and  the  Superin- 
tendent is  U.E.  Zambarano,  MD. 
A new  building  with  34  additional 
beds  will  shortly  be  opened  to 
provide  care  for  adolescents  with 
tuberculosis.  The  medical  staff 
consists  of  the  superintendent,  12 
resident  physicians,  one  intern 
and  one  dentist.  During  the  pre- 
ceding year,  378  new  patients 
were  admitted;  artificial  pneu- 
mothorax was  performed  21,393 
times;  147  surgical  interventions 
(eg,  thoracoplasty,  rib  resection, 
etc)  were  undertaken;  17,239 
physiotherapy  treatments  were 
given;  close  to  5,000  X-rays  taken; 
and  2,750  outpatient  visits  re- 
corded. For  paying  patients,  the 
inpatient  fee  is  $10.00  per  week, 
but  79.6%  of  patients  receive  free 
treatment.  (5)  Division  of  Life  Sav- 
ing: This  unit  establishes  stand- 
ards for  the  training  of  life  guards 
assigned  to  the  Rhode  Island 
beaches.  Since  the  initiation  of 
this  program,  the  number  of 
drowning  deaths  has  diminished 
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substantially.  (6)  Division  of 
Foods  and  Drugs:  This  division 
enforces  laws  pertaining  to  adul- 
teration and  misbranding  of  foods 
and  drugs.  (7)  Division  of  Ex- 
aminers: This  division  contains 
the  boards  of  examiners  for  such 
professions  as  barbering,  den- 
tistry, hairdressing,  embalming, 
medicine,  nursing,  optometry  and 
pharmacy.  Over  15,000  profes- 
sionals in  Rhode  Island  are  le- 
gally responsible  to  this  division. 

(8)  Divison  of  Narcotic  Drugs  and 
Pharmacies:  This  unit  inspects  the 
350  pharmacies  within  the  state. 

(9)  Toxicology  Laboratory:  By 
chemical,  physical  or  biological 
laboratory  procedures,  this  unit 
aids  the  law-enforcement  agen- 
cies of  the  state  in  detecting 
crimes  and  criminals.  (10)  Divi- 
sion of  Sanitary  Engineering:  This 
unit  is  concerned  with  environ- 
mental sanitation  regarding  water, 
milk,  sewerage,  shellfish  and  in- 
dustrial plants.  (11)  Division  of 
Laboratories:  The  division  con- 
sists of  laboratories  in  diagnostic 
bacteriology,  serology,  pathol- 
ogy, chemistry,  food  and  drug 
analysis,  toxicology. 

An  editorial  requests  special- 
ists to  volunteer  their  services,  for 
the  newly  established  Induction 
Boards,  to  examine  selective 
service  draftees. 


Twenty  Five  Years  Ago 
(November,  1965) 

The  Public  Health  Service  re- 
ported only  35  cases  of  polio  dur- 
ing the  first  34  weeks  of  1965,  a 
record  low. 

A notice  from  Washington 
states:  “A  total  of  1,529  physi- 
cians will  be  drafted  during  the 
first  part  of  next  year.  The  military 
needs  in  Viet  Nam  made  neces- 
sary an  increase  in  the  doctors’ 
draft  over  the  852  called  last  Jan- 
uary and  the  1,000  in  January, 
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1964.  The  1966  draft  will  cover 
physicians  who  completed  their 
internships  from  two  to  five  years 
ago.” 

The  Journal  publishes  a sym- 
posium on  the  medical  and  sur- 
gical management  of  pe[)tic  ul- 
cer. Jean  Todd,  MD  writes  on  the 
etiology  of  peptic  ulcer  noting  that 
such  lesions  occur  only  near  acid- 
secreting  mucosa  (ie,  duo- 
denum, gastric  antrum,  esopha- 
gogastric junction  and  Meckel’s 
diverticulum).  Factors  which  in- 
crease acid/pepsin  secretion  in- 
clude: neurogenic  influences, 
gastrin  secretion,  histamine,  cer- 
tain genetic  factors  (eg,  blood 
group  0)  and  various  endocrine 
factors  as  in  the  Zollinger-Ellison 
syndrome.  Direct  trauma  to  gas- 
tric mucosa,  such  as  with  aspirin 
therapy,  must  also  be  consid- 
ered. 

Claude  Forkner,  MD  writes  on 
the  medical  management  of  pep- 
tic ulcer  and  stresses  the  many 
unanswered  questions,  such  as: 
What  is  the  cause  of  chronic,  re- 
current peptic  ulcer?  Why  are 
blood  group  0 persons  more  sus- 
ceptible to  peptic  ulceration?  Why 
is  peptic  ulcer  ten  times  more 
common  in  males?  Why  does  the 
stomach  not  digest  itself?  What  is 
the  role  of  salivary  secretion  in 
peptic  ulcer?  What  is  the  role  of 
Brunner  gland  secretion?  Is  there 
an  inhibitory  pyloric  gland  hor- 
mone? The  author  then  outlines 
his  principles  of  treatment  of  un- 
complicated, idiopathic  peptic 
ulcer:  Therapy  should  correct  or 
neutralize  emotional  problems, 
excess  acid  secretions,  irritating 
foods,  irritating  fluids  (eg,  alco- 
hol), and  gastroduodenal  spasms. 

Samuel  W.  Moore,  MD  de- 
scribes the  surgical  management 
of  peptic  ulcer,  particularly  the 
complications  of  perforation, 
bleeding  and  enteric  obstruction. 

Herbert  Fanger,  MD  and  col- 
leagues summarize  their  work  in 
the  Rhode  Island  Women’s  Can- 


cer Cytology  Survey  and  describe 
the  results  of  77,650  cytologic  ex- 
aminations. Uterine  or  cervical 
cancer,  verified  by  tissue  analy- 
sis, was  detected  in  298  cases. 

Jay  Orson,  MD  and  J.  Brian  May, 
MD  describe  lead  intoxication  in 
19  Rhode  Island  children,  all  di- 
agnosed during  a period  of  two 
years.  Most  of  these  children  pre- 
sented a history  of  pica  and  a va- 
riety of  gastrointestinal  and  nerv- 
ous system  symptoms.  All  were 
between  the  ages  of  one  and  one- 
half  and  four  years;  over  half  of 
the  affected  children  were  Black. 
Two  died  and  “an  unknown  num- 
ber of  the  remainder  will  evi- 
dence some  degree  of  permanent 
brain  damage.” 

E.F.  Hall,  MD  presents  a paper 
on  the  responsibilities  of  local, 
state  and  federal  agencies  in  con- 
trolling institutionally  required  in- 
fections. 

A Journal  editorial  notes  that 
an  annual  lectureship  is  estab- 
lished to  honor  Alex  M.  Burgess, 
MD.  The  editorial  also  lists  on- 
going lectureships  and  visiting 
appointments  honoring  the  con- 
tributions of  perminent  Rhode  Is- 
land physicians  including:  Isaac 
Gerber,  Nathan  Kiven,  Murray  S. 
Danforth,  Arthur  H.  Ruggles,  John 
F.  Kenney,  Maurice  Kay,  and  J. 
Murray  Beardsley. 
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STATEWIDE  PHYSICIAN 
GROUP  PURCHASING  PROGRAM 
for  RIMS  Members 

in  cooperation  with  the  Connecticut  Health  Institutional  Services,  Inc. 

Based  on  national  studies,  the  AMA  estimates  that  the  average  solo  practicing  physician 
spends  in  excess  of  $16,000  annually  on  office  supplies  and  equipment.  In  the  belief 
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|care| 

When  the  world  cries  “Help!” 
CARE  is  there. 

1-800-242-GlVE 


STRESS 

Management  & Support  Group 
for 

PHYSICIANS 


Six  sessions  - Wednesday  evenings 
beginning  February  6,  1991 
6 pm  to  7:15  pm 
Greater  Providence 


For  all  licensed  Rhode  Island 
medical  and  osteopathic  physicians, 
to  learn  how  to  identify  sources  of  stress 
in  their  lives  (e.g.,  professional, 
marital,  family  stresses)  and  how  to 
cope  with  stress  in  a constructive  manner. 


Maximum  group  size  is  nine.  Sessions 
will  be  led  by  a psychiatrist  experienced 
in  stress  management  and  group  therapy. 
Conducted  under  the  auspices  of  the 
Physician  Assistance  Committee  of  the 
Rhode  Island  Medical  Society.  All  discussion 
and  conversations  are  protected  by  the 
Rhode  Island  peer  review  statutes. 

No  records  will  be  kept. 


$150  for  all  she  sessions 
($200  for  non-members  of  RIMS) 
Financial  assistance  may  be  available  through  the 
Rhode  Island  Medical  Society  Foundation. 


For  information  and  registration: 
Call  the  Medical  Society  at  331-3207 
and  ask  for  Mr.  William  Moclair,  RN. 
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EDITORIALS 


Cancer  Control:  The  Role  of  the  Physician 


It  has  been  a privilege  to  work 
with  the  members  of  the  Depart- 
ment of  Health’s  Cancer  Control 
Committee  in  the  development  of 
the  Rhode  Island  Cancer  Control 
Plan  1990-1992'  (See  related  ar- 
ticle page  583).  I was  impressed 
by  the  strides  that  our  state  is 
making  in  preventing,  detecting 
and  treating  malignant  disease. 
Nonetheless,  there  is  always  room 
for  improvement. 

Meeting  the  Cancer  Control 
Plan’s  aggressive  goal  of  reduc- 
ing cancer  mortality  by  33%,  ie, 
eliminating  800  to  1000  cancer 
deaths  annually,  by  the  year  2000, 
will  take  major  commitment  by 
individual  Rhode  Islanders,  com- 
munity leaders  and  health  profes- 
sionals. In  particular,  physicians 
will  play  a central  role  in  achiev- 
ing this  goal,  by: 

Preuention:  Counseling  patients 
to  stop  smoking. 

The  National  Institute  of  Health’s 
Review  and  Evaluation  of  Smok- 
ing Cessation  Methods:  The 
United  States  and  Canada,  1978- 
1985  states;  “Most  smokers  state 
that  they  are  aware  of  the  health 
risks  of  smoking;  (and)  they  view 
the  physician  as  an  important 
person  in  their  decision  to  quit 
smoking. ’’2  This  same  report  es- 
timates that,  if  physicians  coun- 
seled all  of  their  patients  who 
smoke  on  how  to  stop  and  were 
successful  with  just  4%  of  pa- 
tients, the  yield  would  be  1 .5  mil- 
lion ex-smokers  nationally.  In 
Rhode  Island,  this  success  rate 
would  yield  over  7000  ex-smok- 
ers,  a major  contribution  to  the 
objectives  of  the  Rhode  Island 
Cancer  Control  Plan. 


Screening:  Recommending  and 
performing  breast,  cervical  and 
oral  cancer  screening  exams. 

In  the  landmark  Health  Insurance 
Plan  of  New  York  study,  con- 
ducted in  the  mid  1960s,  it  was 
found  that  at  least  19%  of  the 
breast  cancer  deaths  among 
women  in  the  United  States  could 
be  attributed  to  the  nonuse  of 
mammography. 3 Subsequent  re- 
search has  found  that  the  pro- 
portion of  deaths  that  could  be 
prevented  through  appropriate 
use  of  mammography  may  be  as 
much  as  one-third.  A recent  arti- 
cle in  Morbidity  and  Mortality 
Weekly  Report,  “Trends  in  Breast 
Cancer  Screening  — Rhode  Is- 
land, 1987-1989”  found  that  the 
percentage  of  Rhode  Island 
women  who  had  received  screen- 
ing mammography  in  the  past  year 
had  increased  from  31%  to  40% 
in  just  15  months.''  The  editorial 
note  accompanying  this  article 
states:  “Physicians’  recommen- 
dations may  account  for  much  of 
the  increase  in  screening  rates. 
...  In  Rhode  Island,  adherence 
to  screening  guidelines  by  women 
and  physicians  is  improving. 
These  trends  must  continue  if 
breast  cancer  screening  is  to  be- 
come common  practice  among 
women  at  risk.”'^  Rhode  Island  is 
already  recognized  as  a leader  in 
breast  cancer  screening,  but 
much  remains  to  be  done:  In  1 989 
a majority  of  eligible  women  were 
not  being  screened  according  to 
current  guidelines. 

Many  deaths  from  cervical  can- 
cer and  oral  cancer  are  avoida- 
ble. The  fact  that  many  of  these 
tumors  are  not  detected  in  early, 
treatable  stages  is  tragic.  How- 
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ever,  effective  screening  tech- 
niques are  readily  available  for 
these  cancers,  and  if  they  are  a 
routine  part  of  patient  examina- 
tions, there  will  be  further  de- 
creases in  unnecessary  mortality 
from  these  cancers. 

Treatment:  Encouraging  and  par- 
ticipating in  multidisciplinary 
management  of  cancer  treat- 
ment. 

The  National  Cancer  Institute  has 
estimated  that  our  nation’s  over- 
all cancer  death  rate  could  be 
reduced  by  at  least  10%  by  the  year 
2000  through  universal  applica- 
tion of  state-of-the-art  therapy.^ 
The  key  to  achieving  this  goal  is 
multidisciplinary  management  of 
cancer  patients.  The  complex  ad- 
vances in  cancer  treatment 
achieved  in  the  past  two  decades 
require  the  perspective  of  sur- 
geons, medical  oncologists,  ra- 
diation therapists,  pathologists, 
and  physicians  skilled  in  diag- 
nostic imaging.  No  one  specialist 
can  be  well  versed  in  all  aspects 
of  treatment.  Effective  collabora- 
tion among  the  disciplines  is  nec- 
essary to  bring  the  current  “best” 
treatment  to  the  patient.  Effective 
collaboration,  however,  is  no  easy 
task,  especially  as  a larger  per- 
centage of  cancer  patients  are 
treated  in  ambulatory  settings. 
Working  together  will  take  com- 
mitment and  creativity.  But  the 
stakes  are  high  — 250  lives  a year 
in  Rhode  Island,  alone. 

As  Director  of  Health,  I am 
committed  to  the  goals  and  ob- 
jectives so  thoughtfully  devel- 
oped by  the  members  of  the  Can- 
cer Control  Committee,  and  I urge 
all  physicians  in  Rhode  Island  to 
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work  in  their  practices  and  with 
their  colleagues  to  meet  the  Com- 
mittee’s challenge:  Eliminate  one- 
third  of  all  cancer  deaths  in  our 
state  by  the  year  2000. 

H.  Denman  Scott,  MD 
Director,  Rhode  Island 
Department  of  Health 
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The  Rhode  Island 
Department  of  Health 

Fifty-five  years  ago  in  Rhode  Is- 
land, legislation  was  enacted 
which  led  to  the  consolidation  of 
the  seventeen  separate,  commu- 
nity-based Health  Boards  and 
Commissions  into  a single,  state- 
wide Department  of  Health.  In 
1940,  the  newly  centralized  De- 
partment employed  450  people 
assigned  to  eleven  divisions  var- 
iously concerned  with:  (1)  crip- 
pled children;  (2)  maternal  and 
child  hygiene;  (3)  preventable 
diseases  (primarily  tuberculosis 
and  syphilis);  (4)  Wallum  Lake 
Sanitorium  (now  called  Zambar- 
ano  Hospital);  (5)  life  saving;  (6) 
foods  and  drugs;  (7)  boards  of 
examiners;  (8)  narcotic  drugs  and 
pharmacies;  (9)  toxicology;  (10) 
sanitary  engineering;  and,  (11) 
laboratories. 

In  the  half  century  since  its  cen- 
tralization, the  Department  has 
exerted  an  increasingly  important 


role  in  improving  the  health  of  this 
community.  The  Department’s 
mission,  50  years  ago,  was  to  in- 
sure the  sanitary  state  of  Rhode 
Island’s  water,  milk  and  food  sup- 
[)ly;  to  [)rovide  some  clinic  facil- 
ities for  cri[4pled  children  and  im- 
poverished mothers  and  children; 
to  administer  a variety  of  state 
functions  such  as  licensure 
boards;  and  to  offer  some  modest 
aid  in  toxicologic  and  other  lab- 
oratory aid,  when  in  behalf  of  the 
public  health. 

Our  current  Department  of 
Health,  deemed  one  of  the  best 
and  most  efficient  in  the  nation, 
has  expanded  its  responsibilities 
materially.  Its  current  purpose  is: 

The  primary  mission  of  the 
Rhode  Island  Department  of 
Health  is  to  protect  and  promote 
the  health  of  the  population  and 
to  prevent  disease  through  life- 
style change,  environmental 
protection,  and  health  care  de- 
livery. The  Department  employs 
educational,  regulatory,  finan- 
cial and  programmatic  initia- 
tives in  the  pursuit  of  health  pro- 
motion/disease prevention.  The 
science  of  epidemiology  is  the 
common  thread  which  links  and 
guides  all  of  the  Department’s 
endeavors. 

With  approximately  the  same 
number  of  personnel  as  in  1940, 
the  Department  now  exercises  a 
broader  mandate  and  engages  in 
actions  which  promote  the  health 
of  a greater  percent  of  our  pop- 
ulation. Many  of  its  present  activ- 
ities are  prospective,  often  edu- 
cational in  character,  thus  leading 
to  the  prevention  of  disease,  dis- 
ability and  death. 

Newer  departmental  functions 
include  comprehensive  com- 
puter-driven systems  of  vital  sta- 
tistics; surveillance  of  environ- 
mental, occupational  and 
radiologic  factors  in  the  com- 
munity; health  planning;  health 
promotion;  cancer  registry;  emer- 
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gency  medical  services;  drug 
control;  nutrition;  dental  health; 
disease  control,  including  chronic 
disease  such  as  diabetes,  and 
newer  sexually  transmitted  dis- 
eases such  as  AIDS. 

In  addition  to  its  customary 
tasks,  the  Department  has  iden- 
tified the  following  additional 
problems  to  address  in  the  next 
two  years: 

• Make  certain  that  the  14,000 
Rhode  Island  women  and  chil- 
dren continue  to  receive  nutri- 
tion counselling  and  supple- 
mental foods. 

• Assess  the  medical  risks  re- 
lated to  environmental  health 
hazards  and  occupational  ex- 
posures including  chemically- 
induced  organ  toxicity,  cancer 
and  adverse  pregnancy  out- 
comes. Review  environmental 
health  standards  for  contami- 
nants in  air,  water  and  food. 

• Evaluate  disease  clusters  in 
Rhode  Island. 

• Regulate  more  properly  the 
nearly  500  public  drinking  water 
systems  in  the  state. 

• Study  more  carefully  the  wide 
variety  of  significant  occupa- 
tional health  problems  partic- 
ularly in  the  employees  of  small 
companies. 

• Provide  better  information  on 
the  etiology  and  epidemiology 
of  human  cancers. 

• Study  the  residential,  medical 
and  social  needs  of  the  ap- 
proximately 36,000  dependent 
elderly  in  the  community. 

• Develop  more  information 
concerning  the  abuse  of  licit 
and  illicit  drugs  in  the  com- 
munity. 

• Maintain  the  Board  of  Medical 
Licensure  and  Discipline  which 
currently  investigates  and  ad- 
judicates about  150  public 
complaints  per  year  as  well  as 
about  75  settled  malpractice 
claims  each  year.  (In  the  state 
there  are  approximately  2,800 
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licensed  physicians  and  500 
house  staff  with  limited  licen- 
ses). 

• Approximately  200,000  Rhode 
Islanders  are  injured  each  year, 
severely  enough  to  require 
medical  attention  or  restricted 
activities  for  at  least  one  day. 
Emergency  facilities  (emer- 
gency rooms,  ambulances, 
etc.)  must  have  uniformly  high 
standards  in  training,  equip- 
ment, data  systems  and  com- 
munications. 

• There  remains  a significant  gap 
between  white  and  non-white 
mortality  rates  in  Rhode  Island. 

• Many  pregnant  women  do  not 
have  appropriate  health  insur- 
ance. 

• Fifty  years  ago,  many  diseases 
were  related  to  a nutrient  de- 
ficiency. Today  these  defi- 
ciency diseases  have  been  vir- 
tually eliminated  but  are 
replaced  by  diseases  of  nu- 
trient excess  or  imbalance. 

• There  are  about  275  reported 
cases  of  AIDS  in  the  state  and 
an  estimated  3 to  4,000  resi- 
dents infected  with  the  HIV  vi- 
rus. 

• There  are  35,000  diabetics  in 
Rhode  Island. 

• During  1990,  about  650  Rhode 
Island  women  will  develop 
breast  cancer  and  250  will  die 
from  the  disease. 

This  list  represents  some  of  the 
challenges  which  are  better  ad- 
dressed when  the  public  health 
sector  and  the  individual  practi- 
tioners work  jointly  and  collec- 
tively toward  identified  objec- 
tives. This  issue  of  the  Journal 
directs  our  attention  to  a few  of 
these  Department  of  Health  pro- 
grams. 

Stanley  M.  Aronson,  MD 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Elder  Care  Resources 
The  Compassionate  Alternative 


Professional  Dependable  Home  Care  Management 

for  Older  Patients 

PROFESSIONAL.  At  Elder  Care  Resources,  we  care  for  your  patients  as  meticulously  as  you  do. 
Our  home  care  management  services  provide  security  for  older  patients  who  prefer  to  live  in  the 
comforts  of  their  own  homes.  Each  client's  situation  and  medical  condition  are  carefully  assessed 
and  each  need  considered,  from  personal  hygiene  and  housekeeping  tasks  to  the  most  extensive 
medical  requirements.  Clients  are  then  matched  with  caregivers  compatible  with  their  needs  and 
personalities.  A director  of  nursing  provides  physicians  with  informed  communication  on  either  a 
weekly  or  an  as-needed  basis. 

DEPENDABLE.  Our  full-time  staff  and  network  of  medical  consultants  are  among  the  best  in  their 
fields.  Each  member  of  the  Elder  Care  team  is  fully  trained  and  fully  committed  to  providing  quality 
care.  As  a result,  clients  are  assured  of  reliable,  responsive  performance  24  hours  a day,  seven  days 
a week.  Every  aspect  of  each  client's  care  is  supervised  by  a director  of  nursing  and  a professional 
social  worker,  to  provide  appropriate  attention  and  action  on  every  level,  and  to  prevent  problems 
from  becoming  crises. 

A PROVEN  TRACK  RECORD.  Since  1985,  our  unique  program  has  provided  professional  compre- 
hensive care  management  to  hundreds  of  clients  throughout  Rhode  Island.  This  agency  began 
doing  care  management  and  progressed  to  a full  continuum  of  direct  services.  Working  in  con- 
junction with  medical  professionals,  legal  guardians  and  concerned  family  members.  Elder  Care 
Resources  provides  continual  assessment  and  indepth  reporting.  Our  enviable  reputation  for 
dependable,  conscientious  service  has  been  earned  the  hard  way:  client,  after  client,  after  client. 

Provide  your  older  patients  and  their  families  with  a compassionate  alternative.  Introduce  them  to 
Elder  Care  Resources.  For  more  information,  call  Terry  Peck  today  at  751-0360.  To  maintain  the 
quality  of  life  for  older  patients,  there's  no  place  like  home. 

Elder  Care  Resources,  inc. 

One  Richmond  Square 
Providence,  Rl  02906 
401-751-0360 


Rhode  Island’s  Contributions  to  Medicine 


Rhode  Islanders,  living  in  the 
smallest  of  the  states  and  the  last 
of  the  original  thirteen  to  ratify  the 
Constitution,  often  bring  modesty 
regarding  their  state  to  a high  art 
form.  When  asked  for  their  ad- 
dress, Rhode  Islanders  frequently 
provide  it  with  apology,  some- 
times responding  with  “Little 


Rhody”  as  a means  of  deflecting 
an  anticipated  sarcasm.  The  more 
assertive  ones,  when  asked 
whether  they  have  lived  all  their 
lives  in  Rhode  Island,  respond, 
not  yet!” 

Yet,  in  the  fields  of  medicine, 
medical  education  and  public 
health,  Rhode  Islanders  have 


done  more  than  their  share  in 
providing  national  leadership. 
And  in  recognition  of  this  great 
heritage,  the  Rhode  Island  Med- 
ical Journal  will  publish,  from 
time  to  time,  brief  biographical 
summaries  of  these  leaders  born 
or  raised  in  the  Ocean  State. 


The  Father  to  New  England  Medical  Schools 


Nathan  Smith,  the  son  of  a sur- 
veyor father  and  a midwife 
mother,  was  born  on  September 
30,  1762.  The  Smith  family  had 
left  Norfolk,  England  in  1638  for 
religious  reasons  and  established 
their  home  on  the  banks  of  the 
Seekonk  river  in  the  Newman  Set- 
tlement, then  a part  of  Rehoboth, 
Massachusetts.  (In  1862,  the 
western  part  of  Rehoboth  had 
been  ceded  to  Rhode  Island  and 
is  now  a part  of  East  Providence). 
The  family  later  moved  to  Ver- 
mont and  Smith  served  in  the  Ver- 
mont militia  during  the  Revolu- 
tionary War. 

Smith  began  his  civilian  career 
as  a local  school  teacher,  al- 
though there  is  no  record  that  he 
had  ever  received  formal  school- 
ing. A few  years  later,  happen- 
stance led  him  to  assist  a travel- 
ling surgeon  in  performing  an 
amputation.  To  this  surgeon.  Dr 
Josiah  Goodhue,  he  expressed  an 
interest  in  the  profession  of  med- 
icine and  was  told  that  further  ed- 
ucation was  needed  before  he 
« might  be  accepted  for  a medical 
apprenticeship.  Smith  then  de- 
voted the  next  year  to  intensive 
preparation  and  began  his  profes- 


sional apprenticeship  in  1784. 
Three  years  later,  without  benefit 
of  any  diploma,  he  began  prac- 
tice in  Cornish,  New  Hampshire. 

The  daily  frustrations  of  rural 
practice  convinced  him  of  his 
grave  educational  inadequacies 
and  he  then  registered  at  Harvard, 
attending  classes  conducted  by 
Drs  John  Warren,  Benjamin 
Waterhouse  and  Aaron  Dexter. 
During  his  student-days.  Smith 
lodged  in  Waterhouse’s  home.  In 
1790,  at  age  28,  Smith  was 
awarded  the  MB  degree,  the  only 
medical  degree  recipient  for  that 
year.  He  then  resumed  his  prac- 
tice in  New  Hampshire. 

Despite  a successful  practice. 
Smith  grew  increasingly  restive 
with  the  paucity  of  educational  fa- 
cilities in  the  new  nation.  At  this 
time  there  were  but  three  medical 
schools  in  the  United  States  at  the 
Universities  of  Pennsylvania,  Co- 
lumbia and  Harvard.  Smith  had 
once  even  proposed  a county  lot- 
tery, the  proceeds  to  be  invested 
in  a central  medical  library. 

In  the  belief  that  medical  edu- 
cation would  best  flourish  within 
a university.  Smith  in  1796  ap- 
plied to  Dartmouth  College  for  a 


professorship  in  the  theory  and 
practice  of  medicine.  His  novel 
proposal  for  a school  of  medicine 
was  approved  the  following  year 
and  in  the  interim  Smith  sailed  for 
England,  attending  lectures  in 
Edinburgh  and  London,  while  also 
purchasing  texts  and  laboratory 
instruments  to  enrich  his  contem- 
plated medical  school.  Formal 
teaching  began  in  the  autumn  of 
1797  in  a single  room  which 
served  as  office,  classroom,  li- 
brary, laboratory  and  dissection 
chamber,  with  Smith  as  the  sole 
faculty.  His  income  was  derived 
exclusively  from  lecture  fees  and 
the  private  practice  of  medicine. 

The  success  of  Dartmouth’s 
medical  school  led  to  requests  for 
further  investment  in  scientific 
apparatus  and  in  1803  the  New 
Hampshire  legislature  appropri- 
ated $600  for  this  purpose.  By 
1810,  the  flourishing  school  now 
operated  in  an  elegant  brick 
building  payed  for  partially  by  the 
state  and  partially  through  gen- 
erous gifts  from  Smith.  Tuition  for 
the  77  registered  medical  stu- 
dents was  $133  for  two  terms. 

In  1812  Yale  elected  to  estab- 
lish a medical  school  and  invited 
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Smith  to  be  its  organizer  and 
first  professor  of  medicine  (de- 
spite the  initial  opposition  of 
Yale’s  President,  Timothy  Dwight, 
who  believed  that  Smith  had  been 
unduly  influenced  by  the  writings 
of  the  liberal  Thomas  Paine). 
From  its  beginnings  in  1813,  the 
Yale  medical  school  was  a highly 
successful  enterprise.  (Smith  was 
father  to  four  sons  and  six  grand- 
sons all  of  whom  later  graduated 
from  Yale’s  medical  school.  Smith 
also  had  five  daughters  but  their 
activities  are  obscured  in  the 
shadows  of  history). 

In  1820,  the  Maine  legislature 
established  and  endowed  a med- 
ical school  at  Bowdoin  College, 
the  alma  mater  of  Longfellow  and 
Hawthorne.  Smith  was  its  first 
professor  and  classes  were  be- 
gun in  1 82 1 with  2 1 registered  stu- 
dents. Smith  continued  at  Yale  but 
now  engaged  in  a seasonal  pat- 
tern of  shuttle-teaching  between 
Maine  and  Connecticut. 

Following  his  belief  that  each 
New  England  state  should  have 
"...  one  medical  school  and  no 
more,”  Smith  founded  yet  an- 
other school  of  medicine  in  Bur- 
lington, Vermont,  in  the  year  1825. 
He  was  aided  in  this  effort  by  his 
son.  Dr  Nathan  Ryno  Smith,  a re- 
cent graduate  of  Yale  medical 
school.  Smith’s  itinerant  teaching 
now  extended  to  three  campuses 
prompting  Dr  Oliver  Wendell 
Holmes,  years  later,  to  remark, 
“He  occupied  not  a chair  but  a 
whole  Settee!”  Dr  Nathan  R.  Smith, 
the  son,  apparently  inherited  his 
father’s  zeal  for  starting  medical 
schools  and  went  on  to  cofound 
three  further,  including  Jefferson 
Medical  School  in  Philadelphia. 

By  1826  Smith  had  fulfilled  his 
objective  of  establishing  medical 
schools  in  each  New  England 
state  (Massachusetts  and  Rhode 
Island  already  had  medical 
schools  at  Harvard  and  Brown). 


The  Medical  Schools  of 
New  England 
1776-1827 


Harvard  (Massachusetts) 

1782 

Dartmouth  (New 

Hampshire)* 

1797 

Brown  (Rhode  Island) 

1811f 

Yale  (Connecticut)* 

1812 

Castleton  (Vermont) 

1818t 

Bowdoin  (Maine)* 

1820t 

Vermont  (Vermont)* 

1825 

Berkshire  (Massachusetts) 

1825t 

Woodstock  (Vermont) 

18274: 

*;  founded  by  Nathan  Smith 

f:  closed  in  1827;  reestablished  in 

1972. 

4;:  no  longer  in  existence 


Smith  was  taken  gravely  ill, 
likely  influenza,  in  the  winter  of 
1828;  shortly  thereafter  he  devel- 
oped signs  of  cerebral  infarction 
and  passed  away  on  January  26, 
1829  at  age  67. 

His  contributions  went  beyond 


the  realm  of  medical  education: 
Smith  was  regarded  as  an  out- 
standing surgeon;  he  worked  with 
state  legislatures  to  establish  the 
licensing  of  anatomy  classes  and 
he  was  a leader  in  the  identifi- 
cation and  suppression  of  quack- 
ery; he  was  also  the  President  of 
the  New  Hampshire  Medical  So- 
ciety and  his  seminal  scientific 
writings  illuminated  such  dispar- 
ate subjects  as  typhoid  fever, 
blood  circulation  and  newer  or- 
thopedic procedures.  Yet  his  role 
as  a teacher  and  the  founder  of 
four  of  New  England’s  medical 
schools  is  the  accomplishment  for 
which  he  is  best  remembered. 
Henry  Adams  — another  great 
New  Englander  — once  said,  “A 
teacher  affects  eternity.  He  can 
never  tell  where  his  influence 
stops.” 

Stanley  M.  Aronson,  MD 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.9 


Dr,  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Instimte  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSOO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEAUYOUCANBE. 


...there  may  be  bronchitis 


cefaclor 


Pulvules* 
250  mg 


Established  therapy 
for  today’s  patierits 

For  respiratory  tract  infections  due  to 
susceptibie  strains  of  indicated  organisms 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Biief  Summary. 

Consult  ttm  package  literature  for  preserving  Information. 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  Infiuemae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci), 

Contraindicalloo:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibioUc-associateti 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  In  antibiotic- 
associated  colitis. 

Precautions: 

• Disconbnue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins, 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made, 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safely  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  In  about 
1.5%  of  patients  and  Include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-slckness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  Investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor,  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  In 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  Incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea).  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepaUtls  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness.  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 
« Slight  elevations  in  bepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  rep^s  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creabnine, 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Cllnitesr*  tablets  but  not  widi 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490LR1] 

Additional  information  available  to  the  profession 
on  request  from  Ell  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 

Ell  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
A Subsidi^  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 


• Diagnostic  X-Ray  Services 

• EKG 

• Holter-Monitoring’ 

• Ultrasound  Services* 


• Same  day  reporting 

• 24  Hour  Service 

• Seven  days  a week 

’ by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 


OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Woonsocket,  R.l. 

273-0450  766-4224 
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BC/BE  "AMBULATORY " 

OB/GYN  or  FAMILY 

PRACTICE 

PRACTICE  PHYSICIAN 

AVAILABLE 

Providence  Ambulatory 
Health  Care  Foundation,  Inc. 

EAST 

a non-profit  network  of  community  health 
centers  in  Providence.  Start  May-July, 

PROVIDENCE 

1991.  Very  little  "on-call"  recquired; 
position  largely  ambulatory  obstetrics  and 

INTERNAL 

gynecology.  Some  deliveries  and  surgery 
possible.  Good  salary  and  benefit  package 

MEDICINE 

including  malpractice  insurance. 

Call  or  write: 

If  interested  reply  to: 

Nancy  Bowering,  MSN  or 

Stanley  Block,  MD 
Providence  Ambulatory 
Health  Care  Foundation 

RI  MEDICAL  JOURNAL 

469  Angell  Street 
Providence,  RI  02906 

106  Francis  Street 
Providence,  RI  02903 

(401)  861-6300 

AA/EEE 

Home  Infusion  Therapy 


IV  ANTIBIOTICS.  CHEMOTHERAPY.  IV  PAIN 
MANAGEMENT.  TPN  AND  OTHER  INFUSION 
THERAPIES 

CUNICAL  IV  NETWORK  is  affiliated  with  VNA  of  Rhode  Island 


YOU  MANDATE  SERVICE. 

All  of  our  nurses  are 
experienced  in  the  latest  high- 
tech  therapies.  Through 
commitment  and  experience,  our 
nurses  provide  . . . 

THE  MARGIN  OF  DIFFERENCE. 

CALL  401/7S1-9120 

67  CEDAR  ST  • SUITE  ONE  • PROVIDENCE.  R.l.  02903 
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Cancer  Control  in  Rhode  Island 
Blueprint  for  the  1990s 


H.  Denman  Scott,  MD 
John  P.  Fulton,  PhD 
Melinda  Komiske,  MS 


Cancer  mortality  is  ap- 
proximately 10%  higher  in 
Rhode  Island  than  in  the 
US... 


Cancer  in  Rhode  Island: 

Reality  and  Potential 

Rhode  Island  has  one  of  the  high- 
est cancer  mortality  rates  in  the 
nation.  Cancer  mortality  is  ap- 
proximately 10%  higher  in  Rhode 
Island  than  in  the  US  as  a whole, 
even  when  differences  in  age, 
gender,  and  race  have  been  con- 
trolled. About  5000  new  cases  of 
cancer  are  diagnosed  annually 
among  Rhode  Islanders,  and  be- 
tween 2000  and  2500  Rhode  Is- 
land residents  die  of  the  disease. 


H.  Denman  Scott,  MD,  is  Director 
of  the  Rhode  Island  Department 
of  Health  and  Clinical  Professor 
of  Medicine  at  Brown  University, 
Providence,  Rhode  Island. 


John  P.  Fulton,  PhD,  is  Adminis- 
trator of  the  Rhode  Island  Cancer 
Registry,  Rhode  Island  Depart- 
ment of  Health,  and  Clinical  As- 
sistant Professor  of  Community 
Health  at  Brown  University,  Prov- 
idence, Rhode  Island. 


Melinda  Komiske,  MS,  is  Chief  of 
the  Office  of  Health  Planning  at 
the  Rhode  Island  Department  of 
Health,  Providence,  Rhode  Is- 
land. 
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Cancer  accounts  for  about  one  of 
every  four  deaths  in  Rhode  Is- 
land.' 

As  in  other  urban  areas,  Rhode 
Island’s  high  cancer  mortality  rate 
is  caused  by  a few  cancers,  most 
notably  cancer  of  the  lung,  colon- 
rectum,  and  breast.  Deaths  from 
these  three  cancers  account  for 
almost  50%  of  all  cancer  deaths 
in  the  state.  Mortality  from  most 
other  cancers  is  about  the  same 
in  Rhode  Island  as  elsewhere  in 
the  US.  Rhode  Island’s  urban  can- 
cer profile  is  attributable  in  the 
main  to  lifestyle  factors  such  as 
smoking,  alcohol  consumption, 
and  possibly  the  consumption  of 
fatty  foods.  Occupational  expo- 
sures may  also  elevate  death 
rates. 2 

Much  can  be  done  to  reduce 
cancer  mortality  in  Rhode  Island. 
Changes  in  lifestyle  and  the  proper 
use  of  screening  tests  would  pre- 
vent up  to  725  deaths  a year  from 
cancers  of  the  lung,  colon-rec- 
tum, and  breast,  alone.  By  not 
smoking,  Rhode  Islanders  would 
prevent  87%  of  lung  cancer 
deaths.  By  limiting  fat  in  the  diet 
and  increasing  the  consumption 
of  dietary  fiber,  it  is  estimated  that 
Rhode  Islanders  might  prevent 
50%  of  deaths  from  colo-rectal 
cancer.  If  all  women  ages  40  and 
over  were  screened  for  breast 


cancer  according  to  current 
guidelines,  between  a fifth  and  a 
third  of  all  deaths  from  breast 
cancer  would  be  avoided.  Other 
cancers  would  also  yield  to  pre- 
vention and  screening,  and  many 
lives  would  be  saved  annually  if 
more  Rhode  Islanders  received 
state-of-the-art  treatment  for  a 
wide  variety  of  cancers.'^  '' 

The  State’s  Approach  to 
Cancer  Control 

In  1985  the  Rhode  Island  state 
legislature  passed  "An  Act  Re- 
lated to  Cancer,”  which  was 
signed  by  the  Governor  and  be- 
came law.  The  Act  charged  the 
Director  of  Health  with  conduct- 
ing “such  activities  to  prevent  and 
control  cancer  among  the  resi- 
dents of  the  state  as  he  shall  deem 
necessary  and  appropriate,”  and 
officially  created  the  Rhode  Is- 
land Cancer  Registry,  funding 


ABBREVIATIONS  USED: 

AJCC:  American  Joint  Cancer 
Committee 

CDC:  Centers  for  Disease  Con- 
trol 

CEA:  carcino-embryonic  anti- 
gen 

ER:  estrogen  receptor 
NCI:  National  Cancer  Institute 
PR:  progesterone  receptor 
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cancer  control  activities  witti  rev- 
enues from  the  sale  of  cigarettes. 

In  July  1986  the  Rhode  Island 
Department  of  Health  (the  De- 
partment) established  the  Rhode 
Island  Cancer  Registry,  hiring  staff 
and  signing  a contract  with  the 
Hospital  Association  of  Rhode  Is- 
land for  data  collection,  cleaning, 
and  quality  assurance  activities. 
This  collaboration  has  grown  into 
a strong  working  relationship  be- 
tween the  two  organizations. 

Changes  in  lifestyle  and  the 
proper  use  of  screening  tests 
would  prevent  up  to  725 
deaths  a year  ( in  Rhode  Is- 
land) from  cancers  of  the 
lung,  colon-rectum  and 
breast,  alone. 

About  the  same  time,  the  De- 
partment began  the  development 
of  a statewide  breast  cancer 
screening  program,  using  funds 
from  the  state  appropriation  for 
cancer  control  activities.  The  pro- 
gram, which  officially  opened  in 
November,  1987,  offered  low-cost 
screening  mammograms  to 
women  ages  40  and  over.  Most 
radiology  units  in  the  state  partic- 
ipated, using  dedicated  mam- 
mography units.  Comprehensive 
quality  assurance  procedures 
were  built  into  the  program,  sup- 
ported in  part  by  several  grants 
from  the  Centers  for  Disease  Con- 
trol (CDC)  in  Atlanta.  Breast  can- 
cer screening  was  promoted 
among  primary  care  physicians 
with  a direct  mailing  and  selected 
talks,  and  among  eligible  women 
with  a year-long  multi-media 
campaign.  The  state  legislature 
assisted  by  passing  “An  Act  Re- 
lating to  Health  Insurance  — Cov- 
erage for  Mammograms  and  Pap 
Smears,”  which  mandated  uni- 
versal insurance  coverage  for 
screening  mammograms  and  Pap 
tests,  beginning  in  September, 
1988.  In  the  first  year  and  a half 


of  the  breast  cancer  screening 
program,  the  proportion  of  eligi- 
l)le  Rhode  Island  women 
screened  according  to  current 
guidelines  increased  from  30%  to 
41%.  Also,  the  success  of  the  pro- 
gram’s initial  (juality  assurance 
activities  led  to  the  funding  of 
similar  activities  for  cervical  can- 
cer screening,  including  surveil- 
lance, the  formation  of  a state- 
wide cervical  cancer  quality 
assurance  advisory  committee, 
and  the  drafting  of  standards  for 
cervical  cancer  screening. 

In  mid-1986,  the  Rhode  Island 
state  legislature  passed  “An  Act 
Relating  to  Health  Education,  Al- 
cohol and  Substance  Abuse  Pre- 
vention,” to  support  universal 
school  health  education  in  grades 
K-12.  This  law  has  become  the 
foundation  for  smoking  preven- 
tion efforts  in  the  state.  Like  the 
Cancer  Registry,  universal  school 
health  education  is  supported 
with  revenues  from  the  sale  of 
cigarettes.  It  contains  anti-smok- 
ing  subject  matter  in  all  grades 
and  is  evaluated  annually  by  test- 
ing in  the  schools.  The  Depart- 
ment of  Health  has  built  on  this 
foundation,  competing  for  anti- 
smoking funds  from  the  National 
Cancer  Institute  (NCI).  Most  re- 
cently, the  Department,  the  Rhode 
Island  Division  of  the  American 
Cancer  Society,  and  other  Rhode 
Island  organizations  are  submit- 
ting a proposal  for  Project  ASSIST, 
the  nation’s  main  anti-smoking 
initiative  for  the  1990s,  funded 
jointly  by  the  NCI  and  the  Amer- 
ican Cancer  Society. 

In  December  1987  the  Depart- 
ment convened  a Cancer  Control 
Committee  to  plan  priority  cancer 
control  activities  for  the  1990s. 
The  Director  of  Health  invited  24 
health  care  professionals  to  serve 
on  the  Committee,  including  phy- 
sicians, nurses,  a dentist,  and 
health  care  administrators.  The 
Committee  reviewed  comprehen- 
sive statewide  cancer  statistics 


and  estimates  prepared  by  the 
Department’s  Office  of  Health 
Statistics,  then  divided  into  four 
subcommittees:  cancer  preven- 
tion, cancer  screening,  oral  can- 
cer screening,  and  cancer  treat- 
ment. Each  subcommittee 
expanded  by  recruiting  addi- 
tional members  from  the  com- 
munity who  had  special  expertise 
in  these  fields.  In  all,  46  people 
served  (Table  1).  Each  subcom- 
mittee drafted  a report  on  the  can- 
cer control  needs  of  the  state. 
These  reports  were  reviewed  by 
the  Cancer  Control  Committee  as 
a whole,  critiqued,  then  ex- 
cerpted to  form  the  basis  of  a 
statewide  Cancer  Control  Plan  for 
the  years  1990-1992.  The  Plan  fo- 
cusses on  cancers  of  the  lung,  co- 
lon-rectum, breast,  cervix,  and 
oral  cavity.  By  the  fall  of  1989,  the 
Plan  had  been  sufficiently  pol- 
ished by  the  Committee  to 
undergo  public  scrutiny,  and 
comments  were  received  in  pub- 
lic hearing.  The  Committee  re- 
convened to  discuss  suggested 
revisions  from  the  public  at  large, 
made  modifications  to  the  plan, 
then  presented  it  to  the  Director 
of  Health,  who  accepted  it  in  De- 
cember, 1989.  The  plan  was 
printed,  formally  announced  by 
the  Governor,  and  distributed 
widely  among  Rhode  Island’s 
health  professionals  in  the  spring 
of  1990.  The  Cancer  Control  Com- 
mittee will  reconvene  to  review 
and  revise  the  Plan  in  1992,  and 
periodically  to  address  urgent 
cancer  control  issues  as  they 
arise. ^ 


Rhode  Island’s  Cancer 
Control  Plan,  1990-1992 

The  Cancer  Control  Plan  (the 
Plan)  specifies  objectives  for  pre- 
vention, screening  and  treatment, 
using  a format  developed  by  the 
national  Model  Standards  Proj- 
ect.® Objectives  contain  target 
dates  and  outcomes.  Many  of  the 
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Table  1.  Committee  Members  and  Staff 


Members 


David  Abrams,  PhD 
Miriam  Hosp. 

A 

Jeffrey  Bastable 
Westerly  Hosp. 

D,  M 

Peter  Baute,  MD 
Kent  County  Mem.  Hosp. 

A,  D,  M 

Richard  Bender,  DDS 
Veterans  Adm.  Med.  Ctr. 
C 

Roger  Brotman,  MD 
Radiation  One.  Assoc. 

D,  M 

Paul  Calabresi,  MD 
Roger  Wms.  Gen.  Hosp. 
D,  M 

David  Chatel 
Amer  Heart  Assoc. 

A 

Mary  P.  Colbert,  MD 
Rhode  Island  Hosp. 

B,  M 

Francis  J.  Cummings,  MD 
Roger  Wms.  Gen.  Hosp. 
D,  M 

Dolores  DiOrio 
Rl  Dept,  of  Health 
D 

Ruth  Eshleman,  PhD 
URI  Food  Service 
A 

Judith  Feldman,  MD 
Rl  Dept,  of  Health 
D 

Arvin  Glicksman,  MD 
Roger  Wms.  Gen,  Hosp. 

A,  D,  M 

Richard  R.  Gordon,  DMD 
Johnston,  Rl 
C 

David  Greer,  MD 
Bro\wn  University 

B,  M 

Arnold  Herman,  MD 
Providence,  Rl 
D 

Laura  Hilderley,  RN,  MS 
Maddock  Radiation  One. 
D,  M 


Delanson  Hopkins 
Rhode  Island  Hosp. 

M 

Jacqueline  Janicki,  RN,  MS 
Island  Hospice-Newport 
A,  D,  M 

Margaret  Kane 
Rl  Lung  Association 
A 

Jila  Khorsand,  MD 
Rl  Soc,  of  Pathology 
M 

Robert  Knisley,  MD 
Brown  University 
D,  M 

Thomas  M.  Lasater 
The  Memorial  Hosp. 

A 

Louis  Leone,  MD 
Rhode  Island  Hosp. 

A,  D,  M 

Jane  E.  Ligums,  DMD 
Rl  Hosp.  Dental  Ctr. 

C 

Robert  Marshall,  PhD 
Rl  Dept,  of  Health 
C 

Bela  Matyas,  MD,  PhD 
Rl  Dept,  of  Health 
A 

Eric  Mazur 
Miriam  Hosp. 

D,  M 

Patricia  Mitchell,  MSN 
Rhode  Island  Hosp. 

D,  M 

Alan  Morrison,  MD,  PhD 
Brown  University 

B,  M 

John  Parrillo,  DMD 
-Rl  Dept,  of  Health 
C 

Vishram  B.  Rege,  MD 
Rhode  Island  Hosp. 

C 

David  Rehm 
Hospice  Care  of  Rl 
D,  M 

Albert  Schilling,  MD 
Rhode  Island  Hosp. 

A 


H.  Denman  Scott,  MD,  MPH 
Rl  Dept,  of  Health 

M 

Charles  Shoemaker,  MD 
Newport,  Rl 
D,  M 

Robert  Sholler,  DMD 
Rl  Dental  Assoc. 

C 

Steven  E.  Slaughter 
Amer.  Cancer  Soc. 

B,  M 

Mohsen  Soltani,  MD 
St,  Joseph’s  Hosp. 

B,  M 

Dorothy  Stanis 
Hospital  Assoc,  of  Rl 
D,  M 

David  Stoll,  MD 
Landmark  Hosp. 

C,  D,  M 

John  Turner,  II,  MD 
Providence,  Rl 
B,  M 

Alan  Ventetuoio 
Amer.  Cancer  Soc. 

A 

Joseph  Yacavone,  DMD,  MPH 
Rl  Dept  of  Health 
C 


Staff 


Melinda  Komiske,  MS 
Rl  Dept,  of  Health 

A,  D,  M 

John  P.  Fulton,  PhD 
Rl  Dept  of  Health 

B,  C,  M 


A = Prevention  Subcommittee 
B = Screening  Subcommittee 
C = Oral  Cancer  Subcommittee 
D = Treatment  Subcommittee 
M = Cancer  Control  Committee 
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outcomes  are  quantified.  For  ex- 
ample, the  first  prevention  objec- 
tive states:  “By  2000,  the  propor- 
tion of  persons  19  years  of  age 
and  over  who  smoke  should  de- 
crease from  24.3%  to  less  than 
15%.”  The  Plan  also  suggests  ac- 
tions to  achieve  outcomes,  and 
contains  specific  recommenda- 
tions for  screening  and  treatment. 

Prevention 

Prevention  objectives,  which  have 
been  designed  to  cut  cancer  mor- 
tality 16%  between  1990  and  2000, 
focus  squarely  on  smoking  pre- 
vention and  cessation.  An  esti- 
mated 30%  of  all  cancers  are 
caused  by  tobacco  use,  including 
an  estimated  87%  of  all  lung  can- 
cers.'’ In  Rhode  Island,  lung  can- 
cer alone  accounts  for  25%  of  all 
cancer  deaths.'  The  Plan  calls  for 
cutting  the  proportion  of  smokers 
by  the  year  2000  as  follows: 

• Among  adults,  from  24.3%  to 
less  than  15%; 

• Among  teens  in  grades  seven 
through  twelve,  from  24%  to  6% 
or  less; 

• Among  pregnant  women,  to 
7.5%  or  less; 

• Among  minority  and  low  in- 
come groups,  to  15%  or  less. 
Prevention  objectives  also  call 

for  increased  restrictions  on 
smoking  in  public  places: 

• By  1995,  reduce  or  eliminate 
exposure  to  environmental  to- 
bacco smoke  in  the  work  place, 
schools  and  public  places. 
Three  additional  prevention 

objectives  aim  to  build  the  state’s 
ability  to  monitor  dietary,  envi- 
ronmental, and  occupational 
risks: 

• By  1990,  establish  a data  col- 
lection system  to  monitor  the 
dietary  patterns  of  Rhode  Is- 
landers, focussing  on  the  con- 
sumption of  calories,  fat,  fiber, 
and  alcohol. 

• By  1990,  establish  surveillance 
systems  to  monitor  radon  ex- 
posure and  sun  exposure  in 
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Rhode  Island;  continue  moni- 
toring air  quality.  (The  Depart- 
ment is  considering  surveil- 
lance of  the  use  of  sun  block 
agents  as  an  alternative  to  the 
surveillance  of  sun  exposure). 
• By  1995,  establish  a system  to 
monitor  the  cancers  most 
strongly  related  to  occupa- 
tional exposures,  including 
cancers  of  the  lung,  liver,  pan- 
creas, kidney,  bladder,  brain, 
leukemias  and  lymphomas. 

Screening 

Cancers  of  the  breast,  cervix  and 
oral  cavity  have  been  targeted  for 
screening.  Breast  cancer  causes 
200  deaths  a year  in  Rhode  Is- 
land.' Between  one-fifth  and  one- 
third  of  those  deaths  would  be 
avoidable  if  all  eligible  women 
were  screened  according  to  cur- 
rent guidelines.^' ''  Cancer  of  the 
cervix  claims  about  15  deaths  a 
year.'  Although  this  number  is 
small,  virtually  all  deaths  from 
cervical  cancer  are  considered 
avoidable.’’  Cancers  of  the  oral 
cavity  account  for  about  40  deaths 
a year  among  Rhode  Island  resi- 
dents.' Most  are  caused  by  to- 
bacco use,  and  would  be  pre- 
vented if  tobacco  use  were 
eliminated.’  Many  may  be  de- 
tected in  early  stages  of  growth. 
Early  detection  and  treatment  in- 
creases the  probability  that  pri- 
mary tumors  may  be  reduced  or 
removed  without  gross  disfigure- 
ment of  the  head  and  neck,  thus 
enhancing  quality  of  life,  and  in- 
creases the  probability  of  sur- 
vival, as  well.  The  effectiveness 
of  breast  and  cervical  cancer 
screening  in  reducing  mortality 
has  been  demonstrated  in  the  sci- 
entific literature.'’ Although  the  ef- 
fectiveness of  oral  cancer  screen- 
ing has  not  been  tested  in  large 
population-based  trials,  it  is 
widely  accepted  that  early  detec- 
tion of  oral  cancer  facilitates 
treatment  and  saves  lives.  The 
major  screening  objectives  in- 
clude: 


• By  2000,  the  proportion  of 
women  40  years  of  age  and  over 
who  are  screened  for  breast 
cancer  according  to  the  rec- 
ommendations of  the  Rhode 
Island  Cancer  Control  Com- 
mittee (Table  2)  should  in- 
crease to  80%. 

• By  2000,  the  proportion  of 
women  20  years  of  age  and  over 
who  are  screened  for  cervical 
cancer  according  to  the  rec- 
ommendations of  the  Rhode 
Island  Cancer  Control  Com- 
mittee (Table  2)  should  in- 
crease to  95%. 

• By  1991,  50%  of  oral  exami- 
nations should  include  a com- 
plete tissue  screening  exami- 
nation (Table  2)  for  oral  cancer. 
By  1995,  95%  of  oral  exami- 
nations should  include  a com- 
plete tissue  screening  exami- 
nation for  oral  cancer. 

Large  population-based  trials 
of  colo-rectal  screening  are  cur- 
rently underway,  but  have  not  yet 
demonstrated  reductions  in  mor- 
tality among  those  people  who 
have  been  screened  according  to 
study  protocols.'’  Accordingly,  the 
Plan  also  directs  public  health  of- 
ficials to  “monitor  the  scientific 
literature  on  colo-rectal  screen- 
ing,” planning  for  efficient  and 
safe  colo-rectal  screening  in 
Rhode  Island  if  its  effectiveness 
is  demonstrated  in  screening 
trials. 

Treatment 

Among  a wide  variety  of  potential 
treatment  objectives,  the  Cancer 
Control  Committee  chose  to  fo- 
cus on  the  treatment  of  breast 
cancer  in  its  first  edition  of  the 
Plan.  At  the  time,  breast  cancer 
accounted  for  more  deaths  among 
women  than  all  other  cancers, 
about  200  per  year  in  Rhode  Is- 
land.' (Since  then  lung  cancer 
mortality  has  slightly  overtaken 
breast  cancer  mortality  among 
Rhode  Island  women.)  Although 
breast  cancer  cannot  yet  be  pre- 
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Table  2.  Screening  Recommendations 

Breast  Cancer 

Women  50  years  of  age  and  over  should  be  screened  by  physical  examination 
of  the  breasts  every  year  and  by  mammography  every  year. 

Women  40-49  years  of  age  should  be  screened  by  physical  examination  of  the 
breasts  every  year  and  by  mammography  every  one  to  two  years. 

Women  35-39  years  of  age  should  be  screened  by  physical  examination  of  the 
breasts  every  year  and  by  mammography  once  between  the  ages  of  35  and  39, 
to  establish  a baseline  for  the  interpretations  of  later  mammograms. 

Cervical  Cancer 

Women  younger  than  18  who  have  been  sexually  active  and  all  women  18  years 
of  age  and  over  should  be  screened  by  cervical  cytology  (Pap  smear)  every  one 
to  three  years. 

Oral  Cancer 

Oral  cancer  screening  should  be  performed  by  all  health  professionals  who  do 
oral  exams,  whenever  oral  exams  are  performed,  especially  on  persons  35 years 
of  age  and  over.  Screening  should  include  thorough  visual  inspection,  including 
extrusion  of  the  tongue  with  gauze,  looking  for  changes  in  color  (leukoplakia, 
erythroplakia),  changes  in  texture  (leathery  consistency,  strawberry/mulberry  ap- 
pearance), changes  in  continuity  (ulcers,  lumps),  changes  in  motility  (deviations, 
fixations),  followed  by  palpation  of  lips,  cheeks,  tongue,  floor  of  the  mouth,  palate, 
salivary  glands  and  lymph  nodes  (cervical,  preauricular,  postauricular),  focussing 
special  attention  on  high-risk  areas,  including  the  floor  of  the  mouth,  lateral 
borders  of  the  tongue,  hard  and  soft  palate,  retromolar  trigone  area  including 
oropharynx,  and  documentation  of  the  exam  in  the  patient  record.  Detection  of 
suspicious  lesions  should  result  in  prompt  treatment  or  referral. 


vented,  the  disease  responds  well 
to  state-of-the-art  therapy  when 
detected  early.  Unfortunately,  only 
about  half  the  women  treated  for 
breast  cancer  in  the  US  receive 
such  therapy,  despite  widespread 
availability.^  If  this  proportion 
were  increased  from  50  to  90%, 
five-year  survival  from  breast  can- 
cer would  increase  about  9%,  ac- 
cording to  NCI  estimates.^  Ac- 
cordingly, the  Rhode  Island  Plan’s 
three  objectives  for  the  improve- 
ment of  breast  cancer  treatment 
are  designed  to  increase  the  pro- 
portion of  women  who  receive 
state-of-the-art  therapy  for  breast 
tumors: 

• By  1991,  increase  the  propor- 
tion of  breast  cancer  cases 
staged  using  AJCC  methodol- 
ogy to  100%.  (The  physician 
should  be  responsible  for  stag- 
ing a case.  The  tumor  registrar 
should  verify  the  stage  as- 
signed and  communicate  dis- 
crepant findings  to  the  physi- 
cian). 
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• By  1991,  the  proportion  of 
breast  cancer  cases  treated 
with  two-step  surgical  proce- 
dures, biopsy  (including  fine 
needle  aspiration)  with  defin- 
itive pathology  prior  to  surgery, 
should  increase  from  62%  to 
80%. 

• By  1991,  the  proportion  of  pa- 
tients treated  according  to  the 
recommendations  of  the  Rhode 
Island  Cancer  Control  Com- 
mittee (Table  3)  should  in- 
crease to  90%. 

Among  the  recommended  ac- 
tions in  the  Plan’s  treatment  sec- 
tion is  one  which  grew  from  com- 
ments made  at  the  time  of  the 
public  hearing.  A number  of  peo- 
ple who  testified  requested  that 
the  Cancer  Control  Committee 
address  the  issue  of  third-party 
reimbursement  for  new  cancer 
therapies  which  have  become 
medically  accepted  but  are  still 
considered  “experimental”  or 
“investigational,”  some  of  which 
are  not  covered  by  major  health 


insurers.  In  response,  the  Com- 
mittee recommended  the  follow- 
ing action: 

• Assess  the  feasibility  of  devel- 
oping a state  commission, 
within  the  Rhode  Island  De- 
partment of  Health,  to  deter- 
mine if  and  when  an  experi- 
mental or  investigational 
cancer  drug  becomes  medi- 
cally accepted  and  therefore, 
should  be  covered  under  most 
health  insurance  policies. 

The  Plan  also  contains  a “rec- 
ommended schema  for  manage- 
ment of  early  breast  cancer 
(Stages  I and  II),”  which  is  dis- 
played in  Figure  1. 

The  Cancer  Control  Baseline, 
1990 

Prevention 

As  Rhode  Island  enters  the  1990s, 
progress  is  evident  in  smoking 
cessation.  The  proportion  of 
adults  (men  and  women  ages  20 
and  above)  who  smoke  has  de- 
clined steadily,  from  40%  in  1975 
to  35%  in  1980  to  31%  in  1985.« 
In  this  period,  smoking  de- 
creased 26%  among  adult  males, 
19%  among  adult  females. 

Rhode  Island  seems  to  be  mak- 
ing progress  in  smoking  preven- 
tion among  teenagers,  as  well.  In 
1975,  33%  of  teens  between  the 
ages  of  16  and  19  smoked.  In 
1980,  this  figure  had  dropped  to 
28%,  and  by  1985,  to  21%.  The 
decline  in  smoking  among  male 
teens,  from  34%  in  1975  to  18% 
in  1985,  has  outstripped  the  de- 
cline in  smoking  among  female 
teens,  from  33%  to  23%,  but  the 
trend  is  downward  for  both  sexes.® 
Additional  surveillance  of  the 
Rhode  Island  diet  is  needed  to 
plan  interventions  for  the  preven- 
tion of  colo-rectal  cancer.  Past 
surveys  of  the  Rhode  Island  pop- 
ulation have  not  assessed  diet, 
because  the  cost  of  doing  so  is 
high.  We  do  know,  however,  that 
23%  of  adult  Rhode  Islanders 
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Table  3.  Treatment  Recommendations  for  State-of-the-Art  Breast 
Cancer  Staging  and  Treatment  as  of  June  1989. 

Disease  Staging  Examinations 

Recognizing  that  patients  present  with  a variety  of  manifestations,  the  actual 
sequence  of  examinations  for  staging  breast  cancer  may  vary.  The  following 
assumes  that  tissue  diagnostics  and  ER  (estrogen  receptor)  and  PR  (proges- 
terone receptor)  status  have  been  determined.  The  following  staging  examina- 
tions are  suggested  for  all  patients  with  breast  cancer:  physical  examination, 
bilateral  mammography,  usual  admission  clinical  laboratory  testing,  including 
alkaline  phosphatase  and  CEA  (carcinoembryonic  antigen),  and  chest  x-ray.  A 
bone  scan  is  suggested  for  patients  with  advanced  local  disease  (T-3,  T-4),  lymph 
node  metastases  (N-1,  N-2,  N-3),  distant  metastases,  elevated  alkaline  phos- 
phatase, or  bone  pain.  Liver  imaging,  i.e.,  CT  scan  or  isotopic  exam,  is  suggested 
for  patients  with  elevated  alkaline  phosphatase  or  hepatomegaly. 

Management  of  Cases,  Stage  I,  II,  and  III 

All  women  with  operable  breast  cancer  should  be  considered  for  adjuvant  sys- 
temic combination  chemotherapy  or  hormonal  treatment  depending  upon  their 
individual  prognostic  features,  such  as  involvement  of  axillary  nodes,  receptor 
status,  tumor  size,  age,  menopausal  status  and  possibly  tumor  markers,  unless 
there  are  medical  or  psychiatric  contraindications  present  to  preclude  these  op- 
tions. In  view  of  rapidly  developing  scientific  information,  this  recommendation 
should  be  reassessed  at  frequent  intervals. 

Management  of  Cases,  Stage  IIIB  and  IVA 

All  women  with  locally  advanced  breast  cancer  should  be  considered  for  multi- 
disciplinary management  with  hormonal  and/or  cytotoxic  chemotherapy  followed 
by  radiation  and/or  surgical  resection  depending  upon  the  feasibility  of  providing 
more  effective  disease  control.  In  view  of  rapidly  developing  scientific  information, 
this  recommendation  should  be  reassessed  at  frequent  intervals. 


were  overweight  (exceeded  ideal 
body  weight  by  at  least  20%)  in 
1989.  With  a recent  grant  from  the 
CDC,  the  Rhode  Island  Depart- 
ment of  Health  has  just  fielded  a 
small  (N  = 800)  statewide  survey 
of  food  choice.  The  Department 
may  also  include  a module  of  diet 
questions  in  its  1990  statewide 
health  interview  survey. 

Screening 

The  proportion  of  women  ages  40 
and  above  who  have  been 
screened  for  breast  cancer  ac- 
cording to  current  guidelines  in- 
creased dramatically  in  the  15 
months  following  the  establish- 
ment of  the  Rhode  Island  Breast 
Cancer  Screening  Program,  from 
30  to  41%.  In  early  1989,  46%  of 
women  ages  40  and  above  had 
received  either  a screening  mam- 
mogram or  a diagnostic  mam- 
mogram in  the  past  year.® 
Although  many  Rhode  Island 
women  are  properly  screened  for 


cervical  cancer,  others  are  not.  In 
1987,  13%  of  women  ages  20 
through  39  had  not  had  a Pap  test 
in  the  past  three  years,  and  24% 
of  women  ages  40  through  69  had 
not  had  a Pap  test  in  the  past  three 
years,  the  maximum  screening 
interval  recommended  for  cervi- 
cal cancer.'®  (The  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists recommends  a 
screening  interval  of  one  year). 

Information  is  needed  on  the 
extent  of  oral  cancer  screening  in 
Rhode  Island.  Questions  are  being 
designed  for  the  1990  Rhode  Is- 
land Health  Interview  Survey 
which  would  measure  the  pro- 
portion of  the  Rhode  Island  pop- 
ulation who  have  been  screened 
recently  for  oral  cancer,  the  set- 
ting in  which  the  screening  took 
place,  and  the  procedures  used. 
Analysis  of  these  data  will  focus 
on  people  at  high  risk  of  oral  can- 
cers, such  as  people  who  smoke 
or  chew  tobacco. 


Treatment 

Therapy  for  breast  cancer  could 
be  inijjroved  for  many  patients  in 
Rhode  Island.  In  1986,  an  esti- 
mated 30%  of  new  breast  tumors 
were  not  staged  using  the  meth- 
odology of  the  American  Joint 
Committee  on  Cancer  (A.1CC).  In 
1985,  about  four  out  of  ten  mas- 
tectomies performed  at  one  of 
Rhode  Island’s  teaching  hospitals 
included  biopsy  and  mastectomy 
in  the  same  surgical  episode. 
From  1983  to  1986,  roughly  half 
the  patients  diagnosed  with  stage 
11  breast  cancer  did  not  receive 
chemotherapy. 

Comprehensive  statewide  data 
on  the  management  of  cancer  pa- 
tients are  currently  unavailable. 
Estimates  must  be  developed  to 
monitor  the  application  of  state- 
of-the-art  therapy  over  time." 

The  Need  for  Organized, 
Community-Based  Efforts 

Organized,  community-based  ef- 
forts have  a central  place  in  can- 
cer control.  No  single  organiza- 
tion, or  profession,  or  community 
has  sufficient  resources  to  con- 
trol this  complex  problem.  Even 
modest  cancer  control  programs 
require  planning,  medical  exper- 
tise, community  organization, 
public  relations,  and  evaluation. 
Furthermore,  important  cancer 
control  issues,  such  as  smoking 
cessation  and  diet  modification, 
are  also  important  issues  in  the 
control  of  other  major  chronic  ill- 
nesses, such  as  cardiovascular 
disease  and  diabetes.  Thus,  col- 
laborative ties  are  important  not 
only  among  organizations  dedi- 
cated to  cancer  control,  but  also 
with  organizations  dedicated  to 
the  control  of  other  chronic  ill- 
nesses. 

The  Key  Role  of  Physicians 
The  collaboration  and  leadership 
of  physicians  is  essential  in  all 
areas  of  cancer  control:  preven- 
tion, screening,  and  treatment. 
Physicians  regularly  guide  their 
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Figure  1.  Recommended  Schema  for  Management  of  Early  Breast  Cancer  (Stages  I and  II) 


F patients  in  making  sound  lifestyle 
|j  decisions  — decisions  about  diet 
t|  and  smoking,  for  example,  two 
il  important  cancer  control  issues. 

Patient  counseling  trials  have 
i'  shown  that  physicians  can  help 
patients  stop  smoking  and  stay 
I away  from  tobacco.  Even  a “brief 
I message  or  warning”  about  the 
hazards  of  smoking  has  been 
t!  shown  to  help  a small  proportion 
F of  patients  quit.'^ 

Most  patients  trust  that  physi- 
j;  cians  will  advise  them  to  get  the 
||  screening  tests  they  need.  In  a re- 
cent  sur/ey,  for  example,  60%  of 
! Rhode  Island  women  age  40  and 
; over  who  had  ever  received  a phy- 
i sician’s  recommendation  for 
^ mammography  had  had  a mam- 
V mogram  in  the  past  year,  versus 
8%  who  had  never  received  a phy- 
! sician’s  recommendation. ^ Fur- 
: thermore,  many  primary  care 
1 physicians  perform  three  of  the 


screening  tests  recommended  in 
the  Cancer  Control  Plan,  physical 
breast  exams.  Pap  tests,  and  oral 
exams,  and  refer  patients  for  the 
fourth,  mammograms.  In  short, 
physicians  have  excellent  access 
to  eligibles  and  the  means  of 
screening  or  referral. 

Finally,  physicians  hold  the  key 
to  state-of-the-art  therapy.  Physi- 
cians recommend,  orchestrate, 
and  administer  cancer  treatments 
in  a complex  medical  environ- 
ment. Cancer  patients  and  their 
families,  characteristically 
stressed  and  confused,  need  ac- 
cess to  caring,  informed  physi- 
cians to  help  make  critical  deci- 
sions. 

One  of  the  most  formidable 
cancer  control  challenges  to  phy- 
sicians today,  and  one  which  will 
become  more  difficult  in  the  fu- 
ture, is  planning,  coordinating, 
and  administering  multi-modal 


cancer  therapy.  State-of-the-art 
therapy  is  complex  and  requires 
numerous  inputs  from  different 
medical  specialties.  The  Cancer 
Control  Committee,  in  reviewing 
the  treatment  of  breast  tumors, 
found  cause  for  concern  in  this 
area.  The  goal  has  been  defined. 
It  now  needs  to  be  met. 

Summary 

Rhode  Island  has  one  of  the  high- 
est cancer  mortality  rates  in  the 
nation.  In  an  average  year,  about 
5000  new  cancers  are  reported  to 
the  Rhode  Island  Cancer  Registry, 
and  more  than  2300  Rhode  Is- 
landers succumb  to  the  disease. 
In  response  to  this  problem  the 
Rhode  Island  Department  of 
Health  assembled  cancer  experts 
from  around  the  state  to  plan 
priority  cancer  control  activities 
for  the  1990s.  Their  plan  for  1990- 
1992  is  the  subject  of  this  report. 
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Five  cancers  were  selected  as  the 
foci  of  cancer  control  activities: 
cancers  of  the  king,  colon-rec- 
tum, breast,  cervix,  and  oral  cav- 
ity. The  plan  proposes  preven- 
tion, screening,  and  treatment 
interventions  to  reduce  morbidity 
and  mortality  from  these  dis- 
eases. Rhode  Islanders  will  have 
to  work  together  to  achieve  the 
33%  reduction  in  cancer  mortal- 
ity proposed  as  a goal  for  the  year 
2000.  Surveillance  suggests  prog- 
ress on  some  fronts,  but  march- 
ing in  place  on  others. 
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I 


Approximately  one  woman 
in  ten  will  develop  breast 
cancer  in  her  lifetime. 


i Introduction 

I Breast  cancer,  the  most  common 
type  of  cancer  among  US  women, 
is  second  only  to  lung  cancer  as 
I a cause  of  cancer  death.  Approx- 
imately one  woman  in  ten  will  de- 
velop breast  cancer  in  her  life- 
time. In  Rhode  Island,  there  is 
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reason  to  be  particularly  con- 
cerned about  breast  cancer  since 
even  with  an  incidence  rate  that 
is  9%  lower  than  that  of  the  US, 
the  mortality  rate  is  7%  higher.' 
In  1989,  Rhode  Island  ranked  sec- 
ond in  the  nation  for  breast  can- 
cer mortality.^ 
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Risk  factors  for  breast  cancer 
have  been  fairly  well  delineated'^ 
and  include  1)  advanced  age,  2) 
history  of  breast  cancer  in  a first 
degree  relative,  3)  personal  his- 
tory of  breast  carcinoma,  or  dys- 
plastic  breast  disease,  4)  early 
menarche,  5)  late  menopause,  6) 
first  childbirth  at  age  after  30,  7) 
nulliparity,  8)  previous  high  lev- 
els of  chest  radiation,  9)  obesity 
and  10)  high  fat  diet.  Controversy 
still  exists  about  the  role  of  oral 
contraceptives  and  alcohol  use. 
Unfortunately  the  first  5 and  prob- 
ably the  6th  and  7th  risk  factors 
are  impossible  or  impractical  to 
modify.  The  potential  for  primary 
prevention  of  breast  cancer 
through  alterations  in  diet  and  en- 
vironment is  still  an  open  ques- 
tion. 


ABBREVIATIONS  USED: 

ACS:  American  Cancer  Society 
AMA:  American  Medical  Asso- 
ciation 

CBE:  clinical  breast  examina- 
tion 

RIBCSP:  Rhode  Island  Breast 
Cancer  Screening  Program 
SBE:  self  breast  examination 
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Consequently,  reductions  in 
breast  cancer  mortality  are  best 
achieved  by  secondary  preven- 
tion, ie,  early  detection  of  lesions. 
Methods  of  early  detection  in- 
clude self  breast  exam  (SBK), 
clinical  breast  exam  (CBE)  and 
screening  mammography.  Yet  de- 
spite American  Cancer  Society 
(ACS)  recommendations  for  reg- 
ular screening  with  breast  exams 
and  mammography,  only  about 
40%  of  women  nationally  and  70% 
of  women  in  Rhode  Island  had 
had  a breast  exam  within  the  past 
year,  and  only  30%  of  women  na- 
tionally and  36%  of  women  in 
Rhode  Island  had  had  a mam- 
mogram within  the  past  year.'*  -'’  *’ 

Fortunately,  within  the  last  dec- 
ade there  has  been  increasing 
awareness  of  breast  cancer  in  the 
US.  Twelve  national  organiza- 
tions now  recommend  screening 
mammography  annually  or  bien- 
nially for  women  age  40-49  and 
annually  beginning  at  age  50.  The 
American  Cancer  Society  contin- 
ues to  recommend  a baseline 
mammogram  between  age  35  and 
40.  A majority  of  states  currently 
have  legislation  mandating  some 
type  of  insurance  coverage  and/ 
or  quality  assurance  standards  for 
mammography.  In  addition,  there 
has  been  increased  attention  fo- 
cussed on  breast  cancer  in  the 
media. 

Women  themselves  and  their 
physicians  play  a role  in  insuring 
that  screening  is  accomplished. 
Several  surveys  have  delineated 
barriers  perceived  by  both  women 
and  physicians  to  screening  in 
general  and  mammography  in 
particular."’  '•  * Nationally  and  in 
Rhode  Island,  the  second  com- 
mon reason  women  cite  for  not 
having  a mammogram  is  lack  of 
physician  recommendation. ® 
Therefore,  in  1987,  in  order  to  de- 
termine Rhode  Island  physicians’ 
knowledge,  attitudes  and  behav- 
ior regarding  breast  cancer 
screening,  particularly  mammog- 


ra[)hy,  we  conducted  a survey  of 
Rhode  Island  [)rimary  care  phy- 
sicians and  coni[)ared  their  re- 
sponses with  [)hysicians  nation- 
ally. Given  the  high  breast  cancer 
mortality  rate  and  the  less  than 
optimal  mammography  screen- 
ing rate  in  Rhode  Island,  we  felt 
this  information  would  be  helpful 
in  developing  public  health  cam- 
paigns aimed  at  overcoming  bar- 
riers to  mammography  referral. 

Methods 

In  the  fall  of  1987,  300  primary 
care  physicians  with  practices  in 
Rhode  Island  were  surveyed  by 
telephone  to  measure  their  agree- 
ment and  compliance  with  ACS 
guidelines  for  cancer  screening. 
Three  updated  lists  of  physicians 
were  obtained  from  the  American 
Medical  Association  (AMA):  1) 
general/family  practitioners,  2) 
general  internists  and  3)  obstetri- 
cian/gynecologists. Names  were 
sampled  randomly  from  the  three 
lists,  with  the  objective  of  inter- 
viewing 100  physicians  from  each. 
Over  the  course  of  one  month, 
300  physicians  were  interviewed: 
89  general  and  family  practition- 
ers, 134  general  internists  and  77 
obstetrician/gynecologists. 

The  interview  form  contained 
questions  used  by  the  ACS  in  a 
nationwide  survey  of  primary  care 
physicians  in  1984.  The  Rhode  Is- 
land survey  was  conducted  by  the 
same  firm  that  conducted  the  na- 
tionwide survey  for  the  ACS.  Most 
of  the  1984  questions  were  asked 
in  Rhode  Island,  but  a few  were 
dropped  to  reduce  survey  costs. 
Questions  were  used  to  ascertain 
attitudes  towards  ACS  guidelines, 
compliance  with  them  and  rea- 
sons for  not  complying. 

Aggregate  responses  from  the 
1987  Rhode  Island  survey  and 
1984  and  1989  US  surveys  were 
standardized  to  the  distribution 
of  specialists  found  in  the  1989 
US  survey,  to  make  them  com- 
parable. The  proportions  of  gen- 


eral/family practitioners,  general 
internists  and  obstetrician/gyne- 
cologists surveyed  in  1989  were 
used  as  weights  for  responses 
from  the  1984  and  1987  surveys. 
All  data  in  Tables  1 tfirough  5 have 
been  weighted  accordingly.  The 
data  in  Table  6,  stratified  by  phy- 
sicians specialty  have  not  been 
weighted. 

Weighted  frequency  distribu- 
tions and  cross  tabulations  were 
constructed  from  individual  re- 
spon.ses  to  the  1987  Rhode  Island 
survey.  Comparable  statistics 
were  constructed  by  weighting 
aggregate  data  from  the  1984  and 
1989  ACS  surveys,  originally  pre- 
sented by  physician  specialty. 

Results 

In  the  1984  national  physician 
survey,  only  half  the  respondents 
reported  that  they  ever  ordered 
mammograms  in  asymptomatic 
women  with  no  family  history  of 
breast  cancer.  Conversely,  breast 
physical  exam  in  asymptomatic 
women  was  almost  universally 
accepted.  In  1987,  most  Rhode  Is- 
land physicians  accepted  mam- 
mography as  a screening  test,  as 
did  physicians  nationally  in  1989. 

Despite  the  same  level  of  gen- 
eral acceptance  of  mammogra- 
phy by  Rhode  Island  physicians 
and  their  colleagues  nationally, 
the  two  groups  reported  different 
influences  on  the  decision  to  or- 
der mammograms  for  asympto- 
matic patients.  Rhode  Island  phy- 
sicians were  less  likely  than 
physicians  in  the  United  States  as 
a whole  to  report  that  their  deci- 
sions were  influenced  by  cost,  re- 
liability, safety,  sensitivity  or 
availability  of  mammographic 
services. 

The  ACS  guidelines  recom- 
mend screening  mammograms 
biennially  for  women  40-49  years 
of  age  and  annually  for  all  women 
50  years  of  age  and  over,  in  ad- 
dition to  annual  CBE.  To  measure 
adherence  to  this  recommenda- 
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Table  1.  Percent  of  physicians  who  report  that  they  ever  order  a 
mammogram  or  perform  a clinical  breast  exam  for  an  asymptomatic 
patient  with  no  family  history  — Rhode  Island,  1987  and  United 
States,  1984  and  1989. 


US  Rl  US 

1984*  1987*  1989 

Mammogram 
Clinical  Breast  Exam 


50  94  96 

97  98  98 


'Standardized  to  distribution  of  specialties  in  US  1989  survey. 


Table  2.  Influences  on  the  decision  to  do  a screening  mammogram  in 
an  asymptomatic  patient  among  physicians  who  ever  order  screening 
mammograms  — Rhode  Island,  1987  and  United  States,  1989. 

Rl 

US 

1987 

1989 

Patient  can  afford 

** 

53 

Cost  to  patient 

18 

47 

Reliability  of  mammogram 

8 

42 

Availability  of  qualified  radiologist 

14 

29 

Low  chance  of  finding  positives 

4 

26 

Exposure  to  radiation 

8 

17 

Availability  of  dedicated  machine 

4 

16 

**  Not  available 

Table  3.  Percent  of  physicians  who  follow  or  exceed  American  Cancer 
Society  guidelines  for  breast  cancer  screening  with  all  patients  — 
Rhode  Island,  1987  and  United  States,  1984  and  1989. 


US 

Rl 

US 

1984 

1987 

1989 

All  Physicians  Surveyed 

Mammography 

11* 

43* 

37 

Clinical  Breast  Exam 

80* 

97* 

80 

General  & Family  Practitioners 

Mammogram 

9 

28 

34 

Clinical  Breast  Exam 

77 

96 

76 

General  Internists 

Mammogram 

9 

44 

37 

Clinical  Breast  Exam 

76 

96 

73 

Obstetricians/Gynecologists 

Mammogram 

17 

78 

42 

Clinical  Breast  Exam 

93 

100 

89 

‘Standardized  to  distribution  of  specialties  in  US  1989  survey. 


tion,  the  survey  asked  physicians 
what  proportion  of  their  eligible 
patients  had  been  screened  with 
CBE  or  referred  for  mammogram. 
Those  who  reported  that  they  had 
ordered  mammograms  and  had 
physically  examined  the  breasts 
of  100%  of  their  asymptomatic  fe- 
male patients  age  40  and  above 
were  considered  to  be  following 
the  guidelines.  In  1984,  while  80% 
of  physicians  surveyed  nationally 
reported  that  they  used  CBE  to 
screen  for  breast  cancer  in  all  of 
their  female  patients  age  40  and 
over,  only  11%  reported  using 
screening  mammography  in  all 
eligible  women.  In  1987,  virtually 
all  Rhode  Island  physicians  sur- 
veyed used  breast  physical  exam 
in  all  women  40  and  over,  and 
43%  reported  ordering  screening 
mammograms  for  all  eligible  pa- 
tients, almost  four  times  the  pro- 
portion in  1984.  Nationally,  the 
percentage  of  primary  care  phy- 
sicians who  reported  doing  breast 
physical  exams  according  to  ACS 
guidelines  did  not  change  be- 
tween 1984  and  1989,  but  there 
was  a more  than  three-fold  in- 
crease in  the  proportion  follow- 
ing the  guidelines  for  screening 
mammography. 

In  1987,  general  and  family 
practitioners  and  general  intern- 
ists in  Rhode  Island  were  more 
likely  to  use  CBE  in  asymptomatic 
patients  than  were  their  national 
colleagues  in  both  1984  and  1989. 
While  Rhode  Island  general  in- 
ternists were  more  likely  than  in- 
ternists nationally  to  order 
screening  mammograms  in  both 
1984  and  1989,  Rhode  Island  gen- 
eral and  family  practitioners  in 
1987  lagged  behind  their  national 
colleagues  in  1989.  Obstetrician/ 
gynecologists  nationally  and  in 
Rhode  Island  were  the  most  likely 
group  to  have  accepted  and  used 
both  these  screening  tests  ac- 
cording to  ACS  guidelines.  This 
finding  was  especially  true  for 
Rhode  Island  obstetrician/gyne- 
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cologists,  78%  of  whom  reported 
following  the  guideline  for  mam- 
mography and  1 00%  of  whom  re- 
ported following  the  guideline  for 
CBE. 

In  1984,  only  41%  of  US  phy- 
sicians reported  complete  agree- 
ment with  the  ACS  breast  cancer 
screening  guidelines.  The  re- 
maining 59%  reported  partial  or 
complete  disagreement.  In  1987, 
fully  71%  of  Rhode  Island  physi- 
cians reported  complete  agree- 
ment, nearly  the  same  as  was 
found  nationally  in  1989. 

Among  US  physicians  in  1984, 
the  most  common  reason  for  dis- 
agreeing with  the  mammography 
guidelines  was  that  the  test  was 
too  expensive,  with  fully  39%  of 
physicians  citing  cost  as  a factor. 
This  percentage  dropped  to  18% 
in  1989.  By  contrast,  in  1987  only 
2%  of  Rhode  Island  physicians 
cited  cost  as  a reason  for  dis- 
agreement. In  all  three  surveys, 
about  one  quarter  of  physicians 
responding  disagreed  with  the 
ACS  guideline  on  the  basis  of  the 
recommended  frequency  of 
mammography.  In  1984  and  1989 
a significant  number  of  US  phy- 
sicians disagreed  with  guidelines 
because  they  felt  mammograms 
were  not  needed  if  the  patient  had 
no  symptoms  or  no  family  history 
of  breast  cancer,  or  because  the 
yield  from  mammography  was 
low.  While  these  three  issues  de- 
creased in  importance  among  US 
physicians  between  1984  and 
1989,  they  were  of  little  or  vir- 
tually no  concern  to  Rhode  Island 
physicians  in  1987. 

A large  majority  of  physicians 
surveyed  in  Rhode  Island  and  in 
the  United  States  in  1989  reported 
that  they  were  more  inclined  to 
order  a screening  mammogram 
than  they  had  been  five  years  ear- 
lier. In  both  surveys,  “satisfactory 
yield”  was  most  commonly  cited 
as  the  reason  for  this  increased 
tendency.  “Patient  acceptance” 


and  “reliability  of  tests”  influ- 
enced national  physicians  some- 
what more  than  Rhode  Island 
physicians;  “ACS  recommenda- 
tions and  guidelines”  influenced 
each  group  equally. 

The  estimated  number  of  mam- 
mograms ordered  in  a typical 
month  by  Rhode  Island  physi- 
cians as  a whole,  and  Rhode  Is- 
land physicians  broken  down  by 
specialty,  was  nearly  identical  to 
the  number  estimated  by  US  phy- 
sicians as  a whole  and  by  spe- 
cialty. The  number  of  screening 
mammograms  as  a proportion  of 
total  mammograms  was  generally 
above  75%,  but  ranged  from  69% 
to  94%,  with  general  internists  or- 
dering the  highest  proportion  of 
screening  mammograms. 

Discussion 

According  to  women,  a physi- 
cian’s referral  for  a mammogram 
plays  a critical  role  in  whether 
they  have  one.  In  fact,  a 1987  sur- 
vey showed  that  60%  of  Rhode 
Island  women  whose  physicians 
recommended  having  a mam- 
mogram subsequently  had  one, 
compared  with  8%  of  women  with 
no  physician’s  recommendation. 
Since  physician  referral  is  key  to 
ensuring  screening,  we  have  at- 
tempted to  understand  what  bar- 
riers Rhode  Island  physicians 
perceive  in  following  screening 
guidelines. 

In  reviewing  the  data,  three  lim- 
itations must  be  understood.  First, 
despite  existing  ACS  guidelines 
for  breast  cancer  screening,  it  was 
not  until  July,  1989  that  12  na- 
tional organizations  including  the 
American  Cancer  Society,  the  Na- 
tional Cancer  Institute  and  the 
American  Medical  Association 
agreed  on  consensus  screening 
guidelines  for  women  40  and 
older.  Second,  the  data  cited  in 
this  article  are  based  on  physi- 
cian self-report  which  may  yield 
higher  numbers  for  CBE  and 


mammography  referral  than  ac- 
tual chart  review.  Third,  we  can- 
not assess  changes  in  behavior 
among  Rhode  Island  physicians, 
since  the  only  Rhode  Island-spe- 
cific physician  survey  was  done 
in  1987.  Nevertheless,  some  im- 
portant conclusions  can  be  drawn 
from  these  data. 

Clearly,  in  1987,  the  percentage 
of  Rhode  Island  physicians  who 
ever  ordered  a mammogram  was 
significantly  greater  than  the  1984 
national  percentage,  and  virtually 
equal  with  the  1989  national  per- 
centage. This  suggests  that  Rhode 
Island  physicians’  acceptance  of 
the  value  of  mammography  may 
have  developed  earlier  than  that 
of  their  national  colleagues.  Even 
in  1987,  Rhode  Island  physicians 
cited  fewer  barriers  to  screening 
mammography  in  asymptomatic 
women  than  did  their  national 
colleagues  in  1989.  In  fact,  issues 
relating  to  cost,  reliability  and 
availability  of  screening  mam- 
mography, which  were  signifi- 
cant problems  for  physicians  na- 
tionally even  in  1 989,  were  of  little 
or  almost  no  concern  to  Rhode 
Island  physicians  in  1987.  It  is 
plausible  to  attribute  some  of  this 
disparity  to  the  Health  Depart- 
ment’s Rhode  Island  Breast  Can- 
cer Screening  Program  (RIBCSP) 
which  provides  access  to  low  cost 
quality  mammography.  Although 
the  program  itself  was  not  fully 
operational  until  November,  1987, 
intense  groundwork  for  the  pro- 
gram was  being  laid  in  the  year 
prior  to  the  survey.  In  addition, 
the  Radiological  Society  of  Rhode 
Island  has  taken  a very  active  po- 
sition on  quality  assurance  for 
mammography,  and  it  is  very 
likely  that  their  work  has  been  in- 
fluential in  instilling  confidence 
in  mammography  in  Rhode  Is- 
land physicians  as  a whole.  The 
lack  of  confidence  by  physicians 
nationally  in  the  quality  of  serv- 
ices available  to  them  is  disturb- 
ing, and  underscores  the  need  for 
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Table  4.  Percent  of  physicians  who  agree  or  disagree  with  the 
American  Cancer  Society’s  breast  cancer  screening  guidelines  and 
reasons  for  disagreement  — Rhode  Island,  1987  and  United  States, 
1984  and  1989. 


US  Rl  US 

1984  1987  1989 


Agree  Completely 

41’ 

71’ 

72 

Disagree 

59’ 

29’ 

28 

Reasons  for  Disagreement 

Age  of  baseline  too  early 

** 

** 

35 

Annual  testing  too  frequent 

28 

23 

29 

Too  expensive 

39 

2 

18 

Not  needed  if  no  symptoms 

29 

8 

16 

Not  needed  if  no  family  history 

14 

4 

12 

Low  yield 

16 

1 

9 

’Standardized  to  distribution  of  specialties  in  US  1989  survey. 
“Not  available 


Table  5.  Percent  of  physicians  who  reported  that  they  were  more  or 
less  inclined  to  order  a screening  mammogram  than  they  had  been 
five  years  earlier — Rhode  Island,  1987  and  United  States,  1989. 

Rl 

US 

1987 

1989 

Less 

1’ 

0 

Same 

17’ 

19 

More 

82’ 

81 

More  Inclined  Because: 

Satisfactory  yield 

26 

29 

Recommended  by  ACS  and  literature 

18 

18 

Reliability  of  tests 

11 

17 

Acceptance  by  patients 

8 

16 

Radiation  decreased 

16 

7 

Increase  in  incidence  of  breast  cancer 

2 

6 

To  avoid  lawsuits 

3 

6 

Availability  from  local  hospital 

1 

4 

Decreased  cost 

0 

3 

’Standardized  to  distribution  of  specialties  in  US  1989  survey. 

Table  6.  Number  of  mammograms  that  physicians  report  they  order  in 
a typical  month  — Rhode  Island,  1987  and  United  States,  1989. 

Rl 

US 

1987 

1989 

All  Physicians  Surveyed 

Screening  Mammograms 

18 

18 

Total  Mammograms 

21 

20 

General  & Family  Practitioners 

Screening  Mammograms 

11 

13 

Total  Mammograms 

14 

15 

Internists 

Screening  Mammograms 

15 

16 

Total  Mammograms 

17 

17 

Obstetrician/Gynecologists 

Screening  Mammograms 

33 

32 

Total  Mammograms 

38 

38 

the  quality  assurance  initiatives 
being  undertaken  by  the  Ameri- 
can College  of  Radiology  and  the 
federal  government. 

As  noted,  the  number  of  phy- 
sicians nationally  and  locally  who 
order  screening  mammograms  on 
100%  of  their  patients  according 
to  ACS  guidelines,  is  significantly 
lower  than  the  number  who  ever 
order  screening  mammograms. 
Clearly  and  understandably,  phy- 
sicians feel  that  screening  may  not 
be  appropriate  for  each  and 
everyone  of  their  patients.  De- 
spite the  low  overall  rates,  in  1 987 
Rhode  Island  physicians  sur- 
passed their  national  colleagues 
for  referral  according  to  ACS 
guidelines.  Further,  even  though 
physicians  nationally  reported  an 
increase  in  adherence  to  ACS 
guidelines  between  1984  and 
1989,  they  still  lagged  behind 
Rhode  Island  physicians  in  vir- 
tually every  specialty.  This  dis- 
parity is  consistent  with  the  fact 
that  physicians  nationally  cite 
more  barriers  to  mammography 
than  Rhode  Island  physicians. 

Both  the  national  survey  and  the 
survey  in  Rhode  Island  indicate 
that  even  though  a large  percent- 
age agree  with  recommended 
guidelines,  many  physicians  do 
not  recommend  mammography 
to  all  their  patients.  As  noted  ear- 
lier, it  is  understandable  that  phy- 
sicians feel  that  screening  may  not 
be  appropriate  for  each  and  every 
woman  40  and  older.  The  most 
obvious  reason  is  that  there  are 
some  patients  for  whom  mam- 
mography would  never  be  appro- 
priate, either  due  to  comorbidity 
or  to  the  patients’  expressed  re- 
luctance or  refusal  to  have  treat- 
ment even  if  a malignancy  were 
found.  Second,  without  doubt 
some  providers  forget  to  recom- 
mend mammography  even  when 
such  a recommendation  would  be 
appropriate,  and  in  the  context  of 
a busy  practice  there  is  often  not 
adequate  time  to  address  this  pre- 
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ventive  care  issue.  Third,  in  tliese 
days  of  fragmented  care,  it  is  likely 
possil)le  that  some  providers  do 
not  assume  respousil)ility  for  long 
term  preventive  care  for  patients 
whom  they  see  only  episodically. 
It  is  not  surprising  ttien  ttiat  some 
women  re[)ort  several  visits  to 
physicians  each  year,  but  do  not 
recall  that  screening  for  breast 
cancer  was  ever  mentioned.  To 
the  extent  that  the  third  reason 
results  in  women  not  being 
screened,  primary  care  providers 
and  public  health  officials  must 
find  ways  to  assure  essential 
screening  tests  for  all  eligible 
women. 

More  puzzling,  however,  is  the 
frequency  with  which  physicians 
report  performing  clinical  breast 
exams  in  their  patients.  Rhode  Is- 
land physicians  utilized  CBE  in 
virtually  all  patients.  Nationally, 
in  contrast,  physicians  utilized 
clinical  breast  exam  less  often, 
and  there  was  no  change  in  uti- 
lization between  1984  and  1989, 
despite  the  large  increase  in  the 
use  of  mammography.  The  survey 
questions  do  not  enable  us  to  un- 
derstand these  differences  fully, 
but  some  possibilities  can  be 
considered.  One  may  speculate 
that  increased  awareness  of  breast 
cancer  screening  in  the  mid-1980s 
focussed  on  the  effectiveness  and 
technological  advancements  in 
mammography.  In  addition,  there 
was  an  increase  in  legislatively 
mandated  mammography  insur- 
ance coverage  throughout  the 
country  at  this  time.  Thus,  this 
emphasis  on  mammography 
could  be  responsible  for  the  na- 
tional increase  in  mammography 
use  between  1984  and  1989,  and 
the  lack  of  emphasis  on  CBE  rel- 
ative to  mammography  may  have 
allowed  physicians  nationally  to 
believe  that  no  change  in  their  be- 
havior regarding  CBE  was  nec- 
essary. 

However,  this  difference  in  em- 
phasis does  not  explain  why 


Rhode  Island  physicians  use  CBE 
more  frequently  than  their  col- 
leagues nationally  (97  vs  80%).  It 
is  possible  that  long-standing  |)ri- 
mary  care  training  [rrograms  in  the 
state  have  been  influential  in  the 
adoption  of  CBE  (traditionally 
considered  a standard  part  of  rou- 
tine gynecologic  care),  by  pri- 
mary care  physicians.  It  is  less 
clear  however  why  obstetrician/ 
gynecologists  nationally  perform 
CBE  less  frequently  than  their  col- 
leagues in  Rhode  Island. 

As  Table  5 shows,  “satisfactory 
yield”  is  the  major  reason  for  in- 
creased mammography  referral, 
nationally  and  locally.  Interest- 
ingly, although  1 in  10  women  in 
her  lifetime  will  ultimately  de- 
velop breast  cancer,  in  a popu- 
lation of  women  who  have  never 
been  screened  mammographi- 
cally  one  would  expect  to  find 
only  5-7  cancers  for  every  1000 
women  screened,  and  in  a pop- 
ulation of  women  who  have  been 
screened  regularly,  the  yield  drops 
to  3 per  1000.  Although  this  yield 
is  relatively  low,  the  perception 
of  satisfactory  yield  may  again  re- 
flect an  increased  confidence  in 
the  quality  of  mammography  in 
general. 

Particularly  interesting  is  that 
while  physicians  nationally  in 
1984  felt  cost  to  be  a significant 
reason  for  not  ordering  a mam- 
mogram, by  1989  they  had  sig- 
nificantly increased  their  rate  of 
ordering,  despite  the  fact  that  they 
still  perceived  cost  to  be  a major 
barrier  to  patients.  Perhaps  phy- 
sicians feel  that  the  quality  and 
reliability  of  mammograms  have 
improved  enough  to  override  the 
cost  issue.  Also  possible  is  that 
the  perception  of  an  increased 
vulnerability  to  malpractice  suits 
has  influenced  their  decisions. 
Whatever  the  reasons,  it  is  partic- 
ularly disturbing  that  cost  contin- 
ues to  be  perceived  as  a major 
issue  since  more  than  half  of  the 
states  have  some  type  of  coverage 


for  screening  mammography.  This 
underscores  the  need  for  broader 
coverage  of  screening  mammog- 
raphy and  fortunately  the  mam- 
mography benefits  contained  in 
the  repealed  Medicare  Cata- 
stro[)hic  Coverage  Act  have  been 
restored. 

In  summary,  while  physicians 
in  Rhode  Island  and  nationally 
appear  to  agree  equally  with  the 
American  Cancer  Society  breast 
cancer  screening  guidelines, 
Rhode  Island  physicians  report 
following  those  guidelines  to  a 
greater  degree  than  their  col- 
leagues nationally.  Issues  such  as 
cost  and  availability  do  not  ap- 
pear to  be  as  much  of  a problem 
for  Rhode  Island  physicians;  and 
this  may  be  due  to  the  small  size 
of  the  state  and  the  availability  of 
adequate  numbers  of  dedicated 
mammography  machines.  Con- 
cern about  quality  is  less  of  a 
problem  for  Rhode  Island  physi- 
cians and  we  must  credit  the 
Rhode  Island  Radiological  Soci- 
ety for  its  efforts  in  quality  assur- 
ance for  mammography.  In  ad- 
dition, the  Department  of  Health’s 
great  emphasis  on  breast  cancer 
screening  and  quality  assurance 
for  mammography  have  served  to 
increase  awareness  about  the 
need  for  screening.  Since  women 
state  that  lack  of  physician’s  rec- 
ommendation for  mammography 
is  the  second  most  important  rea- 
son they  do  not  have  mammo- 
grams, Rhode  Island’s  lead  in  ad- 
herence to  ACS  guidelines  is  an 
encouraging  foundation  upon 
which  to  build  increased  screen- 
ing in  the  state.  Nevertheless,  al- 
though Rhode  Island  physicians 
refer  for  mammography  more  fre- 
quently than  physicians  nation- 
ally, the  overall  rates  of  referral 
are  still  too  low.  With  more  effort, 
we  can  come  closer  to  reaching 
the  National  Health  Objectives  for 
the  Year  2000,  which  call  for  80% 
of  women  40  and  older  to  be 
screened  with  clinical  breast 
exam  and  mammogram. 
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Summary 

In  1987,  the  Rhode  Island  De- 
partment of  Health  conducted  a 
survey  of  Rhode  Island  primary 
care  physicians  to  determine  their 
attitudes  and  practices  regarding 
breast  cancer  screening,  partic- 
ularly their  use  of  clinical  breast 
exam  (CBE)  and  referral  for 
screening  mammography,  and 
compared  the  data  with  infor- 
mation obtained  from  primary 
care  physicians  in  the  US  in  1984 
and  1 989.  The  survey  showed  that 
the  same  percentage  of  Rhode  Is- 
land physicians  (71%)  and  phy- 
sicians nationally  (72%)  agree 
with  American  Cancer  Society 
(ACS)  guidelines  for  breast  can- 
cer screening,  but  Rhode  Island 
physicians  refer  for  mammogra- 
phy (43  vs  37%)  and  perform  CBE 
(97  vs  80%)  according  to  ACS 
guidelines  more  frequently.  Cost, 
reliability  and  availability  were  of 
greater  concern  to  physicians  na- 
tionally than  in  Rhode  Island.  De- 
spite better  use  of  breast  cancer 
screening  by  Rhode  Island  phy- 
sicians, only  43%  reported  refer- 
ring for  mammography  according 
to  guidelines.  Since  studies  in- 
dicate that  the  recommendation 
of  her  physician  is  a key  deter- 
minant of  a woman’s  decision  to 
have  a screening  mammogram, 
physician  referral  needs  to  in- 
crease in  order  to  meet  the  Year 
2000  Objectives  of  80%  for 
screening  mammography  for 
women  40  and  older. 
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MEDICAL  OFFICE  SPACE 

NORTH  PROVIDENCE:  1637  Mineral  Spring  Avenue.  Office 
condominiums  for  sale  or  lease.  Modern,  new  construction 
located  at  the  intersection  of  Routes  7 and  1 5.  Suites  available 
from  1 ,300  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Ample  parking  for  90  cars.  Total  building  25,600  SF. 

PROVIDENCE:  845  North  Main  Street.  Office  condominiums 
for  sale  or  lease.  Beautiful,  new  rehabilitation  project  located 
conveniently  off  Branch  Avenue  exit  of  1-95.  Suites  available 
from  1 ,000  SF  and  up.  Can  be  sold  finished  or  as  shell  space. 
Total  building  26,000  SF. 

PROVIDENCE  East  Side:  425  Angell  Street.  Office  space  for 
lease.  Modern  space  recently  renovated  interior  and  exterior. 
Ample  on-site  parking,  reasonably  priced.  Lease  rates  include 
parking,  heat,  taxes,  insurance  . . . tenant  only  pays  for  elec- 
tricity used.  700  SF  Suite  available. 

PROVIDENCE:  909  North  Main  Street.  Medical  office  building 
for  sale  or  lease.  Located  within  a mile  of  Miriam  Hospital, 
Charlesgate  Nursing  Home,  and  1-95  exit.  Three-story  masonry 
construction  of  1 6,374  SF.  Sold  whole  or  divisible.  Space  avail- 
able 1000  - 7000  SF  suites.  Asking  $1.1  million  or  S85.00/SF 
finished  units.  Parking  for  26 -r  cars. 

As  a bonus,  you  will  have  the  opportunity  to  consult  with 
an  architect  to  design  your  office’s  layout.  If  you  are  plan- 
ning a move  in  the  near  future  or  know  someone  who  is, 
call  me  ...  I specialize  in  medical  users  and  am  best 
qualified  to  assist  you. 

Contact:  Cindy  Morse 


PETER  M.SCCfm  & ASSOCIATES 

(401)421-8888 
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RIMS  INSURANCE 
BROKERAGE  CORPORATION 


• A wholly-owned  for-profit  subsidiary  of  the  Rhode  Island  Medical  Society. 


• Staffed  by  a fully  licensed,  professionally  trained,  uniquely  qualifed  manager 
who  has  twelve  years  experience  in  medical  liability  underwriting  in  Rhode 
Island. 


• Specializing  in  quality  service  to  Rhode  Island  physicians,  dentists  and  all 
other  health  professionals  who  are  insured  for  professional  liability  with  the 
Rhode  Island  JUA. 


Make  the  RIMS-IBC 
your  agent  of  record 
for  your  JUA  medical  liability  insurance 


Call  today  for  details 
(401)  272-1050 


INSURANCE  PROFESSIONALS 
SERVING 

HEALTH  CARE  PROFESSIONALS 
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Framework  for  the  Rhode  Island  Response  to 
the  Injury  Problem 


Ann  Thacher-Renshaw,  MS 
Thomas  W.  Largo,  MPH 
Harvey  E.  Zimmerman,  MA 
Jay  S.  Buechner,  PhD 
William  J.  Waters,  Jr.  Ph.D. 


Injury,  currently  the  fourth 
leading  cause  of  death  in 
the  United  States,  ac- 
counted for  more  years  of 
potential  life  lost  before  age 
65  (YPLL)  than  any  other 
cause. 


In  the  twentieth  century,  we  have 
made  great  strides  in  controlling 
infectious  disease  and,  more  re- 
cently, chronic  disease.  How- 
ever, the  injury  death  rate  has  re- 
mained relatively  constant  since 
1900.'  Injury,  currently  the  fourth 
leading  cause  of  death  in  the 
United  States,  accounted  for  more 


Ann  Thacher-Renshaw,  MS,  is  Di- 
rector of  the  Injury  Prevention 
Program  at  the  Rl  Department  of 
Health,  Providence,  Rhode  Is- 
land. 


Thomas  W.  Largo,  MPH,  is  Epi- 
demiologist for  the  Injury  Preven- 
tion Program  at  the  RI  Depart- 
ment of  Health,  Providence, 
Rhode  Island. 


Harvey  E.  Zimmerman,  MA,  is 
President  of  Spectrum  Research 
Services,  Inc. 


years  of  potential  life  lost  before 
age  65  (YPLL)  than  any  other 
cause.  Heart  disease,  cancer,  and 
stroke  precede  it  in  total  numbers 
of  deaths;  however,  in  Rhode  Is- 
land, injury  accounted  for  9,849 
YPLL  in  1988,  as  compared  to 
8,108  for  cancer,  4,592  for  heart 
disease,  and  only  916  for  stroke. 


Jay  S.  Buechner,  PhD,  is  Chief  of 
the  Office  of  Health  Statistics  at 
the  RI  Department  of  Health  and 
Clinical  Assistant  Professor  of 
Community  Health  at  Brown  Uni- 
versity, Providence,  Rhode  Is- 
land. 


William  J.  Waters,  Jr.,  PhD,  is  As- 
sociate Director  of  Health  for 
Health  Policy  at  the  RI  Depart- 
ment of  Health,  Principal  Inves- 
tigator for  the  Injury  Prevention 
Program  and  Clinical  Assistant 
Professor  of  Community  Health 
at  Brown  University,  Providence, 
Rhode  Island. 
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This  is  because  injury  is  the  pri- 
mary cause  of  death  for  children 
and  young  adults  aged  one  to  44 
(Fig  1 ).  This  premature  loss  of  life 
among  young  people,  in  addition 
to  the  burden  of  morbidity  and 
disability  from  injury,  makes  it  a 
particularly  compelling  public 
health  problem. 

Although  the  treatment  of  in- 
juries has  always  been  a medical 
responsibility,  prevention  has 
been  left  primarily  to  law  enforce- 
ment, highway  safety,  mental 
health,  and  social  service  agen- 
cies. Public  health  workers  have 


ABBREVIATIONS  USED: 

CDC:  Centers  for  Disease  Con- 
trol 

DWI:  driving  while  intoxicated 
MVC:  motor  vehicle  crashes 
NHTSA:  National  Highway 
Traffic  Safety  Administration 
NIAAA:  National  Institute  on  Al- 
cohol Abuse  and  Alcoholism 
YPLL:  years  of  potential  life  lost 
before  age  65 
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I’igure  1.  [-’ive  Leading  Causes  of  Death  in  Rhode  Island,  Ages  I to  44:  1979-1988 


been  relatively  slow  to  address  the 
injury  problem.  I lowever,  they  are 
learning  that,  like  di.seases,  injn 
ries  can  be  studied  and  prevented 
by  a[)[)lying  an  epidetniologic  a[)- 
proach. 

Risk  of  injury  is  related  to 
place  of  residence,  socio- 
economic status,  the  use  of 
alcohol  and  other  drugs, 
among  other  factors. 

Injury  is  formally  defined  as 
physical  damage  to  an  individual 
due  to  the  transfer  of  energy  (ki- 
netic, thermal,  and  chemical  en- 
ergy; electricity  and  radiation)  or 
the  absence  of  essentials  for  life 
such  as  oxygen  and  heat.  Expo- 
sure may  be  chronic  or  acute.  The 
nature  of  injuries  is  diverse,  just 
as  there  are  various  neoplasms, 
for  example.  Fractures,  burns, 
lacerations,  poisonings,  suffoca- 
tions, et  al  are  all  combined  into 
a single  injury  category  in  the  In- 
ternational Classification  of  Dis- 
eases.^ In  order  to  fully  describe 
injury  events,  injuries  also  are 
classified  by  how  they  happened. 
The  cause  of  injury  includes  in- 
formation about  the  circum- 
stances (fall,  slip,  crush,  etc),  the 
agent  (motor  vehicle,  gun,  ma- 
chine, etc),  the  location  (home, 
work  place,  roadway,  etc),  and 
whether  the  event  was  intentional 
(eg,  homicide)  or  unintentional 
(what  have  traditionally  been 
called  “accidents”). 

Although  injury  events  appear 
to  be  different,  both  intentional 
and  unintentional  injuries  are 
studied  together  because  they 
have  common  outcomes.  (In 
some  cases,  as  in  certain  single 
vehicle  crashes,  the  intentionality 
of  injuries  may  be  difficult  to  de- 
termine.) The  epidemiologic  dis- 
tributions of  intentional  and  un- 
intentional injuries  are  remarkably 
similar.  Both  are  a significant 
source  of  mortality  and  morbidity 


for  the  young,  especially  when 
compared  with  other  health  prob- 
lems. Males  predominate  in  all 
major  injury  categories.  Risk  of 
injury  is  related  to  place  of  resi- 
dence, socioeconomic  status,  the 
use  of  alcohol  and  other  drugs, 
among  other  factors. 

Recent  History  of  Injury  Control 
Efforts  in  the  United  States 

Accident  prevention  or  safety  pro- 
grams have  existed  for  a long 
time.  However,  within  the  last 
decade,  it  became  clear  that  in- 
sufficient national  attention  had 
been  paid  to  the  injury  problem. 
A 1983  law  authorized  the  Sec- 
retary of  the  Department  of  Trans- 
portation to  request  a study  on 
injury  by  the  National  Academy  of 
Sciences.  This  report,  published 
in  May  1985,  is  entitled  Injury  in 
America:  A Continuing  Public 
Health  Problem^  It  describes  the 
breadth  of  this  country’s  injury 
problem,  outlines  the  research 
needs  for  injury  epidemiology, 
prevention,  and  biomechanics 
and  makes  a clear  case  for  the 
establishment  of  a designated 
center  for  injury  control  within  the 
federal  government. 

In  the  five  years  since  the  pub- 


lication of  Injury  in  America,  much 
progress  has  been  made  toward 
a structure  for  national  efforts  to 
reduce  the  injury  problem.  The 
Centers  for  Disease  Control  (CDC) 
in  Atlanta  were  designated  by 
Congress  to  be  the  location  for 
the  injury  center.  The  Center  for 
Environmental  Health  and  Injury 
Control  includes  the  Division  of 
Injury  Control  and  is  responsible 
for:  (1)  injury  research  and  the 
improvement  of  injury  data,  (2) 
training  of  professionals  in  the 
concepts  of  injury  control,  (3) 
promotion  of  state  and  local 
health  department  injury  pro- 
grams, and  (4)  coordination  of  in- 
jury control  efforts  nationwide. 
Early  progress  was  hampered  by 
limited  recognition  of  CDC’s  lead- 
ership role  as  well  as  a lack  of 
resources  to  accomplish  the  goals 
which  were  set  out. 

Professionals  at  a 1985  confer- 
ence identified  the  need  for  a 
publication  directed  at  injury 
control  practitioners  to  serve  as  a 
companion  volume  to  Injury  in 
America  which  was  directed  at  re- 
search needs.  Injury  Prevention: 
Meeting  the  Challenge"^  is  the  re- 
sult of  a successful  collaboration 
between  three  federal  agencies; 
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CDC,  National  Highway  Traffic 
Safety  Administration  (NHTSA), 
and  the  Office  of  Maternal  and 
Child  Health  and  Resources  De- 
velopment. A multidisciplinary  ad 
hoc  National  Committee  for  Injury 
Prevention  and  Control  provided 
the  content  for  the  book.  Its  mem- 
bers came  from  public  and  pri- 
vate organizations  and  national, 
state,  and  local  levels  of  injury 
practice,  research,  and  teaching. 
Published  in  1989,  the  book  is  a 
practical  volume  which  tells  how 
to  design,  implement,  and  eval- 
uate injury  prevention  programs 
and  describes  the  current  state  of 
knowledge  about  injury  control. 

In  1987,  Congress  directed  that 
a study  of  injury  costs  be  con- 
ducted jointly  by  NHTSA  and  CDC. 
The  resulting  1989  report  to  Con- 
gress, entitled  Cost  of  Injury  in  the 
United  States,^  was  a comprehen- 
sive analysis  of  the  fiscal  impact 
of  injury  and  associated  disability 
on  this  country.  Each  of  these 
publications  has  added  weight  to 
the  argument  that  more  federal 
resources  should  be  committed 
to  injury  control. 

Injury  prevention  finally  seems 
firmly  established  among  na- 
tional health  priorities.  The  pub- 
lication this  fall  oi Healthy  People 
2000:  National  Health  Promotion 
and  Disease  Prevention  Object- 
ives^ documented  that  it  is  a clear 
priority.  This  volume,  which  will 
guide  health  policy  for  the  next 
decade,  identifies  22  priority  areas 
of  objectives  of  which  Violence 
and  Abusive  Behavior  (Priority 
Area  7)  and  Unintentional  Inju- 
ries (Priority  Area  9),  deal  specif- 
ically with  injury  problems.  Oth- 
ers, including  Alcohol  and  Other 
Drugs  (Priority  Area  4)  and  Oc- 
cupational Safety  and  Health 
(Priority  Area  10),  have  objectives 
which  relate  directly  to  injury 
control.  The  objectives  for  injury 
present  a clear  mandate  for  injury 
control  programs  at  the  state  and 
local  level. 


December,  1990  — Vol.  73 


Histoiy  of  the  Rhode  Island 
Department  of  Health 
Response 

The  Rhode  Island  Department  of 
Health  has  been  in  the  forefront 
of  the  national  effort  to  promote 
injury  control.  The  1988  Harvard 
School  of  Public  Health’s  survey 
of  state  health  departments'  re- 
ported that  Rhode  Island  was  one 
of  32  states  with  injury  control 
programs.  Historically,  most  ef- 
forts have  focused  on  specific  tar- 
get injuries  and/or  groups  and 
have  involved  personnel  from 
various  divisions  within  the  de- 
partment. 

The  Department  of  Health  has 
been  active  in  setting  injury  con- 
trol policy  for  many  years.  Spe- 
cific injury  control  agendas  were 
contained  in  all  three  State  Health 
Plans  (1980,  1983,  and  1986)*'®  '“ 
which  were  developed  by  the 
Statewide  Health  Coordinating 
Council.  These  plans  included 
goals  to  reduce  “accidents”  (ie, 
unintentional  injuries),  homi- 
cide, and  suicide  and  recom- 
mended strategies  for  home 
safety,  transportation  safety,  oc- 
cupational safety,  and  substance 
abuse  prevention.  A more  recent 
planning  effort  on  Rhode  Island’s 
need  for  a developed  trauma 
system"  again  included  recom- 
mendations, not  just  for  an  im- 
proved treatment  system,  but  for 
the  prevention  of  injuries  through 
legislation. 

Rhode  Island  had  some  early 
success  in  injury  control  legisla- 
tion. The  Department  of  Health 
supported  passage  of  a child  re- 
straint law,  which  passed  in  1980, 
the  second  such  law  in  the  na- 
tion. The  stress  on  protection  of 
motor  vehicle  occupants  has 
continued  to  the  present.  In  1983, 
the  Department  sponsored  a sub- 
stantial seat  belt  use  policy  initi- 
ative, and  efforts  to  encourage  the 
use  of  passenger  restraint  sys- 
tems are  ongoing.  They  include 
the  dissemination  of  educational 


materials  on  passenger  restraint 
systems  for  adults  and  children. 
The  planning  efforts  described 
previously  have  led  to  the  devel- 
opment and  support  of  legisla- 
tion for  mandatory  seat  belt  use, 
mandatory  motorcycle  helmet 
use,  and  stronger  laws  governing 
driving  while  intoxicated  (DWl). 

Suicide  prevention  has  been  a 
particular  focus  of  the  Division  of 
Family  Health.  A legislative  ap- 
propriation sponsored  by  the 
Lieutenant  Governor’s  Task  Force 
on  Teenage  Suicide,  along  with 
grant  money  from  the  New  Eng- 
land Network  to  Prevent  Child- 
hood Injury,  funded  the  collec- 
tion and  analysis  of  Rhode  Island 
Hospital  Emergency  Department 
data  on  adolescent  suicide  at- 
tempters.'^  This  effort  was  a col- 
laboration between  the  Depart- 
ment of  Health,  Rhode  Island 
Hospital,  and  the  Brown  Univer- 
sity Department  of  Child  Psychia- 
try. 

The  Rhode  Island  Department 
of  Health  has  been  successful  in 
obtaining  federal  support  for  re- 
search and  prevention  activity  on 
specific  injury  problems.  From 
1984  to  1987,  NHTSA  sponsored 
emergency  department  based 
surveillance  of  motor  vehicle  in- 
juries. This  allowed  for  the  mon- 
itoring of  the  characteristics  of 
those  injured  in  motor  vehicle 
crashes.  The  Community  Alcohol 
Abuse/Injury  Prevention  Project 
was  funded  from  1985  to  1989  by 
CDC  and  the  National  Institute  on 
Alcohol  Abuse  and  Alcoholism 
(NIAAA).  Follow-up  research 
continues  under  the  sponsorship 
of  NIAAA.  This  project  aimed  to 
measure  the  effects  of  programs 
to  reduce  alcohol-related  mortal- 
ity and  morbidity  resulting  from 
assaults  and  motor  vehicle 
crashes.'^  In  1989,  CDC  funded  the 
Rhode  Island  Department  of 
Health  Office  of  Health  Statistics 
to  conduct  a project  for  the  sur- 
veillance of  injury  morbidity  in 
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Rhode  Island.  The  project  will 
work  to  improve  the  reporting 
system  of  hospital  discharges  for 
injuries. 

To  date,  the  broadest  initiative 
impacting  injury  in  Rhode  Island 
began  in  1989  as  a program 
funded  for  a four-year  period  by 
CDC.  The  Injury  Prevention  Pro- 
gram is  intended  (1)  to  centralize 
coordination  of  the  various  De- 
partment of  Health  injury  control 
functions  within  the  Division  of 
Health  Policy,  (2)  to  assess  injury 
information  needs,  (3)  to  develop 
a comprehensive  statewide  injury 
control  plan,  and  (4)  to  imple- 
ment specific  prevention  pro- 
grams. Findings  from  early  work 
from  this  project  are  reported  next. 

Setting  Injury  Prevention 
Priorities  for  Rhode  Island 

Priorities  for  injury  control  will  be 
based  on  injury  data.  Likewise, 
appropriate  interventions  will  be 
targeted  through  evaluation  of  the 
distribution  of  injuries  through- 
out the  state.  Therefore  the  as- 
sessment of  existing  injury  data 
sets  and  the  improvement  of  data 
quality  and  accessibility  are  im- 
portant functions  of  the  Injury 
Prevention  Program. 

Available  data  sources  can  pro- 
vide information  essential  to  in- 
jury research,  including: 

• who  is  injured  (age,  sex, 
race,  socioeconomic  status) 

• when  injury  events  occur 
(day  of  week,  date,  time) 

• cause  of  injury 

• location  of  the  injury  event 
(eg,  home,  work,  school) 

• risk  factor  information  (eg, 
use  of  alcohol  or  other  drugs, 
safety  belt  or  helmet  use) 

• severity  of  injury 

Several  important  sources  of 
injury  data  are  being  analyzed  by 
the  Injury  Prevention  Program. 
Their  utility  for  describing  injury. 
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their  comprehensiveness,  and 
their  accessibility  vary. 

Appropriate  interventions 
(for  injury  control)  will  be 
targeted  through  evalua- 
tion of  the  distribution  of 
injuries  throughout  the 
state. 

Death  certificates  provide  de- 
mographic and  cause  of  death  in- 
formation for  all  deaths  occurring 
in  Rhode  Island.  While  the 
amount  of  injury  information  is 
relatively  limited,  the  data  set  is 
accurate  and  readily  accessible. 
A study  utilizing  Rhode  Island 
death  certificates  will  be  dis- 
cussed subsequently. 

The  Medical  Examiner’s  Office 
investigates  all  injury  deaths  oc- 
curring within  Rhode  Island.  This 
highly  accurate  data  set  provides 
more  injury  information  than 
death  certificates;  however,  the 
lack  of  a computerized  data  base 
makes  access  to  the  information 
difficult. 

Hospital  discharge  data  are 
highly  accessible  and  provide 
valuable  injury  morbidity  infor- 
mation. Data  are  abstracted  from 
discharge  records.  The  recording 
of  external  cause  of  injury  (E- 
codes)  will  be  improved  through 
the  efforts  of  the  Injury  Surveil- 
lance Project. 

A trauma  registry  located  at  the 
Rhode  Island  Hospital  is  cur- 
rently being  developed.  In  addi- 
tion to  detailed  injury  information 
on  trauma  cases  referred  to  the 
Trauma  Center,  the  computerized 
registry  will  provide  measures  of 
injury  severity  for  this  important 
group  of  hospitalizations. 

Emergency  departments  are 
potentially  an  excellent  source  of 
injury  morbidity  information.  The 
data  currently  are  inaccessible, 
however,  since  they  are  not 
standardized  or  computerized  in 
most  Rhode  Island  hospitals. 


Both  mortality  and  morbidity 
data  are  necessary  to  produce  an 
accurate  picture  of  injuries  in 
Rhode  Island.  Most  people  who 
are  injured  do  not  die  of  their  in- 
juries, but  suffer  a range  of  injury 
severity.  Mortality  may  be  thought 
of  as  the  tip  of  a pyramid.  For 
instance.  Cost  of  Injury  docu- 
ments that  for  every  injury  death 
in  the  US  there  are  16  hospitali- 
zations and  381  injuries  not  re- 
sulting in  hospitalization.  Injury 
morbidity  data  provide  the  re- 
searcher with  more  information 
with  which  to  study  the  causes 
and  consequences  of  injury.  In 
addition,  the  injury  problem  as 
portrayed  by  morbidity  data  may 
be  substantially  different  than  as 
seen  through  mortality  data. 

Mortality  Data  Overview 

An  analysis  of  ten  years  (1979- 
1988)  of  Rhode  Island  injury  mor- 
tality data  from  death  certificates 
is  being  completed;  this  study 
provides  a descriptive  epidemiol- 
ogy of  injury  mortality.  The  major 
causes  of  injury  mortality  to  Rhode 
Islanders  during  1979-1988  are 
shown  in  Fig  2.  The  age  and  sex 
distributions  for  the  top  four  lead- 
ing causes  of  death  are  illustrated 
in  Figs  3-6. 

Motor  Vehicle  Crashes:  The  in- 
jury mortality  rate  is  highest  for 
motor  vehicle  crashes  (MVC):  13 
deaths  annually  per  100,000  pop- 
ulation. Victims  in  this  category 
consist  of  motor  vehicle  occu- 
pants, motorcyclists,  bicyclists, 
and  pedestrians.  During  the  pe- 
riod 1979-1988,  there  were  an  av- 
erage of  125  deaths  per  year  due 
to  MVCs.  Fig  3 illustrates  that  for 
all  age  groups  males  have  higher 
traffic  mortality  rates  than  fe- 
males. Among  males,  those  aged 
15  to  24  are  at  highest  risk;  mor- 
tality rates  decrease  with  increas- 
ing age  groups  until  the  65  and 
over  age  group.  The  profile  for  fe- 
males is  similar,  except  that 
women  aged  65  and  over  are  most 
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Figure  2.  Leading  Causes  of  Injury  Mortality  in  Rhode  Island,  1979-1988 
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at  risk.  Additional  data  on  risk 
factors  and  health  are  needed  to 
understand  these  findings  more 
fully. 

Suicide:  Suicide  is  second  only 
to  MVCs  as  a cause  of  injury  death 
in  Rhode  Island.  The  annual 
number  of  suicides  for  the  ten  year 
period  1979-1988  was  107.  The 
actual  annual  average  may  be 
higher  since  suicides  are  likely 
underreported.  The  low  rate  for 
children  less  than  fifteen  years  old 


(Fig  4)  is  misleading  since  sui- 
cides are  not  rare  for  those  under 
10.  For  all  age  groups,  the  rate  for 
males  is  more  than  twice  that  for 
females;  in  fact,  males  aged  15- 
24  have  more  than  seven  times 
the  risk  of  committing  suicide 
than  their  female  counterparts.  At 
highest  risk  in  Rhode  Island  are 
males  aged  25-34.  Middle-aged 
women  have  the  highest  suicide 
rate  of  their  gender,  moderately 
elevated  relative  to  other  age 


groups. 

Falls:  An  average  of  60  Rhode 
Island  residents  die  annually  due 
to  falls.  As  dramatically  illus- 
trated in  Fig  5,  fatal  falls  occur 
primarily  among  the  elderly.  The 
rate  for  those  aged  65  and  over  is 
10  times  the  rate  of  the  next  high- 
est group  (55-64  age  group).  Be- 
cause Rhode  Island  has  a rela- 
tively large  elderly  population, 
falls  are  the  third  leading  cause 
of  injury  mortality  in  the  state.  For 
almost  every  age  group,  the  mor- 
tality rate  for  falls  is  higher  for 
males  than  females. 

Homicide:  From  1979  to  1988, 
an  average  of  42  Rhode  Islanders 
were  murdered  annually.  As  with 
other  injuries,  males  are  at  higher 
risk  (Fig  6).  The  homicide  rate  is 
greatest  for  25-34  year  old  men; 
their  rate  is  more  than  three  times 
that  of  women  in  the  same  age 
group.  Among  females,  those 
aged  15-24  are  at  highest  risk.  Fol- 
lowing their  respective  peaks, 
homicide  rates  decrease  with  age 
for  both  genders. 

Year  2000  Injury  Objectives:  As 
has  been  discussed,  the  Year 
Health  2000  objectives  set  forth 
specific  national  objectives  for  in- 
jury prevention  to  be  achieved  by 
the  year  2000.  Utilizing  Rhode  Is- 
land death  certificate  data,  com- 
parisons can  be  made  with  those 
objectives,  and  prevention  prior- 
ities can  be  determined.  Target 
mortality  rates  are  presented  in 
Table  1 along  with  the  respective 
US  and  Rhode  Island  rates.  The 
state’s  mortality  rates  are  below 
the  Year  2000  Health  Objectives 
for  several  injury  causes.  How- 
ever, target  rates  for  this  state  will 
need  to  be  established  in  order 
for  us  to  contribute  to  meeting  the 
national  objective. 

The  Next  Steps 

This  paper  has  described  some 
of  the  important  developments  in 
injury  control  which  have  oc- 
curred. Under  the  auspices  of  the 
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Inj  iiry  F^revention  [^rogram,  a 
planning  effort  for  the  Rhode  Is- 
land Department  of  I lealtti  has 
begun.  An  Injury  f^revention  Idan- 
ning  Committee  was  appointed  by 
the  Director  of  1 lealth  to  bring 
community  perspectives  to  this 
issue;  it  began  meeting  in  May 
199U.  This  committee  has  16 
members,  including  physicians 
from  a variety  of  specialties,  rep- 
resentatives of  state  agencies,  and 
representatives  of  private  organi- 
zations concerned  with  injury  is- 
sues. The  committee  expects  to 
report  recommendations  for  a 
planned  departmental  approach 
to  injury  issues  early  in  1991 . Rec- 
ommendations will  undoubtedly 
address  injury  data  needs,  make 
recommendations  for  priority 
areas  to  be  explored  for  interven- 
tion programming  and/or  legis- 
lative approaches,  and  include  the 
need  for  a more  comprehensive 
planning  process  to  set  specific 
Rhode  Island  injury  goals  for  the 
year  2000. 

Activities  in  Progress:  Some  ac- 
tivities for  the  next  year  have  al- 
ready been  identified.  The  De- 
partment of  Health  will  continue 
to  advocate  for  those  legislative 
actions  which  have  already  been 
endorsed.  Such  proposed  legis- 
lation includes  a universal  man- 
datory seat  belt  law,  required  mo- 
torcycle helmet  use  for  all  drivers 
and  passengers,  and  reduced  le- 
gal blood  alcohol  content  for  de- 
fining DWI.  Injury  Prevention  Pro- 
gram staff  will  continue  to  identify 
and  track  all  proposed  legislation 
affecting  the  prevention  of  inju- 
ries in  the  state.  This  tracking  be- 
gan in  the  1990  legislative  ses- 
sion. Information  will  be  regularly 
shared  through  the  project  news- 
letter, Injury  Information.  There 
will  also  be  continuing  investi- 
gation of  legislative  models  from 
other  states  as  well  as  the  devel- 
opment of  new  proposals  to  meet 
the  needs  of  Rhode  Island. 

Another  clear  avenue  for  inter- 
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Figure  5.  Fatalities  from  Falls  in  Rhode  Island,  1979-1988 


vention  is  increased  enforcement 
of  the  many  protective  laws  which 
already  exist.  For  example,  the 
child  safety  seat  law  has  existed 
in  Rhode  Island  for  over  ten  years. 
However,  observation  shows  that 
compliance  with  this  law  is  far 
from  universal.  A study  done  in 
Tennessee  demonstrated  that  the 
level  of  citations  issued  for  non- 
use of  safety  seats  had  a direct 


impact  on  the  level  of  child  fa- 
talities occurring  in  motor  vehi- 
cles crashes.''*  A review  of  exist- 
ing injury-related  laws  and  their 
current  level  of  enforcement  is 
needed. 

Other  already  identified  ap- 
proaches to  injury  prevention 
include  environmental  modifica- 
tion, product  design,  and  edu- 
cation. All  of  these  are  being 
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Figure  6.  Homicides  in  Rhode  Island,  1979-1988.  planned  to  reduce  Rhode  Island’s 

injury  problem.  Research  has 
made  it  clear  that  the  more  au- 
tomatic a protection  is  the  greater 
chance  it  has  of  successfully  re- 
ducing injury.  Traditional  safety 
education  approaches  should  be, 
in  large  part,  supplanted  with  in- 
terventions which  do  not  rely 
solely  on  persuading  individuals 
to  do  what  is  best  for  them.  How- 
ever, educational  interventions 
are  also  important  to  implement 
on  the  state  and  local  level. 

New  Initiatives:  In  the  second- 
year  plan  for  the  Injury  Prevention 
Program  submitted  to  CDC,  some 
specific  injury  control  programs 
have  already  been  identified  and 
funded.  They  include: 

• Training  in  the  public  health 
approach  to  injury  for  health 
professionals 

• Conference  on  Year  2000  In- 
jury Objectives  for  Rhode  Is- 
land in  Spring  1991 

• Speakers  bureau  to  dissem- 
inate injury  prevention  infor- 
mation to  consumer  groups 

• Educational  campaign  on 
seat  belt  use 

• Other  cooperative  projects 
including  a bicycle  helmet 
project,  a program  to  reduce 
work  site  injuries,  and  a vio- 
lence prevention  project. 

Many  injury  control  measures 
are  best  implemented  on  a local 
basis  rather  than  statewide. 
Therefore,  the  Department  of 
Health  programs  will  include 
many  community-specific  efforts. 
For  example,  a summer  program 
in  urban  areas  at  high  risk  for  fatal 
house  fires  will  install  smoke  de- 
tectors in  housing  units  and  re- 
place batteries  in  existing  detec- 
tors. This  program  is  being 
designed  as  an  expansion  of  the 
existing  pediatric  lead  screening 
program  in  the  Division  of  Family 
Health. 

Local  solutions  for  traffic  injury 
problems  will  be  sought  through 
a program  of  competitive  small 
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Table  1.  National  Mortality  Objectives  for  Year  2000  (rates  per 
100,000) 

Injury  Cause 

1987 

U.S. 

1984-88 

R.l. 

Year  2000 
Goal 

Homicide 

8.5 

4.4 

7.2 

Suicide 

11.7 

10.8 

10.5 

Motor  Vehicle  Crash 

19.1 

13.1 

17.0 

Fall 

2.7 

5.4 

2.3 

Drowning 

2.1 

1.0 

1.3 

Fire 

1.5 

1.5 

1.2 

Table  2.  Rhode  Island  Department  of  Health  Injury  Prevention 
Planning  Committee 

Joseph  Pfeifer,  MD;  Chair 

Rhode  Island  Hospital 
Trauma  Center 

Stanley  M.  Aronson,  MD 

Brown  University 
School  of  Medicine 

Sharon  K.  Brinkworth 

Rl  Safety  Belt  Coalition 

Karen  Costello 

American  Red  Cross 
Narragansett  Bay  Chapter 

Richard  Dvorin,  MD 

Rhode  Island  Group  Health  Assn. 
Department  of  Pediatrics 

Mel  H.  Epstein,  MD 

Rhode  Island  Hospital 
Department  of  Neurosurgery 

Esther  Giammarco 

Department  of  Education 
Driver  Education  Program 

James  Burns 

Fire  Marshall’s  Office 

Anthony  Maione 

The  Samaritans 

Donald  R.  Morath,  MD 

Roger  Williams  General  Hospital 

Eugene  Nadeau 

Dept,  of  Mental  Health,  Retardation 
and  Hospitals,  General  Hospital 

Marianne  Raimondo 

Hospital  Association  of  Rl 
Quality  and  Information  Services 

Donna  Sassi,  RN 

Rl  Emergency  Nurses  CARE 

William  Tocco 

Johnston  Police  Department 

David  M.  Trainor 

Rl  State  Police 

Edward  J.  Walsh 

Governor’s  Office  on  Highway  Safety 
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grants  to  community  programs; 
this  program  is  being  adminis- 
tered in  cooperation  with  the 
Governor’s  Office  on  Highway 
Safety.  The  Injury  Prevention  Pro- 
gram will  provide  technical  as- 
sistance, but  the  [)rograms  will  be 
implemented  by  people  within  lo- 
cal communities.  At  least  four 
projects  will  be  selected  in  the 
state  to  address  problems  such  as 
bicycle  injuries,  DWI,  and  pas- 
senger restraint  use. 

Conclusion 

The  injury  control  activities  pur- 
sued through  these  short  term 
federal  funds,  even  when  added 
to  already  established  programs, 
will  only  begin  to  impact  injury 
mortality  and  morbidity.  How- 
ever, they  will  support  the  devel- 
opment of  an  approach  which  will 
enable  public  health  to  make  the 
same  kind  of  progress  on  the  con- 
trol of  injuries  as  it  did  with  in- 
fectious disease  earlier  in  the 
century.  We  expect  that  the  med- 
ical community  will  continue  to 
be  key  participants  in  this  proc- 
ess and  that  they  will  play  a lead- 
ership role  in  the  injury  control 
movement  in  Rhode  Island. 

Summary 

Injuries  are  the  fourth  leading 
cause  of  death  in  Rhode  Island  as 
well  as  the  US  and  are  responsi- 
ble for  the  greatest  amount  of  pre- 
mature death.  Recent  years  have 
brought  more  national  attention 
to  the  role  of  public  health  in  in- 
jury prevention.  The  Rhode  Island 
Department  of  Health  has  been 
involved  in  a variety  of  injury  con- 
trol research,  programs  and  leg- 
islation. In  1989,  the  Injury  Pre- 
vention Program  was  funded 
through  a grant  from  the  Centers 
for  Disease  Control  to  coordinate 
and  implement  injury  control  pro- 
grams in  the  Department.  Injury 
prevention  priorities  are  set  on  the 
basis  of  mortality  and  morbidity 
data.  An  analysis  of  Rhode  Island 
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death  certificate  data  from  1979 
to  1988  reveals  that  motor  vehicle 
crashes,  suicides,  falls,  and  hom- 
icides are  the  leading  causes  of 
injury  deaths.  Age  patterns  vary 
for  each  cause,  but  males  pre- 
dominate in  all  categories  of  in- 
jury deaths.  Activities  to  reduce 
injuries  are  underway  or  planned. 
Physicians  will  play  key  roles  in 
this  effort. 
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For  both  sexes,  ages  15-19 
years  registered  the  highest 
rates  of  overall  motor  ve- 
hicular trauma  . . . 


Motor  vehicular  trauma  is  the 
leading  cause  of  injury  mortality 
in  Rhode  Island,'  as  in  the  United 
States. 2 However,  such  deaths 
represent  just  the  tip  of  the  injury 
iceberg.  In  order  to  provide  a more 
comprehensive  picture  of  the  road 
toll  and  to  evaluate  countermea- 
sures, principally  an  anticipated 
universal  mandatory  seat  belt  use 
law,  the  Rhode  Island  Depart- 
ment of  Health  undertook  the  first 
reported  investigation  of  motor 
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vehicular  trauma  in  the  nation  to 
use  statewide  hospital  emer- 
gency department  data.'^  The 
methodology  employed  was  sim- 
ilar to  that  used  in  the  Northeast- 
ern Ohio  Trauma  Study.'’  Comple- 
menting a previous  report,^  this 
report  presents  detailed  traffic 
trauma  rates  by  demographic  and 
road-use  characteristics,  and  a 
comparison  of  the  age-sex  com- 
position of  total  and  severe  trauma 
cases,  respectively,  with  that  of 
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the  Rhode  Island  population.  The 
observation  period  was  calendar 
years  1984  and  1985. 

Materials  and  Methods 

Cases  comprised  a 25%  system- 
atic sample  of  first  encounter  mo- 
tor vehicle  traffic  trauma  patients 
treated  during  1984  and  1985  in 
the  emergency  department  of  any 
of  the  12  civilian,  acute  care, 
nonpsychiatric  hospitals  in  Rhode 
Island  with  such  a facility.  They 
further  pertained  to  patients  who 
were  Rhode  Island  residents  of 
known  age  and  sex,  and  who  were 
or  could  be  assigned  an  external 
cause  of  injury  code  (E-code) 
within  ranges  E810-E816  and 
E818-E819  according  to  the  ninth 
revision  of  the  International  Clas- 
sification of  Diseases,  Clinical 
Modification.^  Adhering  to  the 
same  E-codes,  a complete  enu- 
meration of  traffic  fatalities  was 
obtained  from  official  vital  rec- 
ords on  Rhode  Island  residents 
who  died  as  a result  of  motor  ve- 
hicular trauma  sustained  on  pub- 
lic roads  in  Rhode  Island  within 
the  observation  period.  The  vital 
records  are  maintained  by  RIDH. 
The  study  population  (n  = 6,268) 
was  reduced  by  0.4%  to  eliminate 
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cases  with  unknown  age  or  sex. 

Numerators  in  the  overall  rates 
were  annual  averages  of  motor 
vehicular  trauma  occurrence  that 
was  estimated  from  weighted 
emergency  department  cases. 
Weights  were  ttie  inverse  of  the 
saiTipling  fraction;  that  is,  four. 
Numerators  in  the  severe  trauma 
rates  were  annual  averages  of  a 
combination  of  weighted  nonfa- 
tal  admissions  and  total  fatalities. 
Again,  the  weights  were  the  in- 
verse of  the  sampling  fraction.  For 
analysis  of  severe  trauma,  which 
was  operationalized  as  motor  ve- 
hicular trauma  resulting  in  death 
or  hospital  admission,  the  initial 
age  groups  were  collapsed  due  to 
small  numbers.  The  enlarged  cat- 
egories typically  embraced  age 
groups  which  manifested  similar 
overall  trauma  rates.  Rate  denom- 
inators were  corresponding  mid- 
period age-  and  sex-stratified 
population  estimates  that  were 
derived  through  linear  interpola- 
tion, using  as  referents  the  1980 
Rhode  Island  Census  population^ 
and  an  official  projection  of  the 
State  population  for  July  1,  1985.® 

In  the  statistical  analysis  of 
overall  trauma,  which  was  based 
just  on  the  25%  hospital  emer- 
gency department  sample,  counts 
were  assumed  to  be  distributed 
as  a Poisson.  The  sample  count 
served  as  the  estimated  variance. 
For  the  severe  trauma  analysis,  the 
numbers  of  fatalities  and  nonfatal 
sample  hospital  admissions  were 
assumed  to  be  independent  oc- 
currences, with  both  distributed 
as  a Poisson.  In  each  analysis,  the 
variance  of  the  estimated  rates 
was  calculated  using  the  Poisson 
variable  and  appropriate  con- 
stants. Further  methodological 
information,  as  on  quality  control 
procedures,  is  available  from 
other  sources.'^' 

Results 

Overall  Trauma 

Seventy-five  percent  of  cases  in- 


Figure  1.  Annualized  motor  veliicular  trauma  rates  by  age  and  sex  for  persons  treated 
in  liospital  emergency  departments,  Rlurde  Island,  1984  1985. 


Figure  2.  Annualized  motor  vehicular  trauma  rates  by  road-use  status,  age,  and  sex 
for  persons  treated  in  hospital  emergency  departments,  Rhode  Island,  1984-1985. 
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Figure  3.  Annualized  rates  of  motor  vehicular  trauma  resulting  in  death  or  hospital 
, admission  by  age  and  sex,  Rhode  Island,  1984-1985. 

I 


Figure  4.  Annualized  rates  of  motor  vehicular  trauma  resulting  in  death  or  hospital 
admission  by  road-use  status,  age,  and  sex,  Rhode  Island,  1984-1985. 
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volved  the  motor  vehicle  occu- 
pant category.  For  both  sexes, 
ages  15-19  years  registered  the 
highest  rates  of  overall  motor  ve- 
hicular trauma  for  the  total  (Fig- 
ure 1),  and  in  the  motor  vehicle 
occupant,  motorcyclist,  and 
other/unspecified  road-use  cate- 
gories (Figure  2).  Ages  20-24  years 
registered  the  second  highest 
rates  by  sex,  disregarding  road- 
use  status.  The  highest  sex-  and 
road-use-specific  rates  were  man- 
ifested for  males  in  the  motorcy- 
cle category.  Male  rate  excesses 
characterized  all  road-use  cate- 
gories except  other/unspeci- 
fied, and  were  particularly  pro- 
nounced for  motorcycle  trauma 
(Table  1). 

Severe  Trauma 

Sixty  four  percent  of  severe  trauma 
cases  were  in  the  motor  vehicle 
occupant  category,  with  another 
29%  being  classified  in  either  the 
pedestrian  or  motorcycle  cate- 
gory. The  severe  trauma  rate 
reached  a zenith  at  ages  15-24 
years  independent  of  sex,  and  was 
smallest  at  ages  0-14  and  45-64 
(Figure  3).  Again  independent  of 
sex,  the  highest  rates  of  severe 
trauma  for  three  of  the  road-use 
categories,  namely,  motor  vehi- 
cle occupant,  motorcyclist  and 
other/unspecified,  occurred  at 
ages  15-24  (Figure  4). 

. . . the  largest  sex  differ- 
entials were  observed  in 
the  motorcyclist  category, 
where  there  was  a nine-fold 
rate  excess  for  males. 

There  was  an  80%  male  excess 
in  severe  motor  vehicular  trauma 
rates  (Table  2).  At  ages  15  through 
44  years,  males  manifested  ap- 
proximately twice  the  risk  of  sus- 
taining severe  trauma  on  public 
roads  as  females.  When  road-use 
status  was  disaggregated,  the 
largest  sex  differentials  were  ob- 
served in  the  motorcyclist  cate- 
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Figure  5.  Composite  age-sex  pyramids  of  Rhode  Island  population  and  respective 
estimated  resident  (a)  lios[)ital  emergency  department  motor  vefiicular  trauma  cases, 
and  (b)  motor  veliicular  trauma  cases  resulting  in  death  or  hospital  admission,  1984- 
1985. 


gory,  where  there  was  a nine-fold 
rate  excess  lor  males.  Between 
ages  15  and  24,  this  excess  a|)- 
proached  12.  A four-fold  male  ex- 
cess in  rates  was  evident  in  the 
pedal  cyclist  category.  Reversing 
the  usual  tendency,  females  man- 
ifested a three-fold  rate  excess  at 
ages  0-14  years  in  the  motor  ve- 
hicle occupant  category. 

Population  Comparisons 
Profound  demographic  differ- 
ences were  evident  l:)etween  the 
motor  vehicular  trauma  sample 
and  the  estimated  mid-period 
Rhode  Island  population  (Figure 
5).  While  only  18%  of  the  State 
population  were  aged  15-24  years, 
they  accounted  for  41%  of  esti- 
mated total  motor  vehicle  trauma 
cases  and  38%  of  estimated  se- 
vere cases.  The  males  alone  (9% 
of  the  population)  produced  22% 
of  former  cases  and  25%  of  latter 
ones.  Rhode  Island  residents  of 
both  sexes  in  the  25-34  age  group 
also  were  proportionally  overre- 
presented among  overall  trauma 
cases,  as  were  males  from  the 
same  age  group  among  severe 
trauma  cases. 

Discussion 

Although  data  were  not  collected 
on  resident  cases  involving  treat- 
ment in  out-of-state  hospital 
emergency  departments,  the 
numbers  of  such  cases  are 
deemed  to  be  well  under  10%  of 
the  estimated  total.  Based  on  1982 
all-cause  data,  there  were  an  es- 
timated 107  residents  from  Mas- 
sachusetts and  Connecticut  ad- 
mitted to  Rhode  Island  hospitals 
for  every  100  Rhode  Island  resi- 
dents admitted  in  those  states." 
Out-of-state  residents  were  esti- 
mated to  constitute  7%  of  admis- 
sions to  Rhode  Island  hospitals 
with  the  great  preponderance 
originating  in  Massachusetts  and 
Connecticut.  This  figure  closely 
approached  the  6%  of  out-of-state 
residents  estimated  to  have  re- 


ceived treatment  for  motor  vehic- 
ular trauma  in  Rhode  Island  hos- 
pital emergency  departments 
during  the  observation  period. 

Males  with  minor  injuries 
are  hypothesized  to  be  more 
prone  than  their  female 
counterparts  to  bypass  the 
health  care  system,  includ- 
ing hospital  emergency 
rooms. 


Explanation  of  observed  sex 
differences  in  motor  vehicular 
trauma  rates  lies  beyond  the 
scope  of  this  report.  Neverthe- 
less, the  finding  that  male  ex- 
cesses were  much  less  pro- 
nounced in  the  case  of  overall 
motor  vehicular  trauma  than  with 
severe  motor  vehicular  trauma 
rates  invites  speculation.  While 
part  of  the  discrepant  excesses 
likely  represent  real  differences, 
part  might  be  an  artifact  stem- 
ming from  the  discretionary  na- 
ture of  individual  care  seeking  in 


hospital  emergency  departments 
when  injuries  are  minor.  Males 
with  minor  injuries  are  hypothe- 
sized to  be  more  prone  than  their 
female  counterparts  to  bypass  the 
health  care  system,  including 
hospital  emergency  departments. 
One  rationale  is  that  this  avoid- 
ance behavior  is  a product  of 
males  having  less  flexible  social 
roles  than  females, and  being 
socialized  to  be  more  stoical.'^’ 
The  hypothesis,  and  supporting 
alternative  rationales,  should  be 
tested  with  appropriate  data.  Re- 
sults could  have  important  impli- 
cations for  the  absolute  and  rel- 
ative magnitude  of  hospital 
emergency  department-based 
trauma  rates.  Just  as  differential 
utilization  practices  would  distort 
gender  comparisons  of  trauma 
rates,  they  similarly  could  affect 
comparisons  concerning  other 
patient  socio-demographic  char- 
acteristics, such  as  immigra- 
tion status,'^  race,  and  social 
class.'®' 

Even  if  differential  utilization  of 
hospital  emergency  departments 


610 


Rhode  Island  Medical  Journal 


Table  1.  Male  to  Female  Ratios  of  Annualized  Motor  Vehicular  Trauma 
Rates  by  Age,  Sex,  and  Road-use  Status  for  Persons  Treated  in 
Hospital  Emergency  Departments,  Rhode  Island,  1 984-1 985f 


Road-use  Status 


Age 

Motor  vehicle 

Motorized 

Pedal 

Other/ 

(years) 

occupant 

cyclist 

cyclist  Pedestrian  unspecified 

Total 

0-4 

0.82 

0.48 

2.66* 

0.95 

0.95 

5-9 

0.74 

1.44 

2.06* 

3.21 

1.10 

10-14 

0.82 

3.82 

2.39* 

1.36 

0.67 

1.07 

15-19 

0.97 

2.76** 

1.22 

0.98 

0.79 

1.02 

20-24 

1.05 

9.20** 

2.14 

2.44* 

1.01 

1.22** 

25-34 

1.32** 

6.03** 

3.67 

2.00 

1.16 

1.42** 

35-44 

0.90 

4.58** 

2.08 

1.39 

0.97 

0.99 

45-54 

0.94 

6.55 

2.18 

0.41 

0.86 

0.95 

55-64 

1.03 

2.32 

1.16 

0.79 

1.00 

65-74 

1.09 

3.40* 

0.68 

1.17 

75 -f 

1.32 

4.88* 

1.67 

1.55 

All  Agest 

1.10** 

5 .34** 

1.97** 

1.73** 

1.02 

1.21** 

* p < .05;  **  p < .01 . 

t Blank  indicates  that  ratio  was  not  computed  because  one  or  both  rates  equal 
zero. 

t Excludes  cases  with  unspecified  age  or  sex. 


Table  2.  Male  to  Female  Ratios  of  Annualized  Rates  of  Motor 
Vehicular  Trauma  Resulting  in  Death  or  Hospital  Admission  for 
Persons  Treated  in  Hospital  Emergency  Departments  by  Age,  Sex, 
and  Road-use  Status,  Rhode  Island,  1 984-1 985f 


Road-Use  Status 


Age 

Motor  vehicle 

Motorized 

Pedal 

Other/ 

(years) 

occupant 

cyclist 

cyclist  Pedestrian  unspecified  Total 

0-14 

0.30* 

4.21 

1.26 

1.12 

15-24 

1.39 

11.94** 

2.19 

3.14 

1.62 

1.99*’ 

25-44 

1 .94** 

4.38** 

1.28 

3.79* 

2.17*’ 

45-64 

0.79 

1.47 

1.05 

65  + 

1.42 

2.52 

0.32 

1.67 

All  Agest 

1 .40** 

9.01** 

4.26* 

1.63* 

2.55* 

1.80*’ 

* p < .05;  **  p < .01 . 

t Blank  indicates  that  ratio  was  not  computed  because  one  or  both  rates  equal 
zero. 

4:  Excludes  cases  with  unspecified  age  or  sex. 


by  patient  sex  were  not  proble- 
matic in  this  context,  the  true  rates 
of  motor  vehicle  traffic  trauma  in 
Rhode  Island  still  could  not  be 
estimated  from  the  available  data. 
Omitted  from  this  study  were 
cases  involving  the  untreated,  the 
self-treated,  and  those  who  were 
treated  in  out-of-state  hospitals,  a 
health  maintenance  organiza- 
tion, a freestanding  clinic,  a mil- 
itary facility,  or  in  the  office  of  a 
physician  or  some  other  health 
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care  provider.  Since,  on  average, 
these  injury  cases  should  be  less 
serious  than  those  in  this  study 
population,  their  omission  would 
generate  overrepresentation  of 
more  severe  cases  in  that  popu- 
lation. Given  these  selection  con- 
straints, estimated  severe  trauma 
rates  will  more  closely  approxi- 
mate true  rates  than  do  overall 
trauma  rates. 

Children  under  age  13  years 
withstanding,  Rhode  Island  mo- 


torists still  remain  unprotected  by 
a mandatory  seat  belt  use  law,  a 
fact  which  places  Rhode  Island 
in  a shrinking  minority  of  states. 
By  means  of  data  gathered  as  part 
of  this  research,  the  State  has  been 
serving  as  an  external  control  in 
an  epidemiologic  evaluation  of 
the  New  York  State  seat  belt  use 
law.  Preliminary  evidence  sug- 
gests that  the  law  has  been  effec- 
tive in  reducing  injury  mortality 
and  morbidity  on  New  York  roads, 
and  by  implication  that  Rhode  Is- 
land has  an  excess  road  toll  that 
is  attributable  to  the  absence  of 
a law.'°- The  results  of  the  cur- 
rent study  highlight  sub-groups  in 
the  State  population,  most  partic- 
ularly those  in  the  15-34  age 
group,  which  could  be  expected 
to  benefit  markedly  from  enact- 
ment of  seat  belt  and  helmet  use 
legislation. 

. . . Rhode  Island  motorists 
still  remain  unprotected  by 
a mandatory  seat  belt  use 
law,  a fact  which  places 
Rhode  Island  in  a shrinking 
minority  of  states. 

This  research  has  uncovered 
gross  deficiencies  in  Rhode  Is- 
land hospital-based  data  on  mo- 
tor vehicular  trauma  that  need  to 
be  remedied  in  the  interests  of 
enhancing  documentation,  etiol- 
ogy, intervention,  evaluation  and 
prevention.  In  particular,  emer- 
gency department  personnel 
should  routinely  collect  patient 
data  on  restraint  and  helmet  use, 
as  well  as  on  ingestion  of  alcohol 
and  other  drugs.  Finally,  if  E-cod- 
ing were  to  be  mandated  for  hos- 
pitals, as  has  already  occurred  in 
a few  states,  this  would  prove  in- 
valuable in  systematically  ad- 
dressing both  vehicular  and  non- 
vehicular  trauma  in  Rhode  Island. 
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Addressing  the  Health  Needs  of 
Mothers  and  Children  in  Rhode  Island 


William  H.  Hollinshead,  MD,  MPH 
Jane  F.  Griffin,  MPH 
Tricia  Leddy,  MS 


This  report  describes  six  se- 
rious primary  maternal 
and  child  health  problems, 
along  with  program  oppor- 
tunities to  address  these  un- 
met needs. 


The  Division  of  Family  Health  in 
the  Rhode  Island  Department  of 
Health  through  its  annual  needs 
assessment  process  has  identi- 
fied six  major  unmet  health  needs 
for  mothers  and  children  in  the 
state.  Although  there  are  many 
other  important  health  problems 
for  young  families,  these  six  are 
the  highest  priority  for  Division 
programs  and  activities.  It  is  im- 
portant to  note  that  these  are  pri- 
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mary  health  care  needs  and  do 
not  specifically  address  the  needs 
of  children  with  disabilities  or 
other  chronic  conditions.  This  re- 
port describes  the  unmet  needs 
and  explains  how  the  Office  of 
Primary  Care  in  the  Division  of 
Family  Health  will  address  each 
area  of  need.  The  six  top  priority 
primary  health  care  needs  dis- 
cussed in  this  article  are: 

1.  Unintended  Pregnancy 

2.  Perinatal  Substance  Abuse 

3.  Late  Entry  into  Prenatal  Care 

4.  Lead  Poisoning 

5.  Immunization 

6.  Childhood  Injury 

The  newly  established  Office  of 
Primary  Care  in  the  Division  of 
Family  Health  has  made  these  un- 
met needs  a major  focus  of  its 
workplan  for  the  coming  year. 

Unintended  Pregnancy 

The  fertility  rate  — the  number  of 
births  per  1,000  women  of  child- 
bearing age  — is  important  in 
predicting  the  size  and  compo- 
sition of  future  Rhode  Island  fam- 
ilies. In  Rhode  Island  during  the 
1980s,  68%  of  reported  pregnan- 
cies resulted  in  live  births,  28% 
in  induced  abortions,  and  4%  in 
spontaneous  abortions  (“miscar- 


riages”)- Figure  1 shows  the 
changes  in  fertility  and  induced 
abortion  rates  since  1973. 

Currently,  the  average  fertility 
rate  in  Rhode  Island  is  57  births 
per  1,000  women  while  in  the 
United  States  it  is  67  births  per 
1 ,000  women.  This  difference  has 
been  consistent  over  the  past  fif- 
teen years.  There  has  been  little 
fluctuation  in  the  Rhode  Island 
and  United  States  fertility  rates 
from  1973-1987.  However,  in- 
duced abortion  rates  rose,  both 
in  the  United  States  and  Rhode 
Island,  during  the  1970s,  and  then 
levelled  off  in  the  1980s.  This  rise 
in  induced  abortions  accounts  for 
the  increase  in  the  overall  preg- 
nancy rate,  even  though  the  fer- 
tility rate  did  not  change. 

Both  the  number  of  pregnan- 
cies and  the  number  of  women 
of  childbearing  age  increased 
during  the  1980s.‘  Therefore,  the 
absolute  number  of  pregnant 
women  requiring  services  has  in- 
creased. In  1980  there  were  18,184 
reported  pregnancies  in  Rhode 
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Island,  with  12,166  births.  In  1987 
there  were  20,472  [rregnancies, 
with  14,041  births  reported  to  the 
Department  of  Health. 

Unintended  pregnancy  has  far 
reaching  effects  on  the  mother, 
father,  child,  family  and  com- 
munity. Although  unintended 
pregnancies  are  costly  at  all  lev- 
els, the  burden  weighs  most 
heavily  on  three  groups  least  able 
to  bear  the  cost:  black  women, 
women  in  lower  socio-economic 
groups,  and  teenage  women. 

Teenagers  who  experience  an 
unintended  pregnancy  are  the 
most  vulnerable  group.  In  Rhode 
Island  50%  of  the  pregnancies  to 
teenagers  aged  14-18  end  in  in- 
duced abortion,  whereas  only 
27%  of  the  pregnancies  to  women 
over  18  end  in  induced  abortion 
(Figure  2). 


Since  teenagers  have  a 
much  higher  percentage  of 
pregnancies  ending  in  in- 
duced abortion  than  older 
women,  the  need  for  family 
planning  services  to  teens  is 
most  critical. 


Induced  abortions  are  markers 
of  unwanted  pregnancy  and  in- 
dicate a need  for  family  planning 
services.  Since  teenagers  have  a 
much  higher  percentage  of  preg- 
nancies ending  in  induced  abor- 
tion than  older  women,  the  need 
for  family  planning  services  to 
teens  is  most  critical. 

Several  new  and  existing  pro- 
grams in  the  Office  of  Primary 
Care  are  focused  on  decreasing 
unintended  pregnancies  espe- 
cially among  teens.  The  federally 
funded  Family  Planning  Program 
and  the  state-funded  Family  Life 
Program  provide  comprehensive 
family  planning  services.  Services 
in  these  programs  include  phys- 
ical exam,  diagnostic  screening 
tests,  education,  and  distribution 


Figure  1.  Fertility  Rate  and  Induced  Alrortion  Rate,  United  States  and  Rhode  Island, 
1973  1987. 
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Figure  2.  Pregnancy  Rates  for  Women  Ages  14- 18,  Selected  Poverty  Areas,  Rhode  Is- 
land, 1981-1985  Average. 


of  family  planning  methods,  and 
are  provided  through  contracts 
with  community  health  centers, 
hospital  clinics,  and  visiting  nurse 
agencies.  These  programs  will 
serve  over  14,000  women  in  the 
coming  year.  Twenty-three  per- 
cent served  in  1989  were  teen- 
agers, 29%  were  minorities,  and 
over  half  were  living  below  pov- 
erty level,  the  rest  residing  in  low- 
income  working  families. 

In  addition  to  the  basic  clinical 
service  programs,  two  Family  Life- 
funded  special  projects,  one  in 
inner  city  Providence,  the  second 


in  Pawtucket  and  Central  Falls, 
will  coordinate  sex  and  family  life 
education  in  these  communities. 
These  projects  stress  community 
education  programs  and  network 
building  to  increase  understand- 
ing of  teen  sexuality  and  to  help 
parents,  peers,  physicians  and 
other  health  care  providers  re- 
spond appropriately  to  the  needs 
of  teenagers  in  these  inner  city 
areas. 

The  Teen  Theatre  Troup  is  a 
recent  project,  funded  by  the  fed- 
eral Family  Planning  Program. 
This  one-year  initiative  intended 
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Figure  3.  Perinatal  Drug  Use  in  Rhode  Island,  1989. 
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to  provide  peer  education  on  is- 
sues of  prevention  of  unintended 
pregnancy  through  theatrical  per- 
formances by  a student  drama 
troupe  to  middle  school  students 
in  the  city  of  Providence.  This 
program,  run  by  the  Langston 
Hughes  Center  for  the  Arts  in 
Providence,  was  extremely  suc- 
cessful and  well-received.  This 
initiative  will  be  funded  again  this 
year  in  order  to  continue  to  help 
adolescents  acquire  decision- 
making skills  regarding  lifestyle 
issues  such  as  using  drugs  and 
alcohol,  sexual  activities  and 
other  risk  taking  behaviors.  There 
is  particular  focus  on  prevention 
of  unintended  pregnancy  through 
the  dramatization  of  the  changed 
lifestyle  of  a single  teenage 
mother. 

A new  Family  Planning  initia- 
tive is  scheduled  this  year  to  in- 
crease the  involvement  and  re- 
sponsibility of  teen  males  in  teen 
pregnancy  prevention.  This  pro- 
gram will  be  designed  with  the 
help  of  young  males  in  inner  city 
Providence,  Pawtucket,  and  Cen- 
tral Falls.  The  program’s  goal  is 
to  reduce  unintended  pregnancy 
and  sexually  transmitted  dis- 
eases. This  will  be  achieved  by 
improving  male  attitudes  con- 
cerning sexuality  and  by  increas- 


ing sexuality  education  levels  and 
responsible  sexual  behavior  in 
young  men  in  the  target  com- 
munities. 

Furthermore,  in  order  to  de- 
crease subsequent  unintended 
pregnancies  occurring  closely 
after  a birth,  protocols  will  be  es- 
tablished and  staff  training  will  be 
completed  over  the  coming  year 
to  assure  that  all  pregnant  women 
receiving  prenatal  care  at  Rhode 
Island  Department  of  Health- 
funded  prenatal  clinics  will  re- 
ceive family  planning  counseling, 
and  contraception  methods  if  ap- 
propriate, in  the  third  trimester 
and  immediately  postpartum  be- 
fore hospital  discharge. 

Perinatal  Substance  Abuse 

Due  to  reported  increases  in  drug 
use  (especially  cocaine)  and 
concern  over  the  severe  effects  on 
pregnant  women  and  their  new- 
borns, the  Department  of  Health 
conducted  a statewide  preva- 
lence study  of  all  maternity  pa- 
tients in  the  Fall  of  1989.^  The 
purpose  of  this  study  was  to  de- 
termine the  need  for  drug  abuse 
prevention  and  treatment  service 
for  pregnant  women  in  the  state 
and  to  provide  baseline  data  to 
see  if  the  perinatal  drug  problem 
changes  over  time. 


Four  hundred  and  sixty-five 
specimens  were  collected  from 
all  maternity  hospitals  in  the  state. 
The  results  showed  that  7.5%  of 
the  patients  had  used  drugs  within 
48  hours  of  delivery.  Figure  3 
shows  the  types  of  drugs  used  by 
the  35  women  who  tested  posi- 
tive. Of  the  positive  drug  users, 
40%  used  marijuana,  34%  used 
cocaine  and  23%  used  opiates. 


Cocaine  users  are  more 
likely  to  be  living  in  poverty 
areas,  to  already  have  chil- 
dren, to  be  non-white,  and 
to  be  covered  by  public  in- 
surance. 


Applying  these  percentages  to 
14,000  Rhode  Island  births  in  a 
year  gives  the  following  annual 
projections  of  drug  use  in  the  per- 
inatal period: 

Type  of  Drug  Estimate 

per  year 

marijuana  users  = 420 

cocaine  users  = 364 

opiate  users  = 238 

The  results  from  the  study  showed 
that  women  with  public  insur- 
ance (Medical  Assistance  and  Rite 
Start)  are  four  times  more  likely 
to  be  using  illicit  drugs  than 
women  with  private  insurance. 
Cocaine  users  are  more  likely  to 
be  living  in  poverty  areas,  to  al- 
ready have  children,  to  be  non- 
white, and  to  be  covered  by  pub- 
lic insurance. 

The  Office  of  Primary  Care  will 
address  the  problem  of  perinatal 
substance  abuse  by  increasing 
identification  of  prenatal  sub- 
stance abuse,  and  by  increasing 
the  use  of  existing  substance 
abuse  treatment  resources  for 
pregnant  women.  In  order  to  in- 
crease identification  of  prenatal 
substance  abuse  the  Office  will 
provide  grant  support  for  prenatal 
social  workers  at  all  publicly 
funded  prenatal  clinics,  located 
in  non-profit  community  health 
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centers  and  hospitals.  The  social 
worker  will  assess  each  prenatal 
patient  for  psychosocial  risks  and 
needs,  and  will  screen  for  ad- 
verse health  behaviors,  in  partic- 
ular, drug  and  alcohol  abuse. 
These  social  workers  will  receive 
an  interviewing  protocol  and 
training  on  identifying  drug  or  al- 
cohol abuse  and  appropriate  re- 
ferral. Women  identified  as  sub- 
stance abusers  will  receive 
counseling,  and  referral  to  appro- 
priate substance  abuse  treat- 
ment. In  addition,  treatment  will 
be  monitored  through  the  assign- 
ment of  a case  manager  in  con- 
junction with  ongoing  prenatal 
care. 

The  Rite  Start  Program,  in  the 
Office  of  Primary  Care,  provides 
maternity  care,  including  sub- 
stance abuse  treatment  when  ap- 
propriate, to  uninsured  pregnant 
women  who  are  not  eligible  for 
Medical  Assistance  and  have 
family  incomes  less  than  200%  of 
the  poverty  level.  Rite  Start  has 
compiled  a resource  directory  of 
all  substance  abuse  treatment  fa- 
cilities in  Rhode  Island  which  treat 
pregnant  women  in  order  to  in- 
crease their  use  among  this  pop- 
ulation where  appropriate.  Perti- 
nent information,  such  as  whether 
Medical  Assistance  and  Rite  Start 
are  accepted  as  payment  for  the 
services,  is  included.  This  re- 
source directory  has  been  distrib- 
uted to  all  publicly-funded  pre- 
natal clinics,  and  will  soon  be 
distributed  to  all  obstetrical  pro- 
viders in  the  state. 

Late  Entry  Into  Prenatal  Care 

The  Institute  of  Medicine  identi- 
fied four  major  barriers  to  pre- 
natal care  in  the  United  States.^ 
These  barriers  included  1)  finan- 
cial access  (insurance  coverage), 
2)  inadequate  system  capacity,  3) 
organization,  practices,  and  at- 
mosphere of  prenatal  services  and 
4)  cultural  and  personal  barriers. 
Rhode  Island  has  reduced  several 


616 


Figure  4.  Trimester  of  First  Prenatal  Visit  Among  Women  Enrolled  in  Comprehensive 
Prenatal  Services  Program,  1987-1989. 
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of  these  barriers  through  the  im- 
plementation of  the  Rite  Start  Pro- 
gram, and  by  expansion  of  Med- 
ical Assistance  for  pregnant 
women. 

Results  from  the  Division  of 
Family  Health’s  Comprehensive 
Prenatal  Service  Program  (CPSP) 
show  that  there  are  still  bar- 
riers to  care  for  low  income 
women.  CPSP  supports  prenatal 
care  programs  located  in  13 
community  health  centers  and 
three  hospital  outpatient  clinics 
throughout  Rhode  Island.  In  1987 
there  were  3,674  prenatal  patients 
registered  at  the  CPSP  sites;  in 
1989  this  increased  to  4,525  pa- 
tients for  a 23.2%  increase  in  two 
years. 

However,  on  average  pregnant 
women  who  participate  in  the 
CPSP  program  have  been  enter- 
ing prenatal  care  later.  Figure  4 
shows  the  decline  in  first  trimes- 
ter enrollment.  In  1987  44%  of  the 
CPSP  patients  enrolled  for  care  in 
the  first  trimester  while  in  1989 
first  trimester  enrollment  dropped 
to  34.5%. 

This  trend  is  indicative  of  a pre- 
natal care  system  that  is  strug- 
gling to  meet  the  needs  of  its  pa- 
tients. There  are  still  many  low- 
income  women  without  coverage 
for  maternity  care  in  early  preg- 


nancy. Waiting  times  are  too  long 
at  some  sites.  In  addition,  CPSP 
sites  report  that  recruiting,  retain- 
ing and  supporting  professionals 
to  staff  their  prenatal  clinics  is  an 
ongoing  problem. 

Early  and  continuous  pre- 
natal care  is  associated  with 
better  pregnancy  outcome 
and  is  critical  for  preven- 
tion of  low  birth  weight  and 
other  complications. 

Clearly  there  are  many  low  in- 
come maternity  patients  who  need 
earlier  prenatal  care.  Early  and 
continuous  prenatal  care  is  as- 
sociated with  better  pregnancy 
outcome  and  is  critical  for  pre- 
vention of  low  birth  weight  and 
other  complications.  Rhode  Is- 
land has  entitled  all  low  income 
women  to  maternity  care  cover- 
age through  Medical  Assistance 
and  Rite  Start,  but  there  are  still 
serious  delays  in  both  coverage 
and  care.  Now  Rhode  Island  must 
build  its  capacity  to  ensure  early 
prenatal  coverage  and  care  for  all 
women. 

Before  the  Office  of  Primary 
Care  can  develop  and  implement 
a plan  to  address  the  growing 
problem  of  late  onset  of  prenatal 
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Table  1.  Childhood  Lead  Poisoning  Screening  Volume  and  Yield  by  Provider,  1977-1989 


Year  PUBLIC  PROVIDER  PRIVATE  PHYSICIAN  ALL  PROVIDERS 


Number 

Screened 

Number 

Positive 

Percent 

Positive 

Number 

Screened 

Number 

Positive 

Percent 

Positive 

Number 

Screened 

Number 

Positive 

Percent 

Positive 

1977 

5,386 

437 

8.1 

658 

18 

2.7 

6,044 

455 

7.5 

1978 

4,157 

356 

8.6 

1,448 

36 

2.5 

5,605 

392 

7.0 

1979 

6,310 

496 

7.9 

1,727 

58 

3.4 

8.037 

554 

6.9 

1980 

7,418 

326 

4.4 

1,993 

36 

1.8 

9,411 

362 

3.8 

1981 

7,010 

176 

2.5 

3,166 

50 

1.6 

10,176 

226 

2.2 

1982 

7,546 

378 

5.0 

2,686 

50 

1.8 

10,232 

428 

4.1 

1983 

7,489 

333 

4.4 

2,873 

71 

2.4 

10,362 

404 

3.8 

1984 

9,628 

325 

3.4 

2,790 

44 

1.6 

12,418 

369 

3.0 

1985 

11,527 

231 

2.0 

3,113 

49 

1.5 

14,640 

280 

1.9 

1986 

10,345 

176 

1.7 

4,877 

47 

0.9 

15,222 

223 

1.4 

1987' 

10,700 

331 

3.0 

6,755 

96 

1.0 

17,455 

427 

2.0 

1988 

10,858 

510 

4.6 

7,665^^ 

118 

1.5 

18,5233 

628 

3.0 

1989 

1 1 ,480 

530 

4.6 

9,151 

159 

1.7 

20,631 

689 

3.3 

TOTAL 

109,854 

4,605 

4.1 

48,902 

832 

1.7 

158,756 

5,537 

3.4 

’ Program  adopted  CDC  guidelines  for  positive  cases  of  Ep>35  micrograms/dl  and  Pb>25  micrograms/dl  — 6/30/87  (Ep 
= Erythrocyte  Protoporphyrin) 

2 HMOs  and  some  door-to-door  screenings  are  counted  under  Private  Physician  rather  than  Public  Provider 

3 There  were  21 ,762  screening  events  however,  3,239  were  children  over  six  years  of  age,  adults  and  other  non-classified 
specimens 


care  in  publicly-funded  prenatal 
clinics,  a clearer  definition  of  the 
problem  is  needed.  Why  are 
ii  women  coming  later  for  prenatal 
care?  Are  pregnant  women  call- 
i ing  for  appointments  later,  is  the 
' ! waiting  time  for  an  initial  prenatal 
) visit  longer  due  to  an  over- 
L whelmed  system,  or  are  there 
other  explanations  for  late  en- 
trance into  prenatal  care  in  pub- 
licly-funded clinics?  The  Office  of 
Primary  Care  and  the  Office  of 
Data  and  Evaluation  will  conduct 
M an  assessment  over  the  next  six 
I:  months,  in  conjunction  with  pub- 
licly-funded prenatal  care  agen- 
cies, to  identify  any  barriers  to 
early  prenatal  care,  and  will  de- 
velop and  implement  a plan  to 
eliminate  barriers  and  increase 
first  trimester  prenatal  care. 

) Childhood  Lead  Exposure 

! The  Division  of  Family  Health  rec- 
ognizes exposure  to  lead  as  the 
state’s  most  important  children’s 
' environmental  health  hazard.  The 
Childhood  Lead  Screening  Pro- 
gram works  with  an  extensive  net- 


work of  Rhode  Island  providers 
to  screen  children  for  elevated 
blood  lead  levels.  In  addition,  the 
program  provides  door-to-door 
screening  in  high-risk  neighbor- 
hoods. In  1989,  the  program  and 
its  referral  network  screened  over 
21 ,000  children,  and  detected  716 
cases  with  elevated  blood  lead 
levels.  This  represents  a contin- 
uing increase  in  the  numbers  of 
children  screened  and  detected 
annually.  Table  1 shows  this  in- 
crease. 

However,  there  are  two  very 
significant  limitations  to  pro- 
grams which  rely  solely  on 
screening  and  case-finding  (ie, 
secondary  prevention  strategies) 
for  addressing  the  hazards  of  en- 
vironmental lead  exposures; 

1.  Substantial  numbers  of  chil- 
dren with  elevated  lead  lev- 
els will  continue  to  go  un- 
screened and  undetected, 
because  they  do  not  have 
regular  providers  of  pediat- 
ric care. 

2.  The  current  screening  tests 
do  not  reliably  detect  lower 


blood  lead  levels  known  to 
be  associated  with  certain 
types  or  irreversible  toxicity. 

A secondary  prevention  strat- 
egy is  a very  effective  mechanism 
for  preventing  the  harmful  effects 
of  untreated  overt  lead  poisoning, 
with  such  complications  as  per- 
manent mental  retardation,  se- 
vere encephalopathy,  and  death. 
However,  it  cannot  prevent  the 
more  subtle  and  insidious  effects 
of  lower  level  lead  toxicity  that 
can  significantly  impair  the  health 
and  educational  performance  of 
large  numbers  of  children.  Ad- 
dressing these  latter  effects 
requires  a primary  prevention 
strategy  that  emphasizes  risk  as- 
sessment and  risk  reduction. 

The  Office  of  Primary  Care  pro- 
vides funding  to  community 
health  centers  and  hospitals  to 
provide  primary  [>ediatric  care  to 
children  under  age  six.  Most  of 
these  children  are  living  in  pov- 
erty or  near  poverty;  many  have 
no  health  insurance.  Health  De- 
partment funds  ensure  that  there 
are  no  financial  barriers  to  pre- 
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Figure  5.  Percent  of  Children  with  Up-To-Date  Immunizations  fn  = 1789),  Rhode 
Island,  1989. 


ventive  pediatric  care  for  these 
children;  families  are  charged  on 
a “sliding  fee  scale,”  based  on 
their  ability  to  pay. 

The  Office  of  Primary  Care  will 
ensure  over  the  coming  year  that 
Department  of  Health-funded  pe- 
diatric care  agencies  will  rou- 
tinely provide  both  primary  and 
secondary  lead  poisoning  pre- 
vention activities. 

Substantial  numbers  of 
children  with  elevated  lead 
levels  will  continue  to  go 
unscreened  and  unde- 
tected, because  they  do  not 
have  regular  providers  of 
pediatric  care. 

Primary  prevention  activities 
will  include  prevention  education 
strategies  targeted  to  parents  and 
caretakers  of  preschool  children. 
The  Office  will  develop  lead  poi- 
soning education  protocols  to  be 
incorporated  into  routine  pediat- 
ric care,  and  will  provide  training 
to  pediatric  providers  on  provid- 
ing parents  lead  poisoning  pre- 
vention education.  The  training 
will  include  an  update  on  known 
sources  of  lead  exposure  in  chil- 
dren. 

The  Office  will  also  address 
secondary  prevention  by  provid- 
ing training  with  lead  screening 
protocols  for  Department  of 
Health-funded  primary  pediatric 
care  agency  staff.  This  training  will 
include  blood  collection  tech- 
niques, risks  and  effects  of  lead 
exposure,  interpretation  of  re- 
sults, and  appropriate  follow-up 
and  treatment.  Protocol  updates 
and  training  programs  for  agency 
pediatric  staff  will  be  conducted 
in  conjunction  with  the  Child- 
hood Lead  Screening  Program. 

Immunization  Compliance 

Rhode  Island’s  “overall”  immu- 
nization rate  for  children  is  very 
good.  In  the  1988-89  school  year. 


97.7%  of  all  students  entering  kin- 
dergarten were  adequately  im- 
munized. Public  school  students 
were  somewhat  lower  at  94.5% 
and  transfer  students  had  the  low- 
est rate  of  immunization  compli- 
ance — 93.0%.  However,  in  a ret- 
rospective study  of  1 ,789  students 
entering  kindergarten  in  1989  it 
was  found  that  only  60%  were  ad- 
equately immunized  at  their  sec- 
ond birthday  (Figure  5).  All  pe- 
diatric sites  need  to  monitor 
immunization  compliance  to  en- 
sure that  their  two  year  old  pa- 
tients are  adequately  immunized. 

Over  the  coming  year,  the  Of- 
fice of  Primary  Care  will  work  in 
conjunction  with  the  Department 
of  Health  Immunization  Program 
and  funded  primary  pediatric  care 
agencies  to  improve  childhood 
immunization  rates  at  age  two  and 
to  assure  that  all  children  are  ad- 
equately immunized  by  the  first 
day  of  school.  This  will  be  ac- 
complished through  assuring  that 
all  pediatric  agencies  have  a 
working  system  to  identify  and 
vaccinate  all  patients  who  are  out 
of  compliance  with  the  recom- 
mended immunization  schedule. 
The  Office  of  Primary  Care,  in 
conjunction  with  the  Immuniza- 


tion Program,  will  provide  train- 
ing and  technical  assistance  to 
agencies  on  this  immunization 
tracking  system.  In  addition,  all 
pediatric  agencies  are  being  re- 
quired to  develop  a system  to  pro- 
vide prompt  vaccination  on  an 
emergency  basis,  such  as  for 
school  entry. 

Injury 

Injuries  remain  the  leading  cause 
of  death  and  hospitalization  for 
children  over  the  age  of  one  in 
the  United  States.'’  The  vast  ma- 
jority of  injuries  to  children  are 
preventable.  Figure  6 shows 
Rhode  Island’s  injury  death  rates 
for  age-specific  groups  of  chil- 
dren and  adolescents  less  than  20 
years  old.  These  rates  are  three 
year  averages  that  show  the  trend 
throughout  the  1980s.  Teenagers 
aged  15-19  years  old  consistently 
have  the  highest  death  rates.  The 
majority  of  these  deaths  are  to 
males  and  are  due  to  motor  ve- 
hicle crashes. 

The  group  with  the  next  highest 
injury  death  rate  is  children  less 
than  5 years  old.  The  injury  rate 
in  this  group  has  been  on  the  rise 
during  the  1980s.  The  actual 
numbers  are  small,  which  causes 
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Figure  6.  Injury  Mortality  Rate,  Ages  0-19  Years  Rhode  Island,  1980-1987. 
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sources  for  these  low-income 
families  to  modify  their  home  en- 
vironment. Rhode  Island  has  re- 
cently received  support  for  a ma- 
jor injury  control  initiative.  With 
wide  community  participation, 
the  Department  is  leading  efforts 
to  reduce  auto  injuries,  violence, 
and  other  preventable  trauma  with 
a special  focus  on  young  children 
and  adolescents. 


Rhode  Island  has  recently 
received  support  for  a ma- 
jor injury  control  initiative. 


Figure  7.  Pediatric  Injury  Hospital  Rates,  Children  Aged  0-4,  Rhode  Island,  1981-1985. 


R I PAWTUCKET  CENTRAL  FALLS  WOONSOCKET  PROVIDENCE 

GEOGRAPHIC  AREA 


f.  wide  fluctuations  from  year  to 
year.  However,  the  three  year  av- 
erage in  Figure  6 shows  a distinct 
and  worrisome  trend,  which 
; seems  to  be  continuing. 

In  Rhode  Island,  approximately 
ten  young  children  under  five 
I years  of  age  die  each  year  from 
j preventable  injuries,  including 
i;  burns,  poisonings,  and  trauma. 
t In  addition,  there  are,  on  average, 
V 136  children  under  age  five  hos- 
t pitalized  overnight  each  year  for 
serious  preventable  injuries.  Fig- 
ure 7 shows  the  rate  of  hospital- 
ization for  pediatric  injuries  in  se- 


lected Rhode  Island  cities.  Central 
Falls,  Providence,  Woonsocket 
and  Pawtucket  have  the  highest 
rates  of  hospitalizations  for  pe- 
diatric injuries  in  the  state.  Both 
Central  Falls  and  Providence  have 
a rate  of  preventable  childhood 
injury  that  is  twice  the  state  av- 
erage of  23.9  per  10,000.  These 
cities  have  the  most  concentrated 
areas  of  poverty  in  the  state,  and 
children  from  poorer  families 
have  higher  injury  rates. 

Injury  prevention  programs 
must  focus  not  only  on  safety  ed- 
ucation, but  also  on  providing  re- 


The  Office  of  Primary  Care  will 
ensure  that  infant  and  childhood 
injury  prevention  is  an  integral 
component  of  prenatal  and  pri- 
mary pediatric  care  at  Depart- 
ment of  Health-funded  prenatal 
and  pediatric  care  agencies.  The 
Office  will  develop  updated  pro- 
tocols for  and  provide  training  to 
prenatal  and  pediatric  staff  at 
these  agencies  on  integration  of 
infant  and  childhood  injury  pre- 
vention education  into  last 
trimester  of  prenatal  care,  into  the 
perinatal  hospital  discharge  pro- 
tocol, and  into  routine  pediatric 
care.  The  Office  of  Primary  Care 
will  provide  parent  education  ma- 
terials on  childhood  injury  pre- 
vention, including  videotapes  for 
the  waiting  room  and  written  ma- 
terials to  reinforce  education  pro- 
vided on  such  subjects  as  correct 
use  of  car  seats,  the  importance 
of  home  smoke  detectors,  child 
proofing  the  home,  and  how  par- 
ents can  get  help  and  support  for 
overwhelming  problems  and 
stresses  that  if  ignored  can  result 
in  child  abuse.  Training  for  pe- 
diatric care  providers  will  focus 
on  the  main  causes  of  childhood 
injury  and  death,  including  how 
to  identify  parents  at  risk  for  child 
abuse  and  provide  appropriate 
problem  solving  resources  and 
support,  how  to  identify  and  re- 
port suspected  child  abuse,  the 
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correct  use  of  ap[)roved  car  seats, 
the  most  critical  ()arts  of  home 
child-proofing,  and  the  landlords’ 
responsibility  under  current  law 
in  the  area  of  tenant  safety  in- 
cluding smoke  alarms,  lead  [)aint 
removal  and  other  critical  items. 

Mothers  and  children  in  Rhode 
Island  have  many  health  care 
needs.  This  report  describes  six 
serious  primary  maternal  and 
child  health  problems,  along  with 
program  opportunities  to  address 
these  unmet  needs.  It  is  not  an  ex- 
haustive list,  but  rather  a selec- 
tion among  top  priority  needs  that 
will  do  the  most  to  improve  the 
health  of  the  youngest  and  most 
vulnerable  citizens  of  Rhode  Is- 
land. 
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Address  correspondence  to: 
Medical  Director 
Division  of  Family  Health 
Rl  Department  of  Health 
3 Capitol  Hill 
Providence,  RI  02908 


FOR  RENT 
DOCTOR'S  OFFICE 
NEWPORT 

Attractive  and  Accessible 
5 rooms,  1 ,000  sq.  ft. 
Excellent  for  ancillary  office 
6 blocks  from  Newport  Hospital 
Off  street  parking  5/6  cars 

Rent  by  day  or  month 

For  Information 
849-4209 


/ N 

DR  DON  G.  ASMUS 
Personal  Performance 
Consultant 

(518)  475-0958 


73  Huntersfield  Road 
Delmar,  N.Y.  12054 

I specialize  in  teaching  health-care  professionals 
how  to  be  happier  and  more  effective  in  their  work, 
because  when  it  comes  to  managing  ourselves,  most 
doctors  are  their  own  worst  enemies! 

• If  you  don’t  know  what  you  really  want,  no 

amount  of  money  will  ever  make  you  happy. 

• If  you  can’t  effectively  organize  yourself, 

“practice  management”  will  never  save  you. 

• If  you  don’t  know  what  business  you’re  really 

in,  you’ll  never  rise  above  the  competition. 

Unlike  other  management  consultants.  I’ll  help 
you  master  the  truly  meaningful  success  factors: 

Job  Satisfaction 
Simplified  Self-Management 
Creating  the  Irresistible  Image 

Weekend  consultations  are  available,  and  the  fee 
is  contingent  upon  your  complete  satisfaction.  So 
^ call  (collect)  for  a free  telephone  consultation. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 


■ftii'lxii 


Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
1-800-423-USAF 


I 

I 


There  must  be  a good  reason  why 

we’ve  beeome  the 


UlNim) 

SURGICAL  CENTERS 


The  Pmicssianals  in 
Horne  llenUir  Care  Eqnipnreirt 


trusted  baek-up 
resouree  for  more 
Rhode  Island 


doetors  (and  their  patients) 

than  anyone  else. 

We  carr>’ just  about  EVERYTHING  for  Home 
Healtti  Care  . . . which  means,  everything;  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
OxyfJen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledjfeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  f^arty  Claims 
Accepted  and  f’rocessed. 


380  WARWICK  AVE.,  WARWICK 
781-2166 


"CHRONIC  PAIN  DOESN'T  HAVE  TO  MEAN 
CHRONIC  DISABILITY  FOR  YOUR  PATIENTS..." 


reRCENT  OF  PATIENTS  GAINFULLY  EMPLOYED 
10  20  30  40  50  60  70 


The  Chronic  Pain  Treatment  Program 
(401)  751-9150 

Institute  for  Behavioral  Medicine 

120  Wayland  Avenue 

Providence,  Rhode  Island  02906-4318 
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A Case  of  Tuberculoid  Leprosy  in 
Rhode  Island 


Ellen  H.  Frankel,  MD 
Betty  P.  Teng 


With  the  influx  of  people 
entering  the  United  States 
from  India,  southeast  Asia 
and  Central  Africa,  it  is 
likely  that  future  cases  of 
leprosy  will  appear  in 
Rhode  Island. 


Leprosy  is  a chronic  disease 
caused  by  the  acid-fast  obligate 
intracellular  mycobacterium,  My- 
cobacterium Leprae.  Affecting 
primarily  the  peripheral  nervous 
system  and  the  skin,  leprosy,  or 
Hansen’s  Disease  (HD),  is  infec- 
tious, though  the  degree  of  its  in- 
fectiousness varies  with  the  dif- 
ferent forms  the  disease  may  take. 
Persons  of  any  age  can  contract 
leprosy,  although  children  are 
more  susceptible  because  they 
have  weaker  immune  systems  and 
customarily  spend  more  time  in 
close  contact  with  adults  who  may 
have  HD. 


Ellen  H.  Frankel,  MD,  specializes 
in  dermatology  and  practices  in 
Cranston  and  is  a staff  member 
at  Rhode  Island  Hospital,  St.  Jo- 
, seph  s Hospital  and  Miriam  Hos- 
pital, Prouidence,  Rhode  Island. 


Betty  P.  Teng  is  a preceptor  of  Dr 
Frankel,  Yale  University. 
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Transmission  of  M.  leprae  ba- 
cilli can  occur  in  a number  of 
ways:  through  the  skin,  the  mu- 
cous membranes,  and  some- 
times the  gastrointestinal  tract. 
Persons  may  become  infected  by 
way  of  skin-to-skin  contact;  by 
aerosol  through  nasal  mucosa; 
through  ingesting  food  infected 
by  flies  carrying  the  bacilli;  and 
babies  may  contract  the  disease 
through  taking  their  infected 
mother’s  milk.  For  all  these  rea- 
sons, people  living  in  poor,  ov- 
ercrowded areas  endemic  for  lep- 
rosy are  more  likely  to  develop 
the  disease.  Thus,  incidence  of 
HD  is  highest  in  the  developing 
countries  of  Central  Africa  and 
Southeast  Asia,  as  well  as  India. 
Though  leprosy  is  less  common 
in  the  colder  regions  of  the  globe, 
in  the  US,  doctors  have  diag- 
nosed cases  of  the  disease  in  Cal- 
ifornia, Hawaii,  Louisiana,  New 
York  City,  and  Texas. 

Yet,  as  mentioned  before,  the 
degree  to  which  HD  is  infectious 
varies  with  its  different  forms. 


There  are  polar  forms  of  the  dis- 
ease, classified  as  Tuberculoid 
(TT)  leprosy  and  Lepromatous 
(LL)  leprosy,  with  intermediate 
forms  having  a great  variety  of 
manifestations  in  between  what 
form  of  HD  develops  in  a patient 
depends  on  the  level  of  resist- 
ance a host  lodges  against  the  M. 
leprae  bacilli.  TT  results  when 
there  is  a high  level  of  host  re- 
sponse,^ while  LL  develops  when 
there  is  no  such  resistance.  Thus, 
TT  cases  are  usually  termed  non- 
infectious  or  “closed,”  while 
cases  of  LL  are  infectious,  or 
“open. ”3 

in  histological  examinations  of 
tissue  taken  from  TT  patients,  AFB 
(acid-fast  bacilli)  are  often  ab- 
sent, while  bacilli  are  abundant 


ABBREVIATIONS  USED: 
AFB:  acid  fast  bacilli 
HD:  Hansen ’s  disease 
LL:  lepromatous  leprosy 
SPF:  sun  protection  factor 
TT:  tuberculoid  leprosy 
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in  the  skin  lesions  of  LL  patients. 
As  a result,  LL  patients  are  more 
apt  to  be  contagious,  while  it  is 
more  difficult  for  persons  with  TT 
leprosy  to  infect  others.  Lepro- 
matous  leprosy  is  also  called  the 
multibacillary  form  of  the  disease 
while  tuberculoid  le[)rosy  is  the 
paucibacillary  form  of  HD. 

This  is  not  to  say,  however,  that 
persons  with  tuberculoid  leprosy 
are  not  harmed  by  the  disease. 
Just  as  TT  and  LL  result  from  dif- 
ferent host  reactions  to  M.  leprae 
infection,  tuberculoid  and  lepro- 
matous  leprosy  have  different  ef- 
fects on  the  body.  While  TT  does 
more  damage  to  the  nerves,  LL 
affects  primarily  the  skin.  Both  are 
commonly  manifested  by  lesions 
appearing  on  the  skin,  but  in  tub- 
erculoid cases,  lesions  are  well- 
defined,  flat,  hypopigmented  and 
somewhat  anaesthetic.  They  oc- 
cur in  exposed,  isolated  areas  of 
the  body,  appearing  singularly  or 
in  pairs,  and  seldom  exceed  three 
in  number.  At  these  isolated  areas, 
nerve  damage  will  be  greatest, 
thus  the  loss  of  feeling  in  the  le- 
sions. In  lepromatous  cases,  skin 
lesions  are  not  well-defined, 
vaguely  hypopigmented,  and  no- 
dulated, and  they  are  wide-spread 
and  symmetrical.  Though  the 
nerves  of  patients  with  leproma- 
tous leprosy  will  also  suffer  nerve 
damage,  loss  of  nerve  function 
occurs  much  more  slowly  than  in 
patients  with  tuberculoid  leprosy. 
With  the  paucibacillary  disease, 
however,  there  is  a tendency  to 
spontaneous  regression  and  TT 
requires  a much  shorter  time  of 
treatment  than  the  multibacillary 
disease,  where  there  is  more  of  a 
possibility  of  a relapse  and/or  the 
development  of  drug  resistance. 

There  are  also  borderline  cases 
of  HD,  in  which  patients  experi- 
ence the  complications  of  both 
the  tuberculoid  and  the  lepro- 
matous forms  of  the  infection. 
Those  tending  to  have  more  tu- 
berculoid qualities  than  lepro- 
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matous  are  classified  as  border- 
line tuberculoid  (BT)  cases,  while 
patients  with  an  infection  more 
similar  to  lepromatous  leprosy  are 
classified  as  borderline  le[)ro- 
matous  (BL)  cases.  Such  patients 
are  treated  with  a combination  of 
methods  used  to  treat  tubercu- 
loid leprosy  and  lepromatous  lep- 
rosy. 

Case  Study 

A 3 and  1/2 -year-old  girl  first  came 
to  our  office  on  November  20, 
1989  because  of  a 0.6  cm  non- 
healing lesion  on  her  right  cheek, 
present  for  6 months.  Physical  ex- 
amination showed  that  she  had 
an  atrophic,  hypopigmented,  and 
slightly  anaesthetic  macule  on  her 
face.  She  had  been  previously 
treated  with  a topical  cortisone 
product,  which  gave  some  relief, 
but  her  parents  stated  that  stop- 
ping use  of  the  cream  had  caused 
the  lesion  to  flare  again.  Discoid 
lupus  erythematosis  was  initially 
diagnosed,  with  leprosy  in  the  dif- 
ferential diagnosis.  A week  later 
the  patient  returned  and  was  given 
a sunscreen  with  SPF  50  to  use 
daily,  along  with  a twice  daily  ap- 
plication of  Vytone  1%  cream  (hy- 
drocortisone 1%/iodoquinol  1%). 
Two  weeks  after  her  first  visit,  the 
lesion  was  still  unchanged, 
prompting  a suspicion  of  leprosy. 
On  December  11,  1989,  a 3mm 
punch  biopsy  of  the  lesion  was 
taken  and  sent  for  pathologic 
analysis.  The  tissue  was  negative 
for  AFB  pathological  organisms 
yet  revealed  a non-caseating 
granulomatous  inflammation  of 
the  superficial  and  deep  dermis, 
with  an  associated  dense  lym- 
phoplasmicytic  infiltrate.  The  pa- 
thologist suggested  lupus  vul- 
garis, mycobacterial  infection  or 
tuberculoid  leprosy  as  possible 
diagnoses. 

Our  patient  is  an  Indian  girl  who 
came  to  Rhode  Island  in  July,  1989 
for  adoption  by  American  par- 
ents. She  was  born  and  raised  in 


Pune,  India,  an  area  endemic  for 
leprosy.  With  this  information  in 
mind,  we  asked  that  the  biopsy 
sections  be  sent  to  the  Gillis  W. 
Long  Hansen’s  Disease  Center  in 
Carville,  Louisiana  for  further 
pathologic  study.  In  late  Febru- 
ary, 1990,  we  received  a confir- 
mation from  Carville  that  our  pa- 
tient did  indeed  have  tuberculoid 
leprosy.  A fluctant  pustule,  ap- 
proximately 4mm  in  diameter  was 
noticed  on  her  right  lower  quad- 
rant. A daily  dosage  of  25mg  of 
dapsone  along  with  150mg  of  ri- 
fampin was  immediately  pre- 
scribed. 

One  month  later,  with  medi- 
cation, the  abdominal  lesion  had 
disappeared  and  the  facial  lesion 
had  resolved  to  a hypopigmented 
macule.  Eight  weeks  after  starting 
the  dapsone/rifampin  treatment, 
we  found  that  she  had  continued 
to  improve,  yet  brown  macules 
had  appeared  on  her  right  palm 
and  right  foot.  In  June,  after  14 
weeks  of  treatment,  the  lesion  on 
her  cheek  had  resolved  to  a faint 
hypopigmented  macule  on  her 
face.  All  other  lesions  had  com- 
pletely resolved. 

Discussion 

Like  many  TT  patients,  our  pa- 
tient had  a single,  well-defined 
macule  and  her  biopsy  showed 
no  signs  of  AFB.  In  children,  TT 
is  the  predominant  form  that  lep- 
rosy takes."*  Seldom  do  children 
contract  the  LL  form  of  the  dis- 
ease. Clinically,  our  patient’s  case 
was  also  typical  of  the  way  lep- 
rosy manifests  itself  in  children. 
According  to  Sehgal  and  Srivas- 
tava,  “In  a vast  majority  of  chil- 
dren, the  lesion  is  usually  a sol- 
itary one.”  They  also  state  that  the 
“majority  of  children  are  shown 
to  suffer  from  indeterminate  and 
tuberculoid  leprosy.”^ 

As  seen  with  our  case  presen- 
tation, multidrug  treatment  is 
most  effective  in  the  treatment  of 
Hansen’s  Disease.  The  World 
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Health  Organization  recom- 
mends dapsone,  rifampin  and 
clofazimine  as  the  best  medica- 
tions for  combating  the  disease. 

Comment 

For  help  and  information  on  the 
treatment  of  HD,  the  Gillis  W. 
Long  Hansen’s  Disease  Center  in 
Carville,  Louisiana  is  the  national 
HD  control  center  in  the  United 
States.  Nearly  all  of  the  estimated 
5000  leprosy  patients  in  the  US 
are  outpatients  of  the  Carville 
Center.®  It  also  serves  as  the  head- 
quarters for  regional  HD  centers 
operating  in  Boston,  Chicago,  Los 
Angeles,  Miami,  New  York,  San 
Diego,  San  Francisco,  Seattle, 
Texas,  Puerto  Rico  and  Rhode  Is- 
land. In  Rl,  the  author  now  serves 
as  the  state’s  regional  represent- 
ative to  the  national  Hansen’s 
Disease  center  in  Carville. 


With  the  influx  of  people  en- 
tering the  US  from  India,  south- 
east Asia  and  Central  Africa,  it  is 
likely  that  future  cases  of  leprosy 
will  appear  in  Rhode  Island. 
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Management  of  Postpartum  Uterine  Atony 


Roger  J.  Fcrlaiul,  MI) 
Lisa  M.  Adler,  MI) 


Atony  should  be  suspected 
when  excessive  blood  loss 
is  noted  during  the  imme- 
diate post-partum  period. 


Uterine  atony,  the  failure  of  rny- 
ometrial  contraction  after  deliv- 
ery, accounts  for  most  cases  of 
postpartum  hemorrhage  and  is  the 
leading  cause  of  maternal  death 
in  the  United  States.  The  most  im- 
portant mechanism  responsible 
for  hemostatis  at  the  placental  bed 
after  delivery  is  uterine  contrac- 
tion and  subsequent  tamponade 
of  vessels  supplying  the  implan- 
tation site.  Failure  of  adequate 
uterine  tonus  follovv'ing  delivery 
can  cause  rapid  hypovolemic 
shock  which  may  become  irre- 
versible if  not  recognized  and 
treated  promptly. 

Conditions  commonly  associ- 
ated with  uterine  atony  include 
retained  secundines,  chorioam- 
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nionitis,  and  grand  multiparity. 
Other  risk  factors  are  uterine 
overdistention  from  multiple  ges- 
tation or  hydramnios,  uterine 
leiomyomata,  tocolytic  therapy 
near  the  time  of  delivery,  and  gen- 
eral anesthesia  with  halogenated 
compounds.  Atony  has  been  re- 
cently described  following  malig- 
nant hypothermia  prophylaxis 
with  dantrolene  (Dantrium®).'  In 
this  case,  the  patient  developed 
uterine  atony  following  primary 
cesarian  section  for  which  she 
had  received  200  mg  of  dantro- 
lene intravenously.  Efforts  at 
pharmacologic  treatment  failed 
and  the  patient  required  hyster- 
ectomy to  control  hemorrhage. 
Dantrolene  is  known  to  cause  re- 
laxation of  skeletal,  cardiac,  and 
gastrointestinal  smooth  muscle, 
and  may  decrease  oxytocin  in- 
duced contraction  of  the  myo- 
metrium. 

Atony  should  be  suspected 
when  excessive  blood  loss  is 
noted  during  the  immediate  post- 
partum period.  The  diagnosis  is 
confirmed  by  palpating  a soft, 
poorly  contracted  uterus.  The  cli- 
nician must  rule  out  retained 
products  of  conception,  lacera- 
tions, coagulopathy,  and  uterine 
inversion.  Uterine  massage  by  bi- 
manual compression  will  often 


provoke  adequate  uterine  con- 
traction at  least  for  a short  time. 
A more  sustained  contraction  may 
require  pharmacologic  agents 
(Figure  1).  Management  should 
begin  with  resuscitative  meas- 
ures for  rapid  loss  of  blood  vol- 
ume: large  bore  intravenous  ac- 
cess and  adequate  crystalloids  to 
maintain  hemodynamic  stability. 
Addition  of  plasma  expanders, 
packed  red  blood  cells  and  fresh 
frozen  plasma  may  be  necessaiy. 
With  continued  bleeding,  blood 
should  be  drawn  to  assess  hemo- 
globin and  hematocrit,  electro- 
lytes, calcium,  coagulation  pa- 
rameters, and  arterial  blood 
gases.  Oxygen  therapy  should  be 
initiated  and  an  airway  main- 
tained. A foley  catheter  should  be 
placed  to  monitor  urine  output. 

Intravenous  oxytocin,  (Pito- 
cin®,  Syntocinon®)  ten  units  in- 
travenous push  and  20-50  mu/min 
infusion  is  appropriate  first  line 
therapy  to  alleviate  uterine  atony. 
Oxytocin  has  a relaxing  effect  on 
vascular  smooth  muscle,  and 
blood  pressure  may  fall  as  pe- 
ripheral resistance  drops  tran- 
siently. Although  this  effect  may 
be  pronounced  during  spinal  an- 
esthesia or  sympathetic  block- 
ade, the  drop  in  blood  pressure 
is  typically  followed  by  a small 
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I ; sustained  rise  and  does  not  usu- 
II  ally  complicate  resuscitative 

i measures.  Oxytocin  may  fail  to 
li  contract  a “tired  uterus”  which 
1 1 has  had  its  receptors  saturated  by 
M induction  or  augmentation  of  la- 
I bor. 

Ergonovine  (Ergotrate®)  and 
I methylergonavine  (Methergine®) 
are  well  known  stimulators  of  my- 
I ometrial  contraction  and  are  gen- 
i;  erally  considered  second  line 
1 therapy  to  oxytocin  because  of 
I their  effects  on  the  peripheral  vas- 
, culature.  Peripheral  vasocon- 
' striction  can  occur  causing  a hy- 

I pertensive  response  and 
;!  decreased  perfusion,  aggravating 
I'  the  lactic  acidosis  which  often 

accompanies  hypovolemic  shock. 

i,  Capillary  endothelial  injury  lead- 

II  ing  to  microangiopathic  throm- 
li:  bocytopenia  and  hemolysis  may 

also  occur.  For  these  reasons,  the 
r ergot  alkaloids  are  relatively  con- 

ii  traindicated  among  patients  who 
):  develop  pregnancy  induced  hy- 
I,  pertension. 

Failing  effective  restoration  of 
! uterine  tonus  by  oxytocin  and  er- 
I gonivine,  prostaglandins  have 
I proven  useful.  Dinoprostone 
j (Prostin  E2®)  vaginally  or  intra- 
j venously,  and  dinoprost  trome- 
j thamine  (Prostin  F2  alpha®)  in- 
i tramuscular  or  intramyometrial 
' have  been  demonstrated  by  sev- 
eral authors  to  reverse  uterine 
; atony.2-^  Prostin  F2  alpha®  is  re- 
; ported  to  be  successful  in  87%  of 
! cases.  Intramyometrial  injection 
appears  more  effective  than  intra- 
' muscular  injection  because  the 
' decrease  in  peripheral  perfusion 
: in  hypotensive  patients  may  in- 
' terfere  with  systemic  absorption. 

I The  usual  dose  is  1 mg  intramy- 
ji'  ometrially.  This  can  be  repeated 
1 in  five  minutes  if  an  adequate  re- 

j,  sponse  is  not  achieved  with  the 
initial  dose.  If  prompt  resolution 

5 does  not  occur,  chorioamnionitis 
is  common  among  cases  of  treat- 
I ment  failure  and  may  have  a 
causal  relationship."*  ® Adverse  re- 
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actions  secondary  to  prostaglan- 
dins’ effect  on  gastrointestinal  and 
vascular  smooth  muscle  include 
nausea,  vomiting  and  diarrhea, 
and  changes  in  blood  pressure. 
A recent  case  report  suggests  a 
significant  intrapulmonary  shunt 
up  to  28.4%  causes  transient  de- 
creases in  oxygen  saturation,  with 
a mean  decrease  of  10.4%.'  The 
author  suggests  monitoring  with 
a pulse  oximeter  and  appropriate 
ventilatory  support  until  oxygen 
saturation  stabilizes  when  using 
prostaglandins. 

Finally,  patients  who  fail  to  re- 
spond to  massage  and  pharma- 
cologic measures  are  best  treated 
with  hypogastric  artery  ligation  or 
hysterectomy.  Aggressive  and 
timely  supportive,  medical,  and 
surgical  therapy  are  essential  ele- 
ments in  treating  this  common 
cause  of  postpartum  hemor- 
rhage. 


Figure  1. 

POSTPARTUM  HEMORRHAGE 
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Decline  in  Smoking-Related  Mortality  among 
Rhode  Island  Physicians 


Declines  in  smoking  in  the  United 
States  have  contributed  to  reduc- 
tion in  heart  disease,  stroke,  and 
lung  cancer,  among  some  popu- 
lations. In  Rhode  Island,  where 
prevalence  of  smoking  by  physi- 
cians has  been  monitored  since 
1963,  the  proportion  of  white  male 
physicians  aged  25  years  or  older 
who  smoked  declined  by  73% 
from  1963  to  1983  (Table  1).  To 
examine  the  health  effects  of  re- 
ductions in  smoking,  mortality 
trends  among  white  male  physi- 
cians and  other  white  males  in 
Rhode  Island  have  been  exam- 
ined using  the  State’s  vital  statis- 
tics. (Non-white  and  female  phy- 
sicians were  excluded  because 
there  were  too  few  deaths  in  these 
categories  to  analyze.) 

For  1968-1987,  death  certificate 
information  for  deaths  of  resident 
Rhode  Island  white  men  aged  25 
years  or  older  was  grouped  by  the 
following  cause-of-death  cate- 
gories: all  causes,  smoking- 
related  cancers  (oral,  larynx, 
pharynx,  esophagus,  trachea, 
bronchus,  lung,  pancreas,  and 
bladder),  and  heart  disease  and 
stroke.  Definitions  from  the  1970 
US  Census  were  used  to  group 
deaths  by  two  occupational  cat- 
egories — physicians,  and  all 
others. 

Census  data  from  1970  and 
1980  were  used  to  estimate  the 
populations  of  physicians  and 
nonphysicians.  Age-standardized 
mortality  rates  were  calculated  for 
persons  25-64  years  of  age  to  en- 
sure compatibility  between  the 


Table  1 : [Percentage  of  white  men  ages  25  years  and  over  who 
smoke  cigarettes,  by  physician/nonphysician,  Rhode  Island  and 
United  States,  circa  1965,  1975,  1985. 

Percentage  who  smoke  cigarettes 

Location/ 


Occupation 

1965 

1975 

1985 

United  States 

51 

42* 

31 

Rhode  Island 

NA 

44 

31 

Physician” 

33 

19 

9 

Nonphysician 

NA 

44 

31 

NA  = Not  available. 

* US  Population  surveyed  in  1974. 

“Rhode  Island  physicians  surveyed  in  1963,  1973,  and 
1983. 


Figure  1:  Age-adjusted  death  rate  from  all  causes  among  resident  white  men 
aged  25-64  years,  by  physician/nonphysician,  Rhode  Island,  1968-1978  and 
1979-1987. 


Submitted  by  the  H.  Denman  Scott,  MD,  Director  of  Health.  Health  by  Numbers  is  edited  by  Jay  S.  Buechner,  PhD,  and  William  J.  Waters,  Jr., 
PhD. 
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two  sources  of  data;  counts  of 
! deaths  included  retirees,  and 
h population  estimates  did  not. 

I : From  1968  through  1987,  89,593 

j!  white  males  died  in  Rhode  Is- 
\]  land,  including  420  physicians. 

I Smoking-related  cancers  ac- 
j counted  for  11%  of  deaths,  and 
I heart  disease  and  stroke  for  50%. 

/ ; Among  persons  aged  25-64  years, 
F mortality  from  all  causes  de- 
dined  substantially  — among 
ii  physicians,  38%;  among  nonphy- 
i;  sicians,  19%  (Figure  1).  Among 
r physicians,  smoking-related  can- 
I!  cer  mortality  decreased  38%, 
{i  compared  with  a 3%  decline 
, among  nonphysicians  (Figure  2). 
i Mortality  from  heart  disease  and 
i stroke  declined  57%  among  phy- 
I sicians  and  32%  among  nonphy- 
i sicians  (Figure  3). 
j These  findings  indicate  that  for 
I the  two  periods  compared  (1968- 
I 1978  and  1979-1987),  white  male 
j physicians  in  Rhode  Island  ex- 
; perienced  greater  declines  in 
: overall  mortality,  smoking-re- 
! lated  cancers,  and  cardiovascular 
I diseases  than  did  white  males  in 
other  occupations.  However, 
these  findings  are  based  in  part 
on  relatively  small  numbers  of 
I deaths  among  small  populations, 
i Nevertheless,  the  results  strongly 
suggest  that  at  least  half  the  cur- 
i rent  cardiovascular  and  smoking- 
1 related  cancer  mortality  among 
i white  men  aged  25-64  in  Rhode 
:|  Island  may  be  preventable  by  re- 
I ductions  in  smoking  rates  to  the 
i low  levels  currently  observed 
I among  physicians. 

I 

I 


I 

I 

i 

I;  [Excerpted  with  modifications 
from  Scott,  HD,  et  al.  Smoking- 
V related  mortality  decline  among 
physicians  — Rhode  Island.  Mor- 
bidity and  Mortality  Weekly  Re- 
view 1990;39:656-8.] 


Figure  2:  Age-adjusted  death  rate  from  smoking-related  cancers  among  resi- 
dent white  men  aged  25-64  years,  by  physician/nonphysician,  Rhode  Island, 
1968-1978  and  1979-1987. 


Figure  3;  Age-adjusted  death  rate  from  heart  disease  and  stroke  among  resident 
white  men  aged  25-64  years,  by  physician/nonphysician,  Rhode  Island,  1968- 
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Monthly  Vital  Statistics  Report 

Provisional  Occurrence  Data  From  the 

Division  of  Vital  Records 

PE 

H.  Denman  Scott,  MD,  MPH 

Roberta  A.  Chevoya 

Director  of  Health 

State  Registrar 

Reporting  Period 

12  Months  Ending  with  August  1990 

August  1990 

Number 

Rates 

Vital  Events 

Number 

Live  Births 

1,497 

15,768 

15.8* 

Deaths 

733 

9,795 

9.8* 

Infant  deaths 

(11) 

(146) 

9.3f 

Neonatal  deaths 

(10) 

(114) 

7.2t 

Marriages 

797 

8,192 

8.2* 

Divorces 

309 

3,884 

3.9* 

Induced  Terminations 

700 

7,867 

498.9t 

Spontaneous  Fetal  Deaths 

66 

1,143 

72.5t 

Under  20  weeks'  gestation 

(61) 

(1.044) 

66.2f 

20  + weeks’  gestation 

(5) 

(91) 

5.8t 

'Rates  per  1,000  estimated  population 

fRates  per  1,000  live  births. 

Reporting  Period  12  Months  Ending  with  May  1990 


Underlying  Cause  of 

May  1990 

Number  (a) 

Rates  (b) 

YPLL  (c) 

Death  Category 

Number  (a) 

Diseases  of  the  Heart 

322 

3,436 

344.3 

4,772.0 

Malignant  Neoplasms 

196 

2,419 

242.4 

6,726.5 

Cerebrovascular  Diseases 

41 

594 

59.5 

694.5 

Injuries  (Accident,  Suicide,  Homicide) 

35 

438 

43.9 

9,542.0 

COPD 

29 

357 

35.8 

349.0 

(a)  Cause  of  death  statistics  were  derived  from  the  underlying  cause  of  death  reported  by  physicians  on  death  certificates. 

(b)  Rates  per  100,000  current  estimated  population  of  998,000. 

(c)  Years  of  Potential  Life  Lost  (YPLL) 


NOTE:  Totals  represent  vital  events  which  occurred  in  Rhode  Island  for  the  reporting  periods  listed  above.  Monthly  provisional  totals  should 
be  analyzed  with  caution  because  the  numbers  may  be  small  and  subject  to  seasonal  variation. 
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Fifty  Years  Ago 
( December  f 1940) 

The  lead  scientific  article,  written 
by  Dr  Paul  Appleton,  advocates 
the  use  of  abdominal  X-ray  stud- 
ies as  an  aid  to  the  diagnosis  of 
placenta  previa.  The  author  points 
out  that  while  placenta  previa  may 
indeed  be  diagnosed  by  history, 
signs  and  confirmatory  pelvic  ex- 
i amination,  such  conventional 
procedures  carry  considerable 
^ risk.  The  pelvic  examination,  he 
reminds  the  reader,  must  be  con- 
i ducted  under  the  most  aseptic  of 
i circumstances  since  placenta 
previa  is  susceptible  to  infection 
i as  well  as  to  induced  hemor- 
rhage, both  of  which  can  be  fur- 
thered by  such  physical  exami- 
' nation.  Dr  Russell  Hunt, 
Roentgenologist  to  the  Provi- 
dence Lying-In  Hospital  has  con- 
ducted soft  tissue  antero-poste- 
rior  studies,  both  before  and  after 
the  injection  of  an  opaque  me- 
dium into  the  bladder,  and  has 
i thus  been  able  to  demonstrate 
: clearly  the  location  of  the  pla- 
centa in  the  gravid  uterus.  The 
cystogram,  in  the  presence  of  pla- 
centa previa,  may  show,  for  ex- 
ample, an  increase  in  the  space 
' between  the  fetal  head  and  the 
bladder  shadow.  This  X-ray  pro- 
cedure is  strongly  advocated. 

The  second  paper  reports  on 
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thirteen  years  of  experience  in  the 
use  of  an  obstetrical  bag  at  Prov- 
idence Lying-In  Hospital.  The  au- 
thor, Dr  Craig  Houston,  con- 
cludes: “As  a result  of  this  study, 
my  opinion  is  that  there  is  a place 
for  the  bag  in  obstetrics  but  it  must 
be  remembered  that  there  is  con- 
siderable risk  to  the  mother  and 
an  extremely  high  foetal  mortal- 
ity. It  does  not  seem  advisable  to 
attempt  bagging  unless  the  cervix 
is  easily  dilatable  as  failures  were 
frequent  with  a rigid  cervix.  In  the 
past  few  years  simple  rupture  of 
the  membranes  has  replaced  use 
of  the  bag  in  cases  of  marginal 
placenta  previa  where  the  cervix 
is  easily  dilatable,  while  cases  of 
central  and  partial  placenta  previa 
and  cases  with  a rigid  cervix  are 
better  treated  by  Caesarian  sec- 
tion. I think  that  the  use  of  a bag 
is  seldom  indicated  to  induce  la- 
bor or  to  hasten  dilatation  of  the 
cervix,  as  the  danger  of  infection 
is  great  and  failure  of  the  bag  to 
accomplish  dilatation  is  very  fre- 
quent.” 

A third  obstetrical  paper,  by  Dr 
Walter  S.  Jones,  describes  the 
Providence  Lying-In  Hospital 
Toxemia  Clinic.  This  article  is  a 
preliminary  report  and  serves  to 
explain  the  basic  problems  of  di- 
agnostic classification.  The  tox- 
emias of  pregnancy  are  divided 
by  the  author  into  Group  A (dis- 
eases not  peculiar  to  pregnancy) 


and  Group  B,  the  true  toxemias 
which  embrace  both  pre-eclamp- 
sia and  eclampsia.  In  both  Groups 
A and  B,  the  more  severe  cases 
may  be  accompanied  by  convul- 
sions. Amongst  the  disorders  as- 
signed to  Group  A are  the  follow- 
ing: hypertensive  disease  (benign 
or  malignant),  chronic  vascular 
nephritis  (end  stage  of  malignant 
hypertension),  glomerulonephri- 
tis (acute  or  chronic),  nephrosis, 
and  yet  other  forms  of  primary 
renal  disease  such  as  pyelone- 
phritis. It  is  the  aim  of  the  clinic 
to  maintain  contact  with  their  tox- 
emia patients  for  many  years  par- 
ticularly during  subsequent  preg- 
nancies so  as  to  provide  some 
longitudinal  experience  in  the 
clinical  course  of  these  various 
disorders. 

The  lead  editorial  discusses 
new  revisions  of  the  Federal  Nar- 
cotic Regulations  (1938)  which 
has  eliminated  “.  . . the  provision 
requiring  that  the  diagnosis  or  an 
alternate  endorsement  be  indi- 
cated on  prescriptions  for  nar- 
cotics for  use  in  the  treatment  of 
incurable  patients  and  for  aged 
and  infirm  addicts;  the  physician 
is  not  now  required  to  indicate 
the  nature  of  the  case  in  the  ex- 
ecution of  such  prescriptions.” 

Minutes  of  the  major  Rhode  Is- 
land Medical  Society  Committees 
are  summarized  in  this  issue. 
These  include  committees  on:  in- 
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dustrial  health,  cancer,  child 
health,  emergency  relief,  annual 
commercial  exliibits,  public 
health  clinics,  grievance  and  nec- 
rology. 

The  State  De[)artment  of  1 lealth 
[)rovides  a written  explanation  of 
the  1938  state  law  requiring  [)re- 
marital  physical  examinations. 
The  law  states;  . . no  (mar- 
riage) license  shall  be  issued  . . . 
until  there  shall  be  a statement 
. . . signed  by  a licensed  physi- 
cian that  each  applicant  has  sub- 
mitted to  a physical  examination 
and  a Wasserman  or  Kahn  . . . test 
and  that  in  the  opinion  of  such 
physician  the  person  is  not  in- 
fected with  tuberculosis  in  the  in- 
fectious stages  nor  with  syphilis 
or  gonorrhea.  . . .”  The  article  de- 
tails many  of  the  intricacies  of  this 
law. 


Twenty  Five  Years  Ago 
(December,  1965) 

This  issue  of  the  Journal  sum- 
marizes a symposium  on  the 
medical  and  surgical  aspects  of 
liver  disease  and  is  authored  by 
Drs  Robert  V.  Lewis,  George  F. 
Grady,  Robert  L.  Scheig  and 
Woodrow  W.  Lindenmuth.  Lewis, 
in  introducing  the  symposium, 
points  out  that  it  is  only  during 
the  last  two  decades  that  “Anglo- 
American  medicine”  has  ac- 
quired an  increasing  clinical  and 
scientific  understanding  of  liver 
disease.  Many  of  these  advances 
may  be  ascribed  to  the  increasing 
use  of  liver  biopsy  and  the  im- 
proved knowledge  of  the  bio- 
chemistry and  physiology  of  he- 
patic metabolism.  Grady  discuss- 
es the  failures  thus  far  in  trying 
to  isolate  the  virus  (or  viruses)  of 
hepatitis  but  he  indicates  evi- 
dence that  the  responsible 
agent(s)  are  transmitted  by  fecal 
contamination  or,  parenterally, 
through  the  mechanism  of  trans- 


fusion or  the  use  of  contaminated 
needles  or  instruments.  With  re- 
gard to  parenteral  transmission, 
Grady  also  warns  that  high  stand- 
ards of  blood  donor  selection 
must  be  maintained  because  re- 
laxation of  these  blood  bank 
standards".  . . frequently  leads  to 
extraordinarily  high  rates  of  serum 
he[)atitis,  [particularly  when  nar- 
cotics addicts  sell  their  blood.” 
Scheig  discusses  the  fatty  acid 
profile  and  chemical  composi- 
tion of  livers  derived  from  rats  fed 
ethanol  or  glucose  and  con- 
cludes that  fatty  infiltration  of  the 
liver  is  not  a prelude  to  chronic 
liver  disease  such  as  Laennec’s 
cirrhosis.  Lindenmuth  concludes 
the  symposium  with  a discussion 
concerning  surgical  treatment  of 
certain  complications  of  hepatic 
cirrhosis,  particularly  the  porta- 
caval shunt.  He  recommends  the 
following  criteria  for  surgery; 
esophageal  varices  are  bleeding; 
the  patient  is  not  near  or  in  coma; 
the  patient  is  a reasonable  oper- 
ative risk;  an  adequate  blood  sup- 
ply is  available;  and,  a well-rested 
and  testing  operating  team  is 
available. 

Dr  Milton  Hamolsky  provides  a 
discussion  of  the  thyroid  gland  in 
pregnancy,  first  a consideration 
of  the  alteration  of  thyroid  func- 
tion during  normal  pregnancy  and 
then  the  role  of  both  the  normal 
and  abnormal  thyroid  in  disor- 
ders of  menstruation,  conception 
and  pregnancy.  He  notes  that  the 
clinical  manifestations  of  both 
hypothyroidism  and  hyperthy- 
roidism in  pregnancy  are  affected 
by  the  increased  plasma  binding 
capacity  for  thyroid  hormone. 

Dr  Frank  Cutts  discusses  the 
management  of  coronary  artery 
disease  and  notes  the  importance 
of  a low  fat  diet.  He  concludes, 
“.  . . presently  available  medical 
treatment  undoubtedly  prolongs 
life  and  diminishes  disability. 
However,  fully  effective  control 
and  prevention  of  this  common 
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disease  must  await  an  under- 
standing of  the  causes  of  the  dis- 
turbed [)hysiology  and  the  devel- 
opment of  living  habits  or  drugs 
and  hormones,  that  will  prevent 
the  develo[)ment  of  the  athero- 
sclerosis in  the  coronary  arter- 
ies.” 

Dr  Jordan  J.  Cohen  presents  a 
brief  synopsis  of  hydrogen  ion 
metabolism  showing  simplified 
algebraic  methods  for  an  analysis 
of  disturbances  in  hydrogen  ion 
concentration  and  balance. 

The  lead  editorial,  written  by  Dr 
Alex  Burgess,  Sr,  concerns  the 
relative  importance  of  morbidity 
and  mortality  in  the  later  years  of 
life.  “In  our  judgment  the  de- 
crease in  mortality  is  of  declining 
importance  as  an  objective  in  this 
age  group,  because  life  expect- 
ancy is  not  greatly  extended  by 
the  elimination  of  any  one  mal- 
ady, whereas  the  morbidity,  the 
terrible  years  of  crippling  before 
death  brings  relief,  should  be  a 
prime  objective  of  our  profes- 
sional endeavors.” 

The  House  of  Delegates  of  the 
Rhode  Island  Medical  Society,  in 
a special  meeting  held  on  No- 
vember 10,1 965,  voted  for  the  fol- 
lowing actions;  endorsing  a mass 
immunization  campaign  in  the 
state  of  Rhode  Island  against 
measles,  to  be  sponsored  by  the 
Society;  notifying  the  federal  gov- 
ernment that  the  Society’s  Physi- 
cian Service  be  named  as  carrier 
to  implement  Part  B of  the  federal 
act  amending  the  Social  Security 
Law;  and,  authorizing  the  Council 
to  make  inquiries  and  to  take  ap- 
propriate action  respecting  the 
availability  of  federal  funds,  un- 
der the  new  Medical  Library  As- 
sistance Act,  for  the  improvement 
of  the  Society’s  library. 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Conlralndicallont:  VASOTEC*  (Enalapiil  Ualeale,  MSD)  is  contraindicaled  in  patients  who  aie  hypeisensitive  to 
this  pioduct  and  in  patients  with  a history  o(  angioedema  retated  to  previous  treatment  with  an  ACE  inhibitor 
tWamlnot:  Angioedema  Angioedema  ol  the  lace  extremities,  tips,  longue. ^ottis  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  Ibe  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
face  anil  lips,  the  conrlltion  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  laTal  Where  there  Is  Involvemenl  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  O.S  mL).  should  be  promptly  administered.  (See  ADVERSE 
Rf  ACOONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  r^uclion  in  blood  pressure,  especially  with  the  lust 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed.  caution  should  be  obsenred  when  iniliaung  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  arolemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  Ibe  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  Ibeiapy  with  VaSOTEC 
in  patients  at  risx  lor  excessive  hypotension  who  are  able  to  tolerate  such  ad|uslments  (See  PRECAUTIONS.  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  lust  two  weeks  ol  treatment  and 
whenever  Ibe  dose  ol  enalapril  and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
inlarclion  or  cerebrovascular  accident  II  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  il  necessary,  receive  an  intravenous  inlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurlher  doses  of  VASOTEC,  which  usually  can  be  given  without  dillicully  once  the  blood  pressure 
has  slabili/ed  II  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor,  caplopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  Impairment,  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  from  cnnical  Inals  ol  enalapril  are  insullicient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renat  Funclion  As  a consequence  ol  inhibiting  Ibe  renin-angiolensin-aldosterone 
system,  changes  In  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  laiture 
whose  renat  ftnction  may  depend  on  the  activity  ol  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/ot  progressive  arotemia  and  rarely  with  acute 
renat  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unllalerat  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renat  function  shoutd  be  monitored  during  the 
first  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  tailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  tailure  should  always  Include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  ( >5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  riespile  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  laiTure,  hyper- 
kalemia was  observed  in  3 8%  ol  palienfs,  but  was  not  a cause  lor  discontinuation 
Risk  laclors  lor  the  development  ol  hyperkalemia  include  renal  insulficiency,  diabetes  mellilus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  il  at  all.  with  VASOTEC  (See  Drug  Interacims ) 

Surgery/Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  lormalion  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  lo  be  due  to  Ibis  mecbanism.  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirsi  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell 
ing  ol  lace,  extremities,  eyes.  lips,  tongue,  dillicully  in  swallowing  or  brealning)  and  lolake  no  more  drug  until  Ibey 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness,  especially  during  the  lirsI  lew  days  of  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  wifh  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tail  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 
Hpperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  inleclion  (e  g , sore  Ibroal,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion 
is  intended  lo  aid  in  the  sale  and  etiective  use  ol  this  medication  II  is  not  a disclosure  ol  all  possible  adverse  or 
intended  ellecis 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Jherapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy 
with  enalapril  The  possibility  ol  hypotensive  ellects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapril  II  il  is  necessary  lo  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilizer)  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihypertensive  ellect  ol  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Ollier  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adieneigic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signiiicant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g,,  spironolactone,  triamterene,  or  amiloride).  pofassium  supplements,  or 
potassium-containing  salt  subshtuTes  may  lead  lo  significant  increases  in  serum  potassium  Therelore,  II  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequenl  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Liltiium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodiumjncluding  ACE  inhibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ol  both  drugs  II  is  recommended  that 
serum  lithium  levels  be  monitored  Irequenlly  il  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy  - Category  C There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  lelal  weigni,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  leralogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 moAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  lo  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  lelalloxicily  with  the  use  ol  ACE  inhibitors  has  not 


been  clearty  delined,  VASOTEC*  (Enalaprit  Maleate,  MSD)  should  be  used  during  pregnancy  only  il  the  potential  ben 
elit  lustilies  the  potential  risk  lo  the  lelus 

Posimarkeling  experience  with  all  ACE  inhibitors  thus  lai  suggests  the  lollowing  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  lust  liimeslei  ol  pregnancy  has  not  been  reported  lo  alfeci  lelaf  outcome  adversely 
Fetal  exposure  during  the  second  and  thud  trimesters  ol  pregnancy  lias  been  associated  with  lelal  and  neonatal  mor 
bidily  and  mortality 

When  ACE  inhibitors  are  used  during  the  taler  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre 
senting  decreased  renal  lunclion  in  the  lelus  Infants  exposed  in  ulero  to  aCE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  the  adminisiralion  ol  fluids  and  pressors  as  appropriate  Problems  associated  wilti 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  Ihey  are  related  to  ACE  inhibition,  maternal  hyiierlension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  ol  '‘C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreTed  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  ellechveness  in  children  have  not  been  established 


Adverse  Reactions;  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  WOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  conIroTled  clinical 
trials  involving  2987  patients 

HYPtRItNSION  The  most  Irequenl  clinical  adverse  experiences  in  controlled  Inals  were  headache  (6  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  wilti  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (I  4%).  nausea  (1  4%).  rash  (l  4%),  cough  (1  3%),  orthostatic  ellecis  (1  2%),  and  asthenia  (1 1%) 
HLAPI FAILUPI  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%),  hypotension  (6  7%).  oilhoslalic  ellects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  giealei  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  Ialigue(f8%),  headache  (1  8%),  abdominal  pain  (1  6%),  asitienia  (1 6%).  orlhosla- 
lic  hypotension  (1 6%),  vertigo  j1 6%),  angina  pectoris  (1  5%),  nausea  (1  3%)  vomiting  (1  3%),  bronchitis  (I  3%), 
dyspnea  (1  3%).  urinary  tract  infection  (1  3%),  rash  (1  3%),  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  exfieriences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heart  laiture  in  clinical  Inals  in  order  ol  decreasing  seventy  wiltiin  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  inlarclion,  pulmonary 
edema,  rhytbm  disluibances.  atrial  librillalion.  palpilafion 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervousIPsychialiic  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  tailure,  oliguria,  renal  dyslunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Pespiratory  Bronchospasm,  rhinorrhea,  sore  Ihroal  and  hoarseness,  asthma,  upper  respiratory  inleclion 
Skin  Exiolialive  dermatitis,  toxic  epidermal  necrolysis,  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  mulli- 
lorme.  urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alleralion,  anosmia,  tinnitus,  coniunclivilis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthialgias/arthnlis.  myalgias,  lever,  serosilis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manilestalions. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeat  edema  may  be  fatal  II  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs  treat- 
ment wilti  VASOTEC  should  be  (fisconllnued  and  appropriate  therapy  insfiluleo  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  Ibeiapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  Iher 
apy  in  0l%  ol  hypertensive  patients  In  heart  tailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
tailure  (See  WARNINGS  ) 

Clinical  Laboratory  lest  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  tailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  laiture  patients  treated  wilb 
V/kSuTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Jests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  healed  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  of  VASOTEC  The  diuretic  should,  il  possible,  be  dis- 
continued for  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS  ) II  the  patienl's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  anr)  until  blood  pressure  has  stabilized  lor  at  least  an  additionat  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  tfoses  In  some  patients  treated  once  daily,  the  anlihypertensive  efieci  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered  II  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypedensive  Patients  with  Penal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dLI  For  patients 
with  creatinine  clearance  -s  30  mL/min  (serum  creatinine  3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  ad|unclive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  IS  2 5 mg  once  or  twice  daily  Alter  the  initial  dose  of  VASOTEC,  IhepalienI  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  bas  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interacims ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  carelul  dose  titration  wilh  Ibe  drug.  Inflowing  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  ol  heart  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  elleclive  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  (be  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-ciaily  dosing  In  addmon,  in  a placebo-controlled  study  which  demonstrated  reduced  morlalily  in  patients  with 
severe  heart  tailure  (NYHA  Class  m,  patients  were  treater)  wilh  2 5 lo  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacomiamics  and  Clinical  Ellecis ) Dosage 
may  be  adiusled  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS.) 


, and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
bid,  iben  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  four  days  or  more,  if  at  the  time 
ol  dosage  ad|uslment  there  is  not  excessive  hypotension  or  signiiicant  deferioralion  ol  renal  lunc- 
lion  The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormalion  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion.  Merck 
Sharp  & Dohme,  Derision  ol  Merck  & Co , Inr. . West  Point,  PA  19486  J9VS61  R2(8?0) 
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